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Advance Care Planning 

• A process of assisting individuals in 
understanding, reflecting & 
communicating future medical 
treatment preferences, including 
end-of-life care. 

(Gundersen Lutheran, 2014) 



Concept of ACP 



What is ACP? 

• A communication process  

• Among health care team, patients & family members  

• Regarding patient’s  

 wishes 

 preferences 

 values 

 Beliefs 

• About future care in the event the patient has lost capacity to make 
decision 

• Emotional preparation of patients & families for future crises 

 

**Emphasizing on comprehensive communication process, rather than on document 



Trends 

Traditional model 

Purpose 

• Prepare for incapacity 

Focus 

• Advance Directive 

Context 

• Doctor & patient 
relationship 

Developing model 

Purpose 

• Prepare for death 

• Achieved control in health 
system 

• Relieve burden 

• Strengthen relationships 

Focus 

• Written advanced statement 
& advance directive 

Context 

• Involve patient, family & 
healthcare professionals 

(Thomas, 2011) 



Why? 

• Builds trust & teamwork between patient, 
physician & decision maker 

• Uncertainty & anxiety reduced 

• Avoids future confusion & conflict 

• Permits peace of mind for patient, decision 
maker & patient’s family 

 



Who? 

• All patients with incurable illnesses 
Advanced cancer 

e.g. metastatic cancer 

 

End-stage organ failure 
e.g. ESRF, ESHF 

 

Degenerative illness  
e.g. Motor neuron disease 
  

 



Illness trajectories 

ESRF, Heart failure, 
Resp illness, etc 

NMD, Parkinsonism, 
Dementia 

Solid tumour 
& Haema 

Paediatric 
Palliative  



When? 

• Retirement 

• Life changing event e.g death of spouse 

• Following a new diagnosis of life limiting condition 

• Assessment of a person’s need 

• In conjunction with prognostic indicators 

• Multiple hospital admissions 

• Mark increase in level of dependency  

    e.g. admission to an  institution / care home 

 



Advanced 
Dementia 

End-stage 
organ failure 

Early 
Dementia 

Cancer 

Chronic 
illness 

Advanced 
Cancer 

When to start? 

Terminally 
ill 



Triggers 

• Retirement 
• Life changing event e.g death of spouse 
• Following a new diagnosis of life limiting condition 
• Assessment of a person’s need 
• In conjunction with prognostic indicators 
• Multiple hospital admissions 
• Mark increase in level of dependency  
    e.g. admission to an  institution / care home 

 



Impacts 

Patient & carer 

• Speak to him/herself 

• Peace of mind 

• Improve quality of life 

• Reduce family stress 

• Relieve family burden 
in making choice 

• Patient’s choice are 
respected 

 

Organization 

• Improve care, not to save 
money 

• Maintaining high-quality 
planning 

• Ensuring the plans are 
available & reasonably 
followed 

• More palliative-focused 

• Person-centered health 
care delivery 

 



Gaps 

Talk 

• Misconception of Advance Care Planning 

• No involvement in patient’s decision in some cases 

• Focus on Life-sustaining treatment only 
 

Write 

• Lack of standardized tool 
 

Share 

• Patient’s preference not communicate well 

• Lack of sensitivity to patient & family emotional needs 

• Unclear logistic for effective communication between teams 

 



Model for ACP 

Key worker 
& Patient 

Trigger 
Process of 
discussion 

Implementatio
n & 

dissemination 

Review the 
plan 

Outcomes 

Specialist 

Generalist 

Community & out-patient settings. Sometimes hospitals 

• Routine (never forces) 
• Long-term condition 
• End of life care 
• Requested by patient 

• Planned 
• Triggered change in 

health or function 

• High quality conversation skills 

• Over days, weeks or months 

(Conroy, 2011) 



Process of discussion 

Shared decision 
making 

Advance care 
planning process 

Patient-centered 
care 

♣ Conversation about values, goals & preferences 

♣  Substitute decision maker 

♣  Documentation 
 

♣ Understanding 
♣ Reflection 
♣ Discussion 



• Statement of wishes & preferences 

What do you want to happen? 

• Advance decisions to refuse treatment 

What you do not want to happen? 

• Substitute decision maker 

Who will speak for you? 

ACP discussion 



1. Health status 

2. Quality of life 

3. Preferable care 

4. Preferable treatment 

5. Dying process 

6. Funeral Arrangement 

 Who can help to make 
the decision? 

 Who should keep the 
duplicate copies?  

ACP Pamphlet & Booklet 





Case sharing 

History:  • Repeated admission for blood stained urine, retention & fever 

03 Jan:  • In-pt consultation & initial assessment.  
• Pt’s value & belief explored. Pt’s family seen. 

06 Jan:  • First home visit & ACP discussed, then weekly home visit 

16 Jan:  • Phone FU with pt’s niece for care plan discussion  
• SOPD appointment scheduled on 18 Jan 

17 Jan:  • Admitted to QMH AED because of haematuria before first SOPD 
appointment. Transferred back to GH PMU on the same day. 

18 Jan:  • Stabilization of pt’s condition. AD signed.  

• Offer 24 hrs admission slip on discharge 

26 Jan: • Discharged home with long-term plan 

27 Jan:  • Early home visit & settle pt’s care @ home 

17 Feb: • Pt’s GC further deteriorate. Offer in-patient care.  
• Patient’s prefer stay @ home after explanation & supported by family. 

