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Preamble and Assumptions

This document is the beginning of a national framework for advance care planning in Canada. Over
the next months, this Framework outline will be revised and populated based on consultations with
stakeholders across the country.

The national framework is being developed through a national consultative process that remains
flexible and facilitates collaboration across sectors. This first draft of the Framework was developed
by the Advance Care Planning in Canada: National Framework Project Task Group — who, along
with experts in the field, are a group that represents national professional organizations and non-
governmental groups concerned with advance care planning. The members of this group are found
on the inside of the front cover.

In Canada, we have a number of different systems and jurisdictions that are responsible for health,
justice, and social services. Therefore, there is a need for the Framework to be flexible enough to be
adapted for these various systems and/or jurisdictions. However, no matter what the system or juris-
diction, there are common principles that underlie advance care planning. Therefore, these guiding
principles are articulated in the Framework. 

Laws vary from jurisdiction to jurisdiction in this regard, and questions remain as to whether a health
care practitioner can administer or withdraw treatment of an incapable person without the consent
of his or her substitute decision maker.

Across the country, there are different legal points of view  with regard to the use of written advance
care plans and the need for health care providers to consult with substitute decision makers to obtain
consent to treatment when a person lacks capacity.  This Framework does not purport to be the final
legal word on this issue.  However, the approach taken in this Framework is one that can be applied
in all jurisdictions:  if a person is not capable of consenting to treatment (including the withdrawal of
treatment), then consent must be given on his or her behalf by a substitute decision-maker. Such
substitute consent must be in keeping with the patient’s advance care plan since that is the expression
of his or her wishes. It is critical that professionals and patients/families be familiar with the specific
legislation in their jurisdiction.

This advance care planning Framework is seen through a health lens recognizing and building on the
interaction with the legal and ethical frameworks across the country and professions. It is important
that this Framework give guidance to how we would operationalize advance care planning in a defined
healthcare system. In addition, the Framework will attempt to articulate how this health lens articulates
with the legal and ethical systems/frameworks across the country and across professions.

The Framework includes a number of recommendations for action. These recommendations are ad-
dressed to a wide audience—governments at all levels, the non-governmental sector, and healthcare,
legal, and social services professionals. All of whom have a responsibility in supporting advance care
planning in Canada.
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Important Definitions

Advance Directive: An Advance Directive (sometimes referred to as a Living Will) is a capable
person’s documented expression of wishes with respect to the continuation or discontinuation of
medical treatment.  If applicable in the circumstances, an Advance Directive will direct substitute
decision makers as to how to give or refuse consent on the person’s behalf when the person is no
longer capable.  If no known substitute decision-maker is available, the Advance Directive will direct
healthcare professionals and the substitute decision maker of last resort (i.e. the Public Guardian and
Trustee) in the event the person becomes incapable.  The preparation of an Advance Directive may
be one part of the ACP process.

Advance Care Plan: An Advance Care Plan is a written document setting out a person’s wishes
with respect to medical treatment or personal care, and may include detailed instructions as well as
expressions of the person’s values, beliefs and goals of care. The Advance Care Plan will inform the
person’s SDM with respect to treatment or care decisions. It may be provided to the healthcare
professionals or others, but it is not a substitute for consent to treatment or personal care.

Advance Care Planning (ACP): ACP is the development and expression of wishes for the goals of
medical treatment and the continuation or discontinuation of such treatment and care. 

Capacity and Incapacity: a person is capable of giving or refusing consent to care or medical treat-
ment if he or she is able to understand the information relevant to making a decision with respect to
the care or treatment and is able to appreciate the reasonably foreseeable consequences of that decision
or lack of decision. A person is incapable if he or she is not able to understand the information relevant
to a medical decision or if he or she is not able to appreciate the reasonably foreseeable consequences of
such decision. Capacity is to be assessed by the health care practitioner who is proposing the treatment
or plan of treatment (which may include the withdrawal of treatment). A person will be able to ap-
preciate the consequences of the decision if he or she is able to acknowledge that the condition for
which treatment is recommended may affect him or her, to understand how the proposed treatment
or lack of treatment could affect his or her quality of life, or to explain why he or she is making a 
decision in a manner that aligns with the person’s previously expressed values – this provides another
check on capacity. Where a decision contradicts the person’s previously expressed values or beliefs,
this may indicate that the person is unable to appreciate the consequences of the decision.

Public Guardian and Trustee: The decision maker of last resort in some jurisdictions, who will
make decisions for an incapable person where, no other SDM exists or where equally ranking SDM’s
disagree about a treatment decision.

Substitute Decision-Maker: or SDM is a person who will make decisions on behalf of an incapable
person in circumstances where the person becomes incapable.
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I. Introduction 

1. Advance Care Planning
Advance Care Planning (ACP) is a process of reflection and communication in which a person with
decision-making capacity expresses his or her wishes regarding his or her future health and/or personal
care in the event that he or she becomes incapable of consenting to or refusing treatment or other
care. The process should involve discussions with family and friends with whom the person has a 
relationship, and may involve healthcare providers, and/or lawyers who may prepare wills and powers
of attorney.  

