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Advance Care Planning Meets Group Medical Visits: 
The Feasibility of Promoting Conversations

ABSTRACT
PURPOSE Primary care needs new models to facilitate advance care planning 
conversations. These conversations focus on preferences regarding serious ill-
ness and may involve patients, decision makers, and health care providers. We 
describe the feasibility of the first primary care–based group visit model focused 
on advance care planning.

METHODS We conducted a pilot demonstration of an advance care planning 
group visit in a geriatrics clinic. Patients were aged at least 65 years. Groups 
of patients met in 2 sessions of 2 hours each facilitated by a geriatrician and a 
social worker. Activities included considering personal values, discussing advance 
care planning, choosing surrogate decision-makers, and completing advance 
directives. We used the RE-AIM framework to evaluate the project.

RESULTS Ten of 11 clinicians referred patients for participation. Of 80 patients 
approached, 32 participated in 5 group visit cohorts (a 40% participation rate) 
and 27 participated in both sessions (an 84% retention rate). Mean age was 79 
years; 59% of participants were female and 72% white. Most evaluated the group 
visit as better than usual clinic visits for discussing advance care planning. Patients 
reported increases in detailed advance care planning conversations after partici-
pating (19% to 41%, P = .02). Qualitative analysis found that older adults were 
willing to share personal values and challenges related to advance care planning 
and that they initiated discussions about a broad range of relevant topics.

CONCLUSION A group visit to facilitate discussions about advance care planning 
and increase patient engagement is feasible. This model warrants further evalua-
tion for effectiveness in improving advance care planning outcomes for patients, 
clinicians, and the system.

Ann Fam Med 2016;14:125-132. doi: 10.1370/afm.1906.

INTRODUCTION

Despite the benefits of advance care planning for patients, primary 
care clinicians face barriers to effective counseling on the issue, 
including their limited time and a lack of clinic-based support.1-4 

The Dying in America report5 emphasized the need to integrate advance 
care planning into clinical care, and the Centers for Medicare and Medic-
aid Services recently approved reimbursement for counseling on advance 
care planning.6 Advance care planning is an ongoing process that involves 
multiple conversations among individuals, family members, and health care 
professionals.1,7 Studies show that many US decedents had not discussed 
preferences for end-of-life care with someone close to them, completed a 
living will, or established a durable power of attorney for health care.8,9

Primary care clinics are uniquely positioned to implement new models 
that engage patients in advance care planning.10 The American Academy 
of Family Physicians recognizes group medical visits (GMVs) as a strate-
gic approach within the patient-centered medical home.11,12 GMVs, also 
called shared medical appointments, engage patients in health promotion 
and disease management.13-18 Older adults enrolled in chronic disease 
management GMVs showed improved health status, satisfaction with 
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care, and self-efficacy, as well as decreased health care 
utilization.19 Key GMV strengths include increased 
patient satisfaction, support for behavior change, and 
patient engagement.16,18

Given how GMVs support patient engagement 
through group interaction, we developed the first 
advance care planning group visit, the “Conversation 
Group Medical Visit.” This model leverages group 
dynamic to transform the typical patient-clinician 
encounter related to advance care planning. This arti-
cle describes a pilot demonstration of the new model. 

METHODS
Setting and Participants
Seniors Clinic at the University of Colorado Hospi-
tal (Aurora, Colorado) is a patient-centered medical 
home that provides primary care for about 1,900 older 
adults. The team includes physicians and mid-level 
providers (11 clinicians representing 4.5 clinical full-
time equivalents), a social worker, nurses, pharmacists, 
medical assistants, and schedulers. Seniors Clinic 
patients average 83 years old; 63% are female, 69% 
white and 13% black. Seniors Clinic has a 
long-standing, monthly GMV focusing on 
geriatric well-being. Building on this expe-
rience, we developed the Conversation 
GMV as a pilot demonstration project to 
promote advance care planning. The name 
reflects use of The Conversation Starter 
Kit as a teaching tool.20 Results are from 5 
cohorts who participated in visits between 
November 2013 and June 2014. This proj-
ect was approved by the Colorado Mul-
tiple Institutional Review Board.

