
Advance care planning 

Recommendation Useful phrases (where applicable)

• Describe simply and clearly what advance care
planning is. Give a rationale for why having these
conversations can be helpful for families and the
health care team.

• Explain the mechanisms available for advance care
planning within the patient’s state or jurisdiction.

“Have you thought about the type of medical care you would like to have if 
you ever became too sick to speak for yourself? 
That is the purpose of advance care planning, to ensure that you are cared 
for the way you would want to be, even when communication may be 
impossible.”1

“Do you know who would make decisions about your medical treatment if 
you were unable to make them for yourself? Is this the right person?” 
“Have you spoken to the person who will make decisions for you? Would 
you like to include them in these discussions, so they know what is 
happening and what might happen in future?” 

“Some people have thought about what they want and document their 
wishes in what is called an advance care directive. Do you have an advance 
care directive? Would you like to complete one? I could get you some more 
information if you like, or refer you to someone who could explore this 
further with you.” 

“It’s often easier to talk through tough decisions when there isn’t a crisis.” 2

“Have you talked to anyone about your wishes, if you become too unwell to 
make decisions for yourself, about potentially life prolonging treatment? 
Have you talked to your family or general medical practitioner about what 
you want?” 

• Involve the potential proxy decision maker in the
discussions and planning so that he or she
understands the patient’s wishes.

“Sometimes people with your type of illness lose the ability to make decisions 
[or communicate their wishes] as the illness progresses. Who would make 
decisions for you if you were unable to do this for yourself?” 
If the person can identify a substitute decision maker: 
“Would you like to talk this through with them?” 
“Would you like me to assist you with this?” 
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o Comfort care only
o Limited care (includes comfort care): use of

antibiotics and intravenous medications where
appropriate, but no surgery or other more
invasive measures

o Surgical care: surgery and palliative
chemotherapy where appropriate, but no
ventilation or resuscitation except during and
after surgery

o Surgical care: surgery and palliative
chemotherapy where appropriate, but no
ventilation or resuscitation except during and
after surgery

o Intensive care: includes all possible treatments,
including invasive measures, to maintain life (it
may not be appropriate to offer this level of
care for this patient population).

• Document specific details such as timing or
circumstances in which to cease blood tests, antibiotics,
deactivation of implantable defibrillators, no attempt at
cardiopulmonary resuscitation. Consider making
reference to one of four potential levels of care,
depending on the patient’s condition at the time:

• Consider using clinical scenarios to structure the
discussion.

• Develop an understanding of the patient’s values and
help him or her to work out goals and priorities related
to his or her remaining life and treatment of the illness,
and document the patient’s preferences.

“Each person has personal goals and values that influence their decision 
when discussing advance care planning. I would like to find out your goals 
regarding your health and your health care and the things you most value in 
life. For some people, the goal may be to prolong life; for others, relief of 
suffering, optimizing quality of life; and for others, a comfortable and 
peaceful death. 
I suggest we go through examples of possible situations that may arise to 
help you decide your goals of care.” 

“These are discussions we may need to revisit if there arechanges in the 
course of your illness.” 

• Emphasise that advance care planning is an ongoing
process that will need to be reviewed and updated
periodically, as the patient’s wishes may change over
time, particularly with major health changes.

• Ensure that other health care professionals who are
involved with the patient’s care are aware of the
patient’s wishes. If an advance directive is completed,
make sure its existence is known by all treating health
care professionals and it is available when the patient’s
place of care is being changed (eg, from home or
nursing home to hospital, during ambulance transfers).
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