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Learning	objec=ves	

1.  Understand	defini1ons,	concepts	and	prerequisites	for	
advance	care	planning.		

2.  Effec=vely	consult	published	research	to	inform	selec=on	of	
advance	care	planning	approach.	

3.  Interpret	how	best	to	use	advance	care	planning.	
4.  Recognise	when	to	offer	pa=ents	opportuni=es	to	discuss	

advance	care	planning.	
5.  Understand	the	difference	between	advance	care	planning	

conversa=ons	and	advance	direc=ves.	
6.  Independently	learn	and	develop	competencies	in	conduc=ng	

advance	care	planning	conversa=ons.		
	



Key	messages	

•  Advance	care	planning	enables	pa=ents	to	define	goals	and	
preferences	for	future	medical	treatment	and	care.	

•  Advance	care	planning	addresses	pa=ents’	concerns	across	the	
physical,	psychological,	social	and	spiritual	domains.	

•  Advance	care	planning	involves	a	conversa1on	with	the	pa=ent	
and	their	family	and	health-care	providers,	and	is	part	of	a	
process,	not	a	single	event.	

•  Goals	and	preferences	may	be	recorded	in	a	wriFen	document,	
and	should	be	regularly	reviewed.	



Case	study	

Maria,	aged	30	years,	diagnosed	with	ALS.	Her	husband	Carlos	has	
started	a	new	business	in	the	UK,	two	children	Dan	6	years	and	
Elly	4	years.		Her	family	live	in	Spain.		
	
She	has	recently	started	to	use	a	wheelchair	and	has	difficulty	
managing	to	remember	things.		Her	voice	is	weak	and	she	
struggles	to	talk	for	more	than	a	few	minutes.	
	
What	are	the	key	decisions	that	Maria,		
her	husband	and	health-care	providers,		
will	need	to	address?	





Defini=on	

Rietjens	JA,	Sudore	RL,	Connolly	M,	et	al	Lancet	Oncology	2017	



ACP	processes	and	outcomes	
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Prerequisites	for	advance	care	
planning	conversa=ons	-	pa=ents	
	
•  Mental	capacity	
•  Health	literacy	
•  Open	disclosure	of	diagnosis,	awareness	of	likely	prognosis	
•  Coping	styles	
•  Ability	to	express	views	(perhaps	with	assisted	communica=on)	
	
If	the	pa=ent	wishes:	
•  They	can	appoint	a	proxy	decision	maker,	in	the	event	that	they	

lose	mental	capacity	
•  They	can	record	their	preferences	in	an	advance	direc=ve.	



Prerequisites	for	advance	care	
planning	conversa=ons	-	clinicians	
	
•  Necessary	communica=on	skills	
•  Willingness	to	broach	sensi=ve	topics	compassionately	
•  Sufficient	=me	to	undertake	ACP	conversa=ons,	and	if	pa=ent	

wishes	to	record	them	in	an	advance	direc=ve	
•  Willingness	to	regularly	review	ACP	decisions	
•  Willingness	to	comply	with	pa=ent	preferences	(which	may	not	

be	the	same	as	the	family)	

ACP	IS	NOT	A	CHECKLIST	
	

	



Prerequisites	for	advance	care	
planning	conversa=ons	-	
organisa=ons	
	•  Legal	framework	for	advance	care	planning	in	your	country	
					What	choices	are	permiEed	in	your	country?	
Pa6ents	may	be	able	to	decline	medical	interven6ons	but	usually	
they	can	not	compel	physicians	to	provide	medical	treatments	that	
are	not	regarded	as	clinically	useful.	
	
•  Healthcare	organisa=ons	support	the	use	of	ACP	
•  Ensure	advance	direc=ves	are	available	and	‘flagged’	in	all	care	

contexts	eg	emergency	room	
•  All	staff	are	informed	of	ACP	choices,	especially	do	not	adempt	

resuscita=on	decision.	



Who	can	conduct	advance	care	
planning	conversa=ons?	