21 Feb:  • Patient found unarousable & attended RH AED. Then certified dead 



Name & contact 

of case manager 





  

• Deteriorate since 2016 

• Pressure sore 

• Repeated retention of urine 

• On long-term urinary catheter  

• Decrease mobility 

• Poor appetite 

• May further deteriorate 

Health condition? 

Prognosis? 



• Nothing special 

• Just want to have comfort care 

• Family member 

• Sit out of bed 

• Doing exercise 

• Sweetie 

• Yes. In Indian way 

• Family oriented person 

• Stay at home as long as possible 

Things to let family know? 

Time spending with the loved one? 

Meaningful activities? 

Time for praying / thinking? 

Believes & values? 

Favorable food? 

Daily activities? 



• Blockage of urinary catheter 

• Poor appetite 

• Maid 

Place of care? 

Preferable carer? 
Infusion? 

Any worries? 

Artificial tube feeding? 

Antibiotics? 

Dialysis? 

Artificial ventilation? 

CPR? 



• Stay at home if everything okay 

• Family members 

• Indian way 

• Temple 

• Indian ritual 

• Temple 

• Indian ritual 

• All done 

• Already completed 

At the moment of death? 

Ritual ? 

Body storage ? 

Funeral arrangement? 

Message to leave? 

Any wills? 

Surrounded by people? 

Remember? 



• Sister-in-law, then sister 

• Sister-in-law 

In reality, niece 

AD 

Person understand you most? 

Surrogate? 

ACP 



Name of staff 

Date of completion 

Name of relative 

Name of surrogate 

Name of relative 



Still a challenge 

• What ACP models to use? 

• Who should initiate ACP? 

• How to initiate with patient? 

• How can family be properly involved in ACP? 

• How can we make sure that the family 
members understand their responsibility? 

• How well is flexibility negotiated between 
patient & his/her family? 

• How can ACP be ensured throughout the 
continuity of care? 

 

 



Difficulties 

• Prognostication 

• Difficult discussions 

• Death anxiety of staff 

• Making time 

• Sensitivities & sadness 

• May require extra communication skills 



Patient barriers  

• General anxiety regarding death 
• Perceives only important to others, but irrelevant to 

them 
• Believes it is unnecessary, because family & physician 

know what to do. 
• Lack of knowledge 
• Perceives it cannot be changed once completed 
• Checklist – not meet patient changing wishes & needs 
• Past negative experience with dying friends & family 
  



Health professionals barriers  

• Too idealistic 

• Time-intensive & too busy 

• Lake of time  

• Perceives low health literacy of patients 

• Patient is not sick enough 

• Lack of necessary communication skills & expertise 

 



Avoiding Common Pitfalls 

1. Failure to plan 
2. Surrogate absent for discussions 
3. Unclear patient preferences 
4. Narrow focus on a specific treatment or 

scenario 
5. Communicative patients are ignored 
6. Not reading the advance directive 

 



Avoiding Common Pitfalls 

1. Failure to plan  
 Do not avoid advance care planning 
 Be pro-active 
 It is easy to forget the central role of the patient, and easy to forget the 

importance of the proxy. Involve both early and often 

 

2. Surrogate absent for discussions 
 Do not leave the proxy decision-maker(s) out of the initial discussions with the 

patient 

 

3. Unclear patient preferences  
 Vague statements can be dangerously misleading 
 Be sure to clarify patient preferences if they do not seem clear to you or to the 

proxy 
 For instance, patients who make statements such as "I never want to be kept 

alive on a machine" should be asked to clarify whether their wishes would 
change if their condition were readily reversible, or if their prognosis were 
unclear 



Avoiding Common Pitfalls 

4. Discussion focused too narrowly  
 Avoid isolated DNACPR discussions 
 A DNACPR discussion is usually an indication that other palliative goals & 

measures should be considered in the context of a range of scenarios 
 

5. Communicative patients are ignored 
 Not to assume what patient wants in the present is what he/she indicated for 

future possible scenarios 
 As long as the patient is competent, talk to him or her 
 An impaired patient may still be able to express wishes at some level, take AD 

& the patient’s current wishes into account 
 

6. Not reading the Advance Directive  
 Always read advance directives 
 Do not assume 
 Remember that AD can be for aggressive intervention, comfort care, or a wide 

range of specific views 

 



Benefits of ACP 

Speak to him/herself 

Peace of mind 

Relieve family burden 
in making choice 

Reduce family stress 
Patient’s choice  
are respected 

Improve quality of life 



ACP enhancers & barriers 

Enhancers  

• Old age 

• Personal encounter with 
poor death qualities of 
significant others 

• Perceived as a priority 
e.g. failing health 

• Death not a taboo 

• Available support e.g. 
family & community 

• Higher education level 

 

Barriers 

• Lack of knowledge 

• Poor relationship with 
family 

• Lack of support 

• No faith in autonomy 

• Death as a taboo 

 

(Chan, 2010) 



Key to success 

Case manager factors 

 Initiate ACP discussion 

 Health status discussion 

 Patient’s value discussion 

 Life-sustained treatment 
discussion 

 Dying process & funeral 
discussion 

Ward staff factors 

 Initiate communication 
during dying process 

Management of pain & 
other symptoms 

Management of agitation 

 Recognizing dying 

 Use of Care plan of dying 
(optional) 

 



Staff reflection 

Did I ask my patient about preferences for end-of-life care? 

Do I know who to contact if the patient cannot 
communicate their wishes? 

Did I include the family? 

Do I feel confident that I know my patient’s wishes for care? 

Did I accurately document the nature of the conversation? 



Thank you 