2. Why is Advance Care Planning Important?
There have been many advances in medical technology. In addition, people with many complex
diseases are living longer. As a result, healthcare decisions are becoming increasingly complex. In
this complicated environment, discussions regarding values, wishes, and preferences for care — on an
ongoing basis — are critical. Furthermore, advance care planning may result in cost savings. However,
while cost savings is a foreseeable consequence, it is not the primary intent of advance care planning.

The majority of Canadians die while receiving care from health professionals. And in fact, the majority
of Canadians die of a chronic illness.  There is a large proportion of persons who cannot make their
own decisions when they are near death. Their loved ones will have a significant chance of not
knowing their views with having discussed them in advance.

Under the law in Canada, all individuals have the right to make their own care decisions. That is,
individuals have the right to engage in or refuse interventions and treatment as long as they are capable
and regardless of previously documented plans or directives. Furthermore, capable adults have the
right to express wishes through oral or written advance directives that provide instructions about
their healthcare choices during a time of future incapacity.

Professionals across Canada have identified the importance of providing patient-centred care.1

Advance care planning promotes patient-centred care that focuses on respecting the patient’s per-
spective on what matters most and then tailoring the care provided to support those perspectives. 
Patient-centred care offers people choices. It also supports patients’ rights to either consent to or 
refuse the treatment and care that is offered. In addition, advance care planning can decrease uncer-
tainty, which decreases distress and anxiety for families, and moral distress for healthcare providers. 

There is evidence in the literature that among a number of patient populations, advance care
planning discussions increase patient satisfaction with their care. This includes patients with long-
term conditions2 3 4 5 6 and patients receiving care at the end of their lives.7 8 9 10 11 A recent systematic
review of the evidence concluded that advance care planning can affect patient outcomes such as the
completion of advance directives or powers of attorney for personal care, improvements in adherence to
patient’s wishes, and patient and substitute decision maker satisfaction, understanding, and comfort.12

In recent studies, end-of-life conversations between patients and physicians were associated with
fewer life-sustaining procedures and lower rates of intensive care unit (ICU) admissions. The absence
of ACP, in all its forms, was associated with worse patient ratings of quality of life in the terminal
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phase of the illness, and worse ratings of satisfaction by the family during the terminal illness or in
the months that follow death.13 The researchers concluded that increasing communication between
patients and their physicians is associated with better outcomes and with less expensive medical care.
Furthermore, these results were consistent with other studies showing that the greatest cost differences
come from a reduction in acute care services at the end of life.14 The studies also reported that patients
with advanced cancer who had end-of-life conversations with physicians had significantly lower
healthcare costs in their final week of life. Higher costs were associated with worse quality of death.14

A Canadian study found that systematically implementing an advance directive program in nursing
homes resulted in fewer hospitalizations and less resource use.15

3. The Process of Advance Care Planning
Advance care planning is a process: 

• Of reflection and communication about values, beliefs and goals of care;
• Of planning for a time when a person cannot make their own medical decisions;
• That involves discussions with friends, family and significant others, as well as professionals –

healthcare, legal, etc.; and
• That may result in an advance directive.

Advance care planning requires a number of conversations so that patients can clarify and articulate
their wishes for future care with their families. These conversations, which can happen at various times
and stages, are fluid and dynamic. The conversations should occur in a non-stressful environment,
where possible. What is important is that advance care planning should be a process rather than a
single event.17 18 19 Some think that a DNR or do not resuscitate order constitutes advance care planning.
Though it is part of ACP, ACP is much more than that. ACP involves conversations, preferences
and defined wishes for the goals of medical treatment – the initiation, continuation and discontinuation
of treatment. Advance care planning may result in the creation of an advance directive or living will
or it may simply be a verbal account of previously expressed wishes.20

Advance care planning also involves making choices about personal care, including wishes related to
where one decides to be at the end of their life – for example, at home or in an institution. 

Advance care plans and advance directives must be voluntary and focus primarily on principles and
values. They are not ‘tick boxes’.  Consent to treat or refuse treatment is still required, and must be
obtained by the health care practitioner proposing treatment.  Advance care plans or advance direc-
tives should be prepared only after consultation with a health care provider and the opportunity for
legal advice. 
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The following is a summary of what the process of facilitating advance care planning can involve.21

With support from healthcare providers, the person doing advance care planning may engage in
some or all of these process steps:  

Focusing on principles and values
• Identifying the values and beliefs around end-of-life issues that are important such as:

Ø Considering what makes their life meaningful; 
Ø Determining under what circumstances the burdens of treatment would outweigh any bene-

fits of prolonging their life; 
Ø Assessing the quality of life that the treatment offers; and 
Ø Considering how one wants to live during the final stage of life (e.g. at home, pain free, etc.).

Considering personal care choices
• Determining what options for care and treatment could be considered along a disease trajectory.
• Using structured discussions with the care team and other resources to learn about the impli-

cations of possible medical treatments for the very ill or injured, such as artificial ventilation,
nutritional support, hydration, and cardiopulmonary resuscitation (CPR). 