Patients could participate if they were 
aged 65 years or older, spoke English, and 
received primary care at Seniors Clinic. 
Patients were asked to participate if they 
were referred by their primary care clini-
cians, self-referred in response to clinic-
based flyers, or were referred by a partner 
or friend. We encouraged clinicians to 
refer patients they felt would be able to 
participate in a group setting; that is, 
patients who did not have significant cog-
nitive, hearing, or mental health impair-
ments. We did not test the cognitive 
function of referred patients or exclude 
patients based on cognitive function. 
Clinicians were not asked to prioritize 
patients with poor health status, difficulty 
with advance care planning conversa-
tions, or known end-of-life needs. We sent 

referred patients an invitation letter and followed up 
by telephone to describe the program and schedule the 
2 sessions. Our goal was to have 8 to 12 patients per 
cohort based on an estimate of appropriate size to fos-
ter group discussion around advance care planning.

Conversation Group Medical Visit
The Conversation Group Medical Visit aims to engage 
patients in a discussion of key advance care planning 
concepts and support patient-initiated advance care 
planning actions—choosing surrogate decision mak-
ers, deciding on preferences during serious illness, 
discussing preferences with decision makers and health 
care providers, and documenting advance directives 
in the electronic health record (EHR).21 The group 
visits involve 2 sessions of 2 hours each, 1 month apart, 
co-facilitated by a geriatrician and a social worker. 
Table 1 provides an overview of the GMV structure, 
facilitator considerations, session format, and documen-
tation and billing details. The discussions include shar-
ing experiences related to advance care planning, con-
sidering values related to serious illness, choosing sur-
rogate decision makers, deciding how much flexibility 

Table 1. Conversation Group Medical Visit Structure

Structural Element Content

Overview  

Sessions Two sessions, 1 month apart

Patients Goal of 8 to 12 patients per cohort

Practice setting A practice able to coordinate group medical visit processes 
as a clinical team.

Location Clinic conference room

Optional resources Patient handouts; video projector; white erase board; water

Facilitator 
considerations

Facilitators need to represent 2 disciplines (physician and 
social worker).

One needs to be a physician, physician assistant or 
advanced practice nurse able to bill for the medical visit.

Facilitators must be able to facilitate a group and engage 
patients in behavior change.

Facilitators must be knowledgeable in advance care planning.
Group visit session 

format 
2-hour sessions formatted as follows:

Arrival, check-in, medical update (30 minutes)

Introductions and rapport building (20 minutes)

Advance care planning discussion using a communication 
guide and decision aids (60 minutes)

Individual goal-setting (10 minutes)

Optional: Workshop time to complete advance directives

Optional: Individual clinical visits (10 minutes)
Documentation and 

billing
Document any individual evaluation and management ser-

vices provided (typically CPT code 99213).

Update record with surrogate decision maker(s), care pref-
erences, advance directives, medical orders for scope of 
treatment, code status preference as needed.

Communicate advance care planning preferences with pri-
mary care provider.

CPT = Current procedural terminology.
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to allow decision makers, and having conversations with 
decision makers and clinicians.22,23 The facilitators aim 
to support an interactive discussion that affords oppor-
tunities for patients to learn from the experiences and 
perspectives of others. To support the facilitators’ role, 
we developed a “Facilitators’ Communication Guide” 
(Table 2), which is similar to other patient/provider 
communication guides.25 The Conversation GMV aims 
to help patients identify and achieve individualized 
goals related to advance care planning, including having 
conversations and choosing surrogate decision makers.

