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Item 1. Description of the advance care planning (ACP) Workshop:
The workshop was designed in accordance with the experiential learning model (1), encompassing the cycle of concrete experience, reflective observation, abstract conceptualization, and active experimentation. The two-day ACP workshop aimed to provide participants with a comprehensive understanding of ACP through immersive experiences and interactive sessions. The ACP process followed the 5-step Gold Standard Framework: Think, Talk, Record, Discuss, Share.(2)
Day 1:
The workshop commenced with an introduction from the facilitator, an overview of the program, and a discussion of participants' prior experiences, as well as the barriers and facilitators influencing their engagement in ACP discussions within their professional practices.
Following the introductory segment, a concise presentation on ACP was delivered, offering an overview of relevant terms, such as advance directive and surrogate decision-maker. To underscore the concept that ACP is a dynamic process, the narrative of "Mr. Piak" was presented with interactive discussions. The story aimed to clarify the distinction between ACP  and advance directives, emphasizing that ACP is a holistic process centered on understanding a patient's values and goals.
After a short break, the subsequent activity involved the "Life Unlocking Card Game." This gamification approach, rooted in an emerging trend (3), provided a structured and validated tool (4) (5) and has been proven to change attitudes towards ACP in the understanding of the ACP process among Thai medical students (6). The card game comprised questions categorized into Emotional Respite, Relationship Issues, Death and Dying Issues, and ACP. Participants, organized into groups of up to 5, engaged in a facilitated discussion, fostering deep listening and creating a safe space for open dialogue. The session concluded with a debrief led by the facilitators, prompting participants to reflect on their learnings.
The subsequent activity, "Cross the Line," required participants to make decisions about various health and end-of-life scenarios. This exercise aimed to highlight the importance of designating a proxy for decision-making when individuals are no longer able to articulate their preferences.
Participants were tasked with making decisions by selecting one option for each of the following questions:
· If you experienced unexplained weight loss and consulted a doctor who, after conducting a chest X-ray, identified a mass in your lung, would you prefer to know the nature of the finding? (Yes/No)
· In a scenario where your loved one faced a similar condition as described in the previous question, and the doctor disclosed the findings to you first, would you desire your loved one to be informed of the truth? (Yes/No)
· If you were diagnosed with a life-threatening condition deemed untreatable by the doctor, would you opt for the prolongation of your life? (Yes/No)
· Given a life-threatening condition with an untreatable prognosis, do you believe your loved one would choose to prolong their life or not? (Yes/No)
· Regarding the preferred location of your death, would you choose to be at home or in a hospital? (Home/Hospital)
· In the event that you had not communicated your preferred place of death to your family members previously, where would you predict your likely place of death to be? (Home/Hospital)
After participants made decisions for each question, individuals on both sides were prompted to explain the rationale for their chosen answers, which led to subsequent discussions. Additionally, the exercise aimed to underscore the challenges of decision-making in the absence of prior discussion about advance care plans.
Until this moment, the participants have engaged in the steps of Think, Talk, and Discuss as part of the ACP process.
At the end of the first day, participants were tasked with completing the ACP workbook (step Record) titled “Comfort Heart Book” (7) authorized under Section 12 of the National Health Act, B.E. 2550 (2007). This workbook helped participants reflect on their perspectives on life and death, document their treatment preferences, and plan for the body and funeral.
Participants were challenged to share their newfound knowledge and decisions regarding end-of-life care with their proxies and loved ones, and to observe the responses. This reflective exercise encouraged participants to share their information with their proxy and learn the process through their own experiences. 
Day 2:
The second day of the workshop commenced with an exploration of participants' experiences engaging with family members in discussions about life-and-death issues, as well as the identification of potential proxies. The underlying objective of this activity was to illuminate potential barriers that may impede such conversations within families. The facilitators played a crucial role in guiding participants to consider facilitation factors and explore ways to navigate challenging discussions in the future.
Following this, a palliative care practitioner with expertise in internal medicine delivered a presentation on the ACP process. The ACP process presented during this session was derived from both the Gold Standard Framework model and the ID3 Framework for ACP Conversations: Introduce, Discuss, Decide, Document.(8) The expert elucidated the various steps involved in an ACP conversation and provided examples of phrases applicable to each stage.
Subsequently, the expert conducted a live demonstration of an ACP discussion, inviting participants to share their own experiences initiating ACP discussions with their patients and portraying scenarios in which they found it challenging. Participants were assigned roles as either the patient or family members and engaged in the scenarios with an expert conducting the ACP. Following the demonstration, participants convened in small groups for discussions to debrief on their observations and insights into the ACP process.
In the latter part of Day 2, a participant presented a family meeting scenario, prompting others to assume roles as doctors, patients, and family members for an ACP discussion. Remaining participants served as observers, tasked with documenting the process and engaging in a post-scenario discussion.
Recognizing the novelty of the concept for internal medicine residents and acknowledging their potential lack of confidence, the expert conducted a live demonstration in an ACP discussion in a family meeting with the same scenario. The workshop concluded with facilitators guiding the group through a collective brainstorming session, fostering reflection on the knowledge and experiences gained throughout the workshop.
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Item 2. Experiences with advance care planning (ACP)
Please mark your response.
1. How often have you seen or observed ACP being discussed?
□ Never				□ Occasionally (1-3 times)		
□ Often (3-10 times)			□ very often (more than 10 times)
2. Where have you learned about ACP before?
□ Never				□ Formal teaching in medical school	
□ Observing senior doctors		□ Self-studying
□ Formal teaching as an internship
3. How often do you discuss an advance care plan with your patients?
□ Never				□ Occasionally (1-3 times)		
□ Often (3-10 times)			□ Very often (more than 10 times)
4. If you do discuss ACP or AMD with your patients, who usually initiates it?
□ Patients				□ Family
□ Me					□ Never
□ Others (Please specify _________)
5. Have you cared for a patient with an advance medical directive?
□ Yes					□ No	
6. Have you completed an advance medical directive (AMD) (or Comfort Heart Book) for yourself?
□ Yes					□ No	


