
The Substitute Decision Maker EMR Tool: A case study 

on advance care planning in primary care

The Substitute Decision Maker EMR tool uses a structured approach to support primary care
providers with initiating advance care planning conversations with their patients and efficiently
collecting substitute decision maker information in a standardized way.

Patient engagement in advance care planning, to prepare for a time when a patient can no longer make
decisions for him/herself, is known to improve patient experience near the end of life. Advance care
planning leads to a better alignment between a patient’s wishes and the health care provided, as well as
a decrease in unwanted intensive treatments.1

However, barriers such as the degree of healthcare provider comfort in initiating advance care planning
discussions, lack of time during an appointment, and inability to properly and efficiently document the
conversation in the patient’s electronic medical record (EMR) chart have contributed to a gap in advance
care planning, with only a small proportion of patients reporting a discussion about advance care
planning with their primary care provider.2-6

Raising the subject of advance care planning by initially asking who would make medical decisions for
them if they were unable to make decisions for themselves (i.e., Substitute Decision Maker) creates a
good starting point to introduce patients to advance care planning. To meet this need, the eHealth
Centre of Excellence is now deploying a Substitute Decision Maker EMR tool (Figure 1) to support
conversations about advance care planning in primary care.

Figure 1. Substitute Decision Maker EMR Tool

“We found that the Substitute Decision Maker toolbar was an effective way to initiate advance care
planning discussions in the family practice setting. It was easily implemented and provided
standardized documentation of advance care planning discussions in the EMR.”

Dr. Natalie Munn



As part of a quality improvement initiative, a team of three doctors from the McMaster University of
Family Medicine adopted the Substitute Decision Maker EMR tool to initiate advance care planning. The
team targeted all adults age 65 and older, coming in for a regular family doctor visit. Targeted patients
were provided with a pamphlet while in the waiting room, preparing them for the Substitute Decision
Maker discussion, and documenting a Substitute Decision Maker if the patient chose to share the
information during that visit.

Within a one-week period of using the Substitute Decision Maker EMR tool as part of the quality
improvement initiative, the following outcomes were observed for patients 65 years of age and older,
seen during that week (N=54):
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70 % 

of patients  had a Substitute 
Decision Maker documented in 

their chart 

9 %  

of patients  had end of 
life/goals of care documented 

in their chart  

Primary care providers 
experienced minimal to no 

impact on patient flow.

• The pamphlet had already prepared 
patients that the conversation about 
advance care planning may occur.

• The EMR tool was triggered by a 
patient’s age, efficiently reminding the 
provider to initiate the conversation.

The documentation of a patient’s 
substitute decision maker is 

standardized across the practice.

The substitute decision maker 
information collected is easily 

retrievable when needed.

“The Substitute Decision Maker Toolbar provided an impetus
to open the discussion, as well as a standardized way of
retaining the information across multiple patients’ chart.”

- Dr. Julianne Rastin

“The Substitute Decision Maker tool allowed me to spark
conversations with patients regarding advance care planning in
a simple, and efficient manner that produced real results and
real change.”

- Dr. William Caron
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If you have any questions or would like further information on this case study, contact 
communications@ehealthce.ca. 
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