Like other group visit models,26 this GMV was inte-
grated into the geriatric clinic using existing medical 
assistants and front desk staff for check-in processes. 
Patients sign a standard GMV clinical consent outlin-
ing their agreement to maintain privacy and acknowl-
edging that routine co-payments apply. Patients 
receive an agenda for both visits, a personal copy of 
their EHR highlighting current advance care planning 
documentation, if any, and a blank medical durable 
power of attorney form. Facilitators use educational 
materials to guide the group discussion on advance 
care planning, including the Conversation Starter Kit,20 
videos from the PREPARE website24 (http://www.
prepareforyourcare.org) that demonstrate a family’s 

conversation, advance directives, and other resources, 
such as out-of-hospital orders.27 The Conversation 
Starter Kit is a handout that prompts individuals to 
think about their values and guides conversations 
about preferences.20 PREPARE is a website designed 
to help individuals prepare for medical decision mak-
ing and has been shown to help older adults engage in 
advance care planning.24 Two of the authors, H.D.L. 
and R.S., established a licensing agreement between 
their respective institutions to support the use of PRE-
PARE within this program. The GMV uses PREPARE 
videos showing various degrees of flexibility in the 
decision-making role.

After the group portion of the session, patients can 
request brief individual medical visits with the GMV 
physician to address acute medical issues. The GMV 
physician sends visit documentation via the EHR to 
each patient’s primary care clinician with a description 
of the patient’s perspectives on advance care planning, 
preferences for future health care choices, goals for 
advance care planning, opportunities for follow-up 
by the primary care clinician, and information about 
any acute medical issues present. The patient’s EHR 
is updated with advance care planning preferences 
and documentation. The visits typically meet criteria 

for an established office visit of 
Current Procedural Terminology 
code 99213.28

Implementation Strategy
After developing the Conver-
sation GMV, the facilitators, 
schedulers, medical assistants, 
and program assistants met to 
coordinate team members’ roles 
in the clinic workflow. The geri-
atrician facilitator introduced the 
goals, structure, and referral pro-
cess to clinicians and staff during 
regular meetings, developed an 
EHR-based referral order, and 
posted flyers in clinic rooms. We 
conducted an initial test cohort 
in September and October of 
2013 before officially starting in 
November 2013. The test cohort 
included 8 patient volunteers 
who participated in 2 sessions 
to confirm that clinic staff could 
conduct the clinic workflow 
processes and facilitators could 
use the Facilitators’ Discussion 
Guide before the start of the 
pilot study.

Table 2. Facilitators’ Communication Guide

Topic Examples of Facilitator Questions and Sample Prompts

Session 1  

Introduction Today’s goals are to talk about what’s important to you for your 
future health care choices and advance care planning. As we 
start, can you introduce yourself and share why you chose to 
come today?

Share advance care plan-
ning experiences

Have you started thinking about what is most important to you? 
Have you or someone close to you had experiences with serious 
illness or death?

Consider personal values Referring to the Conversation Starter Kit, “Consider ‘what matters 
to me is…’ and ‘what matters to me at the end of life is…’. What 
do these questions bring up for you?” 20

What do you worry about concerning your health in the future?
Choose a surrogate deci-

sion maker(s)
Who would be a good decision maker? Do you have a medical 

durable power of attorney? Have you talked with him or her?
Goal-setting Based on today’s discussion, what goal do you have for between 

now and next session? [Suggest identifying a surrogate decision 
maker.]

Session 2  

Review individual advance 
care planning goals

What was your goal regarding advance care planning or having a 
conversation, and how did it go?

Consider flexibility in 
decision making

Let’s watch videos from the PREPARE website.24 This is about how 
much flexibility you want a decision-maker to have. Do you want 
him or her to have total flexibility, some flexibility, or no flexibility?

Consider future health 
care choices

Have you thought about the kind of care you would or would not 
want to receive if you became very sick?24 How much are you 
willing to go through if it means you might have more time?

Plan for conversations 
with health care 
professionals

How much does your primary care provider know about what’s 
important to you? What questions do you need to ask him or her?