7. Have any of your family members completed an advance medical directive?  
□ Yes					□ No	
8. Do you consider ACP discussions as one of your roles as an internist?
□ Yes					□ No	
[bookmark: _Hlk159406446]
Item 3. Knowledge questions
Underlined response is the correct answer for each question
1)  Advance Care Planning (ACP) can be done without the patient			True/ False
      signing up to an advance medical directive (AMD)
2)  ACP does NOT take into account the patient’s life values and preferences        	True/ False
3)  ACP can only be done by doctors							True/ False
4)  ACP can be initiated by nurses							True/ False 
5)  ACP is a legal document          							True/ False
6)  Documentation is NOT important in ACP         					True/ False	 
7)  It’s important to hold ACP discussions early in the course of			True/ False
      the illness (ESRD), especially for those with an estimated prognosis
      less than 1 year 
8)  Time for discussing initiation of dialysis can also be a good time to		True/ False
      mention the options of conservative management or withdrawal of
      dialysis when necessary		     
9)  Good communication skills are essential for ACP discussion    			True/ False




Item 4. Attitude questions
A five-point Likert scale (strongly agree, agree, undecided, disagree, or strongly disagree).
Attitudes to Advance Care Planning (ACP) discussion
1. I feel comfortable discussing ACP with a patient who is fully conscious.
2. I am reluctant to discuss ACP with family members or proxies when the patient is unconscious or in a life-threatening condition.
Perceived negative impact of the ACP discussion on the patient and family
3. I worry I will upset the patient if I try to discuss ACP.
4. Discussing ACP will make patients lose hope.
5. If I talk about death, the patient may choose it.
6. If I discuss ACP with the patient, the family may blame me for the patient’s choices
7. Discussing ACP is advocating euthanasia.
Perceived barriers to ACP discussion
8. I don’t have the emotional strength to support the patient through an ACP discussion.
9. I don’t have the skills to discuss ACP. 
10. I don’t have the time to discuss ACP.
11. Our local patients are not ready for an ACP discussion
12. I feel uneasy talking about death and loss.
13. I can’t discuss ACP because the prognosis is uncertain.
14. I find it challenging to facilitate agreement between the patient and family members when deciding on the medical treatment plan.


Perceived benefits of ACP discussion
15. ACP helps in the medical care of a patient when he is seriously ill.
16. ACP can decrease the burden of decision-making on the family.
17. ACP allows a patient to have a sense of control over their lives.
18. The appropriate time to discuss ACP with patients is when their condition is deteriorating toward the end-of-life stage.
Views on the patient’s autonomy
19. Prolonging life is more important than honoring a patient’s request to refuse life-sustaining treatment.
20. It’s important for patients to be able to influence their future medical treatment should they lose competence in decision-making.
Role of ACP discussion
21. I believe it is the responsibility of the internist to have ACP discussions with patients and their families.
Legal issues
22. I am afraid of facing legal action if I discuss ACP with patients and create related documents.

	



Item 5. Confidence questions
A five-point Likert scale (strongly confident, confident, undecided, unconfident, or strongly unconfident)
Confidence in
1. [bookmark: _Hlk153881701]Breaking bad news about the diagnosis and treatment
2. Showing empathy by reflecting the patient’s feelings and needs
3. Evaluating to what extent and by what means the patient wants to know about the disease and prognosis
4. Discussing the process of dying and what happens at the end of life
5. Introducing patients and families and making referrals to the palliative care team
6. Discussing what the patient needs at the end-of-life stage together with family and caregivers
7. Finding a surrogate decision maker in cases where the patient is unable to communicate their needs at the end of life
8. Discussing ACP in situations where the patient is in critical condition, and the issue has never been discussed before by patients and health professionals
9. Discussing ACP for patients with advanced cancer
10. Discussing ACP for patients with chronic diseases such as ESRD, advanced COPD, advanced-stage heart failure, and dementia


Item 6. Semi-structured interview guide
The following questions were used to guide the in-depth qualitative interviews with the internal medicine residents:
1. Initial Experience: Following the ACP workshop, have you had the opportunity to initiate ACP discussions with patients? If so, please describe your overall experience.
2. Timeline & Encounters: Could you describe your very first experience conducting ACP after the training? When did your most recent ACP conversation occur, and how did it unfold?
3. Emotional Reflection: How did your feelings or emotional state during the most recent ACP discussion compare to your first experience? Were there noticeable differences?
4. Challenges & Barriers: Since the training, have you encountered any ACP conversations that were particularly difficult or fraught with obstacles? Please elaborate on those challenges.
5. Memorable Cases: Which ACP experience stands out as the most memorable or impactful for you, and why?
6. Systemic Support: What are the primary problems or systemic barriers you face when conducting ACP in your daily practice? What kind of support or assistance do you feel you need?
7. Application of Learning: Which specific skills, tools, or insights gained from the workshop were you able to directly apply in real clinical scenarios?
8. Professional Role: Based on your experience, what are your perspectives on the role of an internal medicine physician in facilitating ACP?
9. Program Feedback: Do you believe this workshop is necessary for future cohorts of residents? Are there any components you would recommend adding, modifying, or removing to improve the curriculum?