All	people	conduc=ng	ACP	conversa=ons	require	training.	
	
•  Physician	
•  Nurse	
•  Social	worker	
•  Counsellor	
•  Trained	volunteers	
	



When	can	advance	care	planning	
conversa=ons	be	offered?	

•  Any	=me	during	the	disease	trajectory	but	beder	early	than	
late.	

•  There	is	never	a	perfect	=me.	

	‘It	is	always	too	early,	un=l	it	is	too	late.’	



Role	of	personal	representa=ve	
	

•  To	understand	and	listen	to	the	values,	goals	and	preferences	
of	the	pa=ent.	

•  To	be	a	proxy	decision	maker,	if	and	when,	the	pa=ent	loses	
capacity	to	make	medical	decisions,	or	the	capacity	to	express	
those	decisions.	

•  Needs	to	have	the	communica=on	skills	and	confidence	to	act	
as	a	proxy	decision	maker.	

•  Needs	to	be	the	pa=ent’s	advocate.	
	



How	to	conduct	advance	care	
planning	conversa=ons	

All	ACP	programmes	have	been	developed	in	the	context	of:	
					-	a	language	(ofen	English)	
					-	a	culture	(ofen	North	American	or	Australian)	
				-	a	healthcare	system	(private	medicine,	insurance	healthcare)	
				-	norms	of	medical	communica=on	and	prac=ce.	
	
There	are	some	well	developed	ACP	programmes	such	as:	
‘Respec=ng	Choices’	(hdps://respec=ngchoices.org)	
‘Serious	Illness	Conversa=on	Guide’	(Ariadne	Labs:	A	joint	Center	for	Health	
Systems	Innova=on	and	Dana-Farber	Cancer	Ins=tute	2012)	

	



Basic	requirements	for	ACP	



Example	of	ACP	guide	
‘Looking	and	Thinking	Ahead’	
•  Do	you	have	any	wishes	that	you	would	like	to	achieve	in	the	near	future?	
	
•  In	the	event	of	a	gradual	decline	in	health,	is	there	anything	that	worries	

you	(or,	your	family	member),	or	that	you	(or,	your	family	member)	dreads	
happening?		

	
•  Are	there	any	special	wishes	that	you	(or,	your	family	member)	would	like	

us	to	know	about	when	you	approach	the	end	of	life?		
	
•  Do	you	(or,	your	family	member)	have	a	par1cular	faith	or	belief	system	

that	is	important	to	you	(or	them)?	Would	you	like	a	priest	or	spiritual	
adviser	to	come	and	visit?	

	
Payne	S,	et	al	PACE	Steps	to	Success	Programme	Informa=on	Pack	2018	



Example	of	ACP	guide	
‘Looking	and	Thinking	Ahead’	

•  At	the	very	end	of	life,	where	would	you	(or	your	family	
member)	like	to	be	cared	for?	

	
•  Is	there	any	specific	ritual	or	religious	prac1ce	that	you	wish	

to	happen	following	the	death	that	you	(or,	your	family	
member)	would	like	to	make	known?				For	instance:	funeral	
details,	burial/crema1on	

	
•  Summary	of	any	further	discussion	
	

Payne	S,	et	al	PACE	Steps	to	Success	Programme	Informa=on	Pack	2018	



Conclusions	

•  ACP	 formalising	 what	 a	 pa=ent	 and	 family	 do	want	 to	 happen	 which	 are	
statements	about	a	person’s	preferences	and	wishes	(i.e.	where	they	would	
like	 to	be	 cared	 for	 in	 the	 last	 days	of	 life)	which	 can	be	 changed	and	 re-
discussed.	

	

•  ACP	 formalising	 what	 a	 pa=ent	 and	 family	 does	 not	 want	 to	 happen.	 In	
some	countries,	an	Advance	Decision	to	Refuse	Treatment	is	legally	binding.	

	

•  Remember	 ACP	 is	 a	 choice	 and	 not	 everyone	 wants	 to	 be	 involved	 in	
medical	decision	making.	
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