Goal setting What are your next steps regarding advance care planning? [Sug-
gest talking with a clinician.]
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Evaluation Strategy
We used the RE-AIM framework (Reach, Effective-
ness, Adoption, Implementation, and Maintenance) to 
evaluate this pilot demonstration project.29,30 Using this 
framework, we addressed the following: 
Reach: Will older adults participate in an advance care 
planning group visit? 
Effectiveness: Will older adults engage in advance care 
planning conversations?
Adoption: Will providers refer patients?
Implementation: Will patients come to both sessions? 
What aspects of advance care planning will older 
adults discuss in the GMV? 
The maintenance portion of the RE-AIM framework 
was not evaluated in this pilot.

Data sources included GMV transcripts, patient 
demographics, and post-session evaluations that were 
managed using Research Electronic Data Capture 
(REDCap).31 Detailed project notes captured imple-
mentation efforts and outcomes. Referral and partici-
pation data included referral source (provider, self, 
partner/friend) and, among those who declined to 
participate, reasons for declining. For this pilot dem-
onstration project, we developed and administered 
patient evaluations to collect demographic information, 
perspectives on the GMV using a 5-point Likert scale 
(adapted from author I.L.’s prior GMV evaluations), 
and assessed impact on advance care planning conver-
sations (from The Conversation Project20). Specifically, 
after Session 1, patients were asked, “Prior to today’s 
discussion about advance care planning, have you had 
this kind of conversation?” After Session 2, they were 
asked, “Did you have the conversation?” Patients could 
respond: “No,” “No, but I have thought about it,” “Yes, 
but at a general level,” or “Yes. The conversations 
included enough details that I feel confident my loved 
ones know my wishes.” A Wilcoxon signed-rank test 
was used to test for change in detailed advance care 
planning conversations before and after the GMV.

GMV sessions were audio recorded, transcribed, 
and analyzed using a mixed inductive and deductive 
approach.32 Data analysis involved systematic organiza-
tion of the data through open coding, and repeated, 
constant comparison across coded data to identify 
consistent themes.33 We used a team approach to 
analysis, including regular meetings to discuss coded 
data and to reach consensus on identified themes and 
their meanings. Initial coding focused on the ques-
tion, “What aspects of advance care planning will older 
adults discuss in the GMV?” We reviewed transcripts to 
catalog specific advance care planning topics, iteratively 
discussing the themes, interpretation, and potential 
implications of our findings using the qualitative analy-
sis technique triangulation. Triangulation is a process 

of convening individuals with different perspectives to 
facilitate a deeper understanding and trustworthiness 
of the findings. Our authorship team includes geriatric 
palliative medicine specialists [H.L., R.S, C.L., and 
D.M.], a nurse qualitative researcher [J.J.], a group visit 
specialist [I.L.], implementation scientists [R.G. and 
D.M.], and academic leaders [R.S. and J.K.].

RESULTS
Reach: Patient Participation
We conducted 5 Conversation Group Medical Visit 
cohorts in Seniors Clinic (10 total sessions). Of 80 
patients approached, 32 participated in at least 1 ses-
sion, for a participation rate of 40%. Mean age of par-
ticipants was 79 years, 59% were women, and 72% were 
white. Table 3 shows patient characteristics, referral 
sources, and, for patients who were approached but did 
not participate, reasons for not participating. Among 30 
patients who declined to participate, reasons for declin-
ing included past advance care planning conversation or 
existing advance directive (30%), lack of interest (13%), 
illness (3.3%), lack of transportation (3.3%), and other/
unknown (50%). While the goal was to schedule 8 to 12 
patients per cohort, actual group sizes ranged from 4 to 
9 patients due to patient cancelations.

Effectiveness: Patient Acceptance of and 
Engagement in Advance Care Planning 
Conversations
The majority of patients rated the Conversation Group 
Medical Visit as better than usual clinic visits for talking 
about advance care planning, thought they received use-
ful information, felt comfortable talking about advance 
care planning in the group, and found talking with oth-
ers about advance care planning to be helpful (Figure 
1). Patients reported an overall increase in advance care 
planning conversations with loved ones after participat-
ing, including an increase in conversations with enough 
details that the patient felt confident that their loved 
ones knew their wishes (19% to 41%, P = .02; Figure 2). 
Of 24 patients who reported having had an advance 
care planning conversation, 92% felt comfortable; 58% 
felt prepared, and 38% felt somewhat prepared.

