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Dear Editor:

In his recent notes from the editor, Dr. Morrison takes
aim at advance care planning (ACP), comparing it with his

family’s old Ford Pinto and borrowing a phrase from H.L.
Mencken dubbing it ‘‘clear, simple, and wrong.’’ Although
we are at least as disappointed as Dr. Morrison at the state of
the science on ACP, we believe his conclusions to be as faulty
as his family’s volatile lemon of a car. Far from clear, simple,
and wrong, ACP is unclear, complex, and.right?

Existing research does not support the notion that ACP is
clear or simple. The Overview of Systematic Reviews of
Advance Care Planning1 referenced by Dr. Morrison
identified tremendous heterogeneity because researchers
used many different definitions of ACP, in many different
settings, with many different outcomes, making it difficult
to compare studies and draw any conclusions. However,
that heterogeneity reflects significant progress in under-
standing what ACP is, what it can and cannot accomplish,
and how to study it. There is now expert consensus around
both a definition of ACP2 and outcomes3 that promise the
next 30 years of research will bear more fruit. Further work
is needed to develop evidence-based conceptual models,
robust outcome assessments, and systematic uptake of
implementation research findings.

We absolutely agree with Dr. Morrison’s point that in-
dividuals make different choices when they are well or in
response to hypothetical scenarios, that some patients do
not want to talk about their wishes, and that conducting
high-quality ACP conversations is a skill that requires
training as well as practice. But it is also true that there are
many things patients and families can do to prepare
themselves, like identifying a health care agent for future
decision making or completing an advance directive. The
impact of these early ACP activities may not be easily
measured years down the road, but do we really want to say
that those efforts are a waste of time? Some patients and
families arrive at critical moments well prepared to make
difficult decisions and others arrive confused and con-
flicted. We in health care are seldom privy to the actions
that result in a family being ‘‘well-prepared’’—but we

clearly see the benefits when they are. Learning more
about what matters most to their loved one, what accept-
able and unacceptable outcomes may look like for them,
and an understanding of their loved ones’ decision-making
paradigm can help patients and families prepare for these
difficult times.

Two wrongs do not make a right. ACP is right, but for
seriously ill patients, the health care system is all wrong.
Everyone in palliative care knows that the exquisite ad-
vance care plan you put in place today can be undone to-
morrow in an instant if the patient ends up in an emergency
room or hospital where the standard approach is to treat
until treatment options are exhausted. One reason there are
so many negative ACP studies is that they are conducted
within health care systems oriented toward treatment (and
often paid more for more treatment or penalized when
patients die).

ACP is right for patients and clinicians, but health sys-
tems have to do their part for it to have real impact. Health
care systems need to develop a system-wide infrastructure
that promotes quality ACP for all individuals as a standard
of care. Such an infrastructure includes a process for
proactively addressing ACP with patients and their fami-
lies, reviewing earlier conversations to provide coordi-
nated care, and ensuring an efficient and effective medical
record that makes it easy to document and access prior
discussions and decisions. Even the best ACP conversa-
tions will not result in goal-concordant care in a system that
is ill equipped to honor patient preferences. This need
cannot be met through specialty palliative care alone or by
relying solely on physicians. These goals are lofty and
challenging in our complex chaotic health care system.
This does not make them wrong.

We appreciate Dr. Morrison’s provocation encouraging
researchers and funders to ‘‘find something new’’ and the
opportunity to debate the state of the field. However, we
are not waiting for ACP to work. With the critical support
of federal grants and foundations, we are actively inno-
vating, implementing, and studying to build the science of
ACP. As Dr. Morrison notes, ‘‘goal-concordant care is the
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foundation of palliative care, indeed of all health care.’’
On this, we completely agree.
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