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Learning Objectives

• Define an advance care planning session and its 
components.

• List the building blocks of the House of Healing 
and the order of construction.

• List 3 tools for communication to be used in an 
advance care planning session. 
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Advance Care Planning

• Making decisions about future health care based 
on your personal values, preferences and 
discussion with your loved ones. 

• Can be done with the person/patient or surrogate 
decision maker.

Advance Care Planning

• An essential component of care for persons with 
serious chronic illness

• Respects autonomy

• Reduces cost of care

• Enhances patient/family satisfaction
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Advance Care Planning

When we fail to provide care 
that matches patient’s preferences 

we commit a medical error, 
no less urgent than any other harmful error.

Sanders, Curtis, Tulsky.  Journal of Palliative Medicine, Vol 21, No S2, 2018
Achieving Goal-Concordant Care:

A conceptual Model and approach to measuring serious illness communication and its impact.

Tools for Communication
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Tools for Communication

• Ask BEFORE you Tell

• Respond to Emotion

• Align Intentions

• Make a Balanced Medical Recommendation

• Let Go of the Outcome

• When you are going to recommend limiting an 
intervention always say first what you WILL do

Curing vs. Healing
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Curing vs. Healing

Management of chronic disease

The “new normal”

Disease modifying

Whole person care

Symptom focused

Family & support systems 
important

Patient has the power

HealingCuring

Focused interventions

Clinical team has the power

Surgery

Medications

Back to normal

Elimination of disease

Focused treatment

Building a House of Healing
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Building a House of Healing

1. Establish Relationship

2.
Gather 

the
Patient 
Story

3.
Provide
Medical 

Story

4. Make a Medical Recommendation

5. Collaborate with Patient and 
Family on Goals of Care

Ask Before You Tell
Silence

Ways and Words That Work
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Relationship

Ways
Quiet Space
Elicit their agenda first

Words
Ask permission
Are you comfortable enough to talk?

Patient Story

Ways 
Match the pace of the patient
Don’t interrupt

Words
Please tell me in your own words what you have 
heard about your medical condition?
Where do you find strength and support.
How is this illness affecting your life?
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Medical Story

Ways
Deliver information in headlines
Avoid medical jargon

Words
Ask permission 
Deliver headline and be silent

Medical Recommendation

Ways
Make a medical recommendation that aligns 
patient priorities and reflects what is possible

Words
This is what I hear is important to you
Ask permission
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Collaborative Decision Making

Ways
Continue to partner ‘dance’
Protect quality of the process

Words 
Affirm their decision
Use teach-back

Applying the House Model

• Is time-efficient

• Improves clinician professional job satisfaction
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Documentation

Documentation

• Describe the GOC conversation

• Use direct quotes when possible

• Translate to written document if appropriate, i.e. 
POLST
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Billing for Advance Care Planning

Billing for Advance Care Planning

AMA’s CPT manual defines the service:

99497 and 99498 are used to report the face-to-
face service  between a physician or other qualified 
healthcare professional (QHCP) and patient, family 
member or surrogate in counseling and discussing 
advance directives, with or without completing 
relevant legal forms.
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Billing for Advance Care Planning

• 99497—first 30 minutes 

• 99398—each additional 30 minutes (List 
separately in addition to code for primary 
procedure)

House of Healing Pocket Card
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Thank You

Questions?

Contact:
MimiPattison@chifranciscan.org

Thank you & Questions