Adoption: Clinician Referral Patterns
Ten of 11 clinicians referred at least 1 patient to the 
Conversation Group Medical Visit. The median num-
ber of referrals was 5, with a range of 1 to 23, where 
23 patients were referred by the geriatrician project 
lead (H.D.L.). The second largest number of referrals 
from 1 clinician was 11. More than 80% of participants 
were referred by their primary care clinicians (Table 3), 
though some self-referred or were referred by a partner 
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or friend. Among GMV participants (n = 32), there was 
a range of 0 to 5 patients per provider. Eight of 11 pro-
viders had at least 1 patient participate.

Implementation: Patient Retention and 
Aspects of Advance Care Planning Discussed
Patient retention was 84%, with 27 of 32 patients par-
ticipating in both sessions. One patient missed Session 
1 but came to Session 2, making the total for that ses-
sion 28 patients. Key discussion themes included shar-
ing personal values and challenges related to advance 
care planning and discussing a broad range of patient-
raised topics related to advance care planning.

Theme 1. Patients Shared Personal Values and 
Challenges Related to Advance Care Planning
The Conversation GMVs encouraged patients to share 
experiences related to advance care planning in the 
group setting. Patients told stories that reflected their 
personal values and challenges they had faced concern-
ing serious illness or the experiences of loved ones as 
they approached death. In a discussion of future care 
preferences, some individuals had not thought much 
about what was important to them, while others had. 
One patient expressed her personal values:

We had this very discussion when a new [health care profes-
sional] came into my life and was just almost insisting that I 
have all kinds of tests and things. I don’t want to live forever. 
I want to live when the quality of my life is in balance.

In the discussion about choosing a surrogate deci-
sion maker, some individuals said they had already 
made a choice and reported having completed formal 
documentation. For others, however, considering a sur-
rogate was challenging because they weren’t sure they 
could trust available surrogates to follow their wishes. 
One woman shared her challenges in considering her 
husband as her decision maker:

One of the things that surprised me was he said he didn’t 
want to be the care agent. He didn’t know if he could ask 
that things be removed. He is more emotional than I am.

Theme 2. Patients Initiated Group Discussions of a 
Broad Range of Advance Care Planning Topics
The facilitated discussions introduced key advance 
care planning concepts (see Table 2, Facilitators’ Com-
munication Guide) and encouraged patients to share 
related experiences, questions, successes, and chal-
lenges. Beyond the topics raised by facilitators, patients 
in each session raised questions and concerns for 
discussion. Table 4 provides examples of the breadth 
of such topics. Many questions were practical, for 
instance about how to ensure that advance directives 
be available when needed. One patient asked,

The methods of getting that advance directive to the right 
person at the right time are not clear to me. How do they 
know? If you are 3 sheets to the wind, you can’t do any-
thing....You have to make arrangements before that happens.

Table 3. Characteristics of Conversation Group 
Medical Visit Participants Compared With Patients 
Who Were Approached But Did Not Participate

Characteristic
Participated 

(n = 32)

Did Not 
Participate 
(n = 48)

Age, mean (SD), y 79 (5.3) 78 (6.8)

Women, No. (%) 19 (59) 34 (71)

Race, No. (%)   

Native American 1 (3.1) N/A

Hispanic or Latino 1 (3.1)

Black or African American 7 (22)

White (non-Latino) 23 (72)

Relationship status, No. (%)   

Married or with partner 16 (50) N/A

Widowed 9 (28)

Divorced or separated 4 (13)

Single 2 (6.3)

Self-reported health status,a No. (%)

Excellent or very good 13 (42) N/A

Good, fair, or poor 13 (42)

Caregiver for another person, 
No. (%)

7 (23) N/A

Attended with a partner, No. (%) 10 (31) N/A

Type of insurance,b No. (%)   

Medicare 32 (100) 45 (94)

Medicare supplement 14 (44) 21 (44)

Tricare 17 (53) 19 (40)

Medicaid 4 (13) 4 (8.0)

Education, No. (%)   

Less than high school graduate 1 (3.1) N/A

High school graduate/GED 3 (9.4)

Some college 7 (22)

College graduate 7 (22)

Any postgraduate or 
professional

10 (31)

Living situation, No. (%)   

Home or apartment 27 (84) N/A

Independent living community 3 (9.4)

Referral Source, No. (%)   

Referred by primary care 
clinician

26 (81) 43 (90)

Self-referred 3 (9.4) 0 (0)

Referred by partner or friend 3 (9.4) 5 (11)

Reason for not participating, No. (%)

Interested, but at a future date N/A 2 (4.2)

Declinedc N/A 30 (63)

Unable to reach N/A 3 (6.3)

Scheduled but cancelled or 
no show

N/A 13 (27)

aAt Session 1.
bIncludes multiple payer sources when known.
cSee text for reasons for declining.
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In addition to questions about aspects of advance 
care planning, patients raised a broad range of topics 
pertinent to older adults with serious illnesses, includ-
ing assisted living facilities, nursing homes, palliative 
care and hospice. One woman commented,

[My husband had] hospice in a nursing home. It was just 
wonderful.…They just kept him very comfortable.…It was 
a beautiful death. It is a horrible thing to say, but it was a 
peaceful, wonderful end to his life.

Members of smaller cohorts (those of 4 to 6 
patients), tended to mention fewer personal examples, 
ask fewer question, and discuss a smaller range of 
advance care planning experiences and topics than 
those in larger groups.

DISCUSSION
The Conversation GMV is a novel approach to 
facilitating advance care planning in primary care. 
The model uses the group visit to engage patients 
in detailed advance care planning conversations by 
providing a safe and supportive environment where 
patients share personal values and challenges and ask 
a range of questions related to advance care planning. 
Older adults were willing to attend visits of this new 
clinical model, found it helpful, and were willing to 
share personal values and challenges related to advance 
care planning. Patients initiated discussions on a 
broad range of advance care planning topics. A GMV 
focused on advance care planning can tailor informa-
tion and discussion to questions that patients consider 
important. Three-quarters of patients had advance care 
planning conversations after participating in Session 
1, including 41% who had detailed conversations, and 
many reported feeling comfortable and prepared.

This GMV may influence outcomes that are 
important to patients and primary care clinicians. 
Potential patient-centered outcomes include improved 
satisfaction, knowledge, and motivation to participate 
in advance care planning. The GMV may facilitate 
advance care planning actions, including values clari-
fication, conversations with surrogate decision makers 
and clinicians, and advance directive completion. It 
may also increase primary care clinicians’ knowledge of 
their patient’s wishes and their ability to provide medi-
cal treatment aligned with those wishes. Future work 
should formally evaluate the effects of the Conversa-
tion GMV on providers and clinic staff.

Some of the results suggest a need to understand 
barriers and facilitators to real-world implementation of 
the model. The 40% participation rate is higher than 
seen in other GMV studies involving older adults and 
other medical topics, suggesting that patients are inter-

Figure 1. Patient experience of the conversation group medical visit.

Note: Data are drawn from an evaluation that patients completed to assess their levels of agreement with 4 statements concerning acceptability of the Conversation 
Group Medical Visit. The evaluation used a 5-point Likert scale. (n = 29; 2 patients did not complete evaluations.) 

Strongly disagreeStrongly agree Agree Neutral Disagree

The Conversation Group was better for talking about 
advance care planning than a usual clinic visit.

The Conversation Group gave me useful information.

I felt comfortable talking about advance 
care planning with others in the group.

Talking with others about advance 
care planning was helpful.

1000 20 40 60 80

Percentage of patients

Figure 2. Patient engagement in advance care 
planning conversations. 

Note: During Session 1 and after participating in Session 2, patients were 
asked if they had had an advance care planning conversation. Bars represent 
the percentage of patients who answered, “Yes. The conversations included 
enough details that I feel confident my loved ones know my wishes.” (P = .02)
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ested and will participate in GMV on 
advance care planning.13,34,35 On the 
other hand, the actual group sizes 
were lower than our goal and were 
limited by the rate of referrals, the 
number of patients who were unable 
to participate, and last minute cancel-
ations and rescheduling. Patients in 
groups of 4 or 5 seemed less engaged 
in the discussion than those in groups 
of 7 or 9 patients, suggesting that 
group size may have an important 
effect on outcomes. Future cohorts 
could be over-scheduled by 2 or 3 
patients given the frequent occur-
rence of last-minute cancelations. The 
Conversation GMV must also meet 
the needs of older patients with sen-
sory, cognitive, and functional limita-
tions, which is an issue beyond the 
scope of this pilot demonstration.36 

Key barriers to future imple-
mentation may include the need for 
sustainable workflows for patient 
referral and scheduling as well as 
financial support for facilitator and 
staff training. Key factors promoting 
implementation may include strong, 
team-based interest in improving 
advance care planning, available 
clinic resources to conduct group 
visits (for example, meeting space, trained staff, and 
advance care planning patient education materials), and 
reimbursement models that support advance care plan-
ning and group-based care delivery.

The cost considerations of this model are similar to 
those of other GMVs.15,37 Potential financial challenges 
include adequate reimbursement for services, includ-
ing patient co-payments, though multiple health care 
systems are successfully implementing and sustaining 
GMVs.15,25,36 The Conversation GMV can be facilitated 
by providers other than physicians, such as nurse prac-
titioners or physician assistants,38 as long as they are 
trained in GMV facilitation and counseling in advance 
care planning. The Centers for Medicare and Medicaid 
Services recently approved payment for CPT codes for 
counseling in advance care planning, supporting the inte-
gration of advance care planning into clinical settings.6

Future evaluation should assess communication 
of patient preferences within the health care system, 
including documentation of advance directives. This 
project warrants formal evaluation, since it may be an 
effective model for integrating high-quality, patient-
centered advance care planning into primary care.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/content/14/2/125.
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Table 4. Topics Brought Up By Conversation Group Medical Visit 
Patients

Topic Quotation

Advance 
directives

Advance directives are not something done once in your lifetime.…
Your health changes. Your circumstances. You age. They don’t have 
to be something that is done only once.

Artificial nutri-
tion and 
hydration

The main thing is to keep people comfortable. Keep them out of pain. 
But without eating, without food, isn’t there pain? If they don’t feed 
you intravenously?

Cardiopulmonary 
resuscitation

On CPR, one of the things was busted ribs.…There were several other 
negative aspects of getting CPR.

Dementia I have a new dilemma since my wife has dementia. We both have 
signed Do Not Resuscitate. The question is should we also sign a Do 
Not Prolong Life statement? For instance, if she gets a urinary tract 
infection, should they give her antibiotics?

Emergency care Let me ask you about the practicality of things. Let’s say you have 
documents but you have an emergency at home and the ambulance 
comes and takes you to the nearest hospital. Well, they don’t have 
that document.

Hospice care I’m thinking of my mother, who told me in May….She said ‘I’m ready 
to go. I’ve done everything in my life I want to do.’ It chokes me up 
when I heard this. And she was 93. She wasn’t in any pain.…And 
she had hospice, which she had agreed to earlier.

Can you explain Hospice to me? We have a friend that has cancer and 
he’s getting that, and I just don’t know that much about it.

Life sustaining 
treatment

Is there a significant number who have declared I do not want life 
support and then changed their mind at the last moment?

Long-term care I’ll finish this sentence: What matters to me at the end of life is… I’ve 
had some experience. I just put down no Nursing Home. Because I 
had an experience of two months with assisted living and then I had 
two months in rehab.…And so I indicated in my own family that it 
is really the last place I want to be.

Organ donation As you approach our age, are there any organs that are still desirable?

Palliative care I think we tend to agree that at this stage we would basically go with 
palliative care…to make sure she is comfortable.

CPR = cardiopulmonary resuscitation.
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