• Taking into consideration the person’s state of health and their goals for future healthcare includ-
ing comfort care and life sustaining or prolonging measures, contemplate how treatment choices
would reflect his or her values, culture, beliefs and goals, and affect quality of life. 

• Participating in decision making regarding their goals of care so that the care the person receives
honours their values, beliefs, wishes, culture, and faith. 

• Specifying wishes regarding organ, gamete, tissue or whole body donation, and participating in
research. 

Discussing choices
• Providing him or her with an opportunity to express wishes for future treatment decisions and to

identify which wishes are to be followed by substitute decision makers.
• Discussing these choices and wishes with those closest to him or her, particularly those who

would be called upon to give or refuse consent to treatment and to make healthcare decisions for
the person in the event of incapacity. This discussion enables loved ones to know the individual’s
wishes in different situations.  

• Updating the advance care plan as is needed.

Obtaining legal advice 
• While legal advice is not necessary to prepare an Advance Care Plan or to engage in advance

care planning, a lawyer may be able to provide advice which is integral to the planning process.
A person contemplating engaging in advance care planning is encouraged to consult with a
lawyer.

Choosing a substitute decision maker (SDM)
• Choosing someone to act as a substitute decision maker if the time comes when he or she cannot

make their own medical decisions and identifying that person in a written document (e.g., Power
of Attorney for Personal Care or other instrument) will ensure that the person’s decisions are
made by the SDM of his or her choosing.
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Documenting choices
• Documenting or having documented in the person’s medical record or elsewhere, the person’s

discussions and the advance care plan will confirm the person’s wishes and inform the SDM and
health care team. (This would have to be done following the requirements of the legislation of
the province/territory in which the person lives.) 

• While not strictly necessary, it is a good idea to have the substitute decision maker sign any
written advance care plan and attest to having read, understood and discussed the document
with the person making it. Signatures should be witnessed.

• Identifying where the written advance care plan is stored, attending to privacy concerns. 

The healthcare provider can help the person establish their treatment goals. The provider should also: 
• Document discussions and decisions related to the person’s advance care plan in the medical

record and provide the person with a copy of any such plans to share, as they choose, with their
family, loved ones, or substitute decision maker. 

• Implement a process for periodically reviewing and updating the advance care plan and treat-
ment decisions as the goals of care change.22

It is important to remember that advance directives are evidence of an individual’s prior wishes, but
are not to be relied upon for consent.  Consent is always required for each treatment or change in
treatment, whether or not an advance directive exists. Advance directives do not function as patient
or substitute consent. Consent must be sought from the patient if capable, or the legally authorized
substitute decision-maker if the patient is incapable.  Health care providers cannot consent for the
patient, nor rely on the advance directive in the absence of consent to or refusal of a particular treat-
ment (except in an emergency where no SDM is available). There must be a clear determination of
patient incapacity prior to obtaining consent from the substitute. 

There is a legal framework to follow that includes the need for consent, with all its component
elements which include: 

• voluntariness (e.g. lack of coercion) 
• the requirement that consent be given by the patient or if the patient lacks capacity, the legally

authorized substitute decision maker
• reference to the particular treatment and administrator of the treatment 
• full information about the risks, benefits and side effects of the particular treatment; the alterna-

tives to the particular treatment, including not having treatment, and the risks and benefits of
these alternatives.
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II. Why Do We Need a National 
Framework for Advance Care Planning?

There is considerable evidence that advance care planning is poorly done, often happening only at
the very end of life when crises occur, or when life-sustaining treatments have been instituted despite
issues of poor prognosis. 

In 2000, the Canadian Senate report updating the Quality End-of-Life Care: The Right of Every 
Canadian identified that there were many problems with preparing advance directives in Canada,
that the difficulties were primarily with the singular focus on advance directives, and it suggested
moving towards the process of conversation or advance care planning. The report recommended that
advance directions should be seen as part of an overall planning and communication process that
helps people prepare for death in the context of being supported by, or making decisions with, their
loved ones.  The report stated, 

“The preparation of an advance directive can facilitate discussions between people and their family, and
provide guidance and support for substitute decision makers who must make the difficult decisions regard-
ing life-sustaining treatment. If loved ones and medical professionals have engaged in a process of serious
communication, the problems associated with the interpretation and application of advance directives are
much less likely to occur. The passage to death is eased, the level of comfort rises, and the burden of care is
lightened for the substitute decisions-maker.”23

In Canada, though there is general public support for advance care planning, only a minority engage
in it. According to a 2004 poll conducted by Ipso-Reid on behalf of the Canadian Hospice and 
Palliative Care Association and GlaxoSmithKline: 24

• Eight in ten Canadians agreed that people should start planning for end of life when they are
healthy.

• 70% of Canadians had not prepared a living will or Advance Directive.
• 47% of Canadians have not designated a substitute decision maker to make healthcare decisions

for them if they are unable.
• Fewer than 44% Canadians have discussed end-of-life care with a family member. 
• Although Canadians felt that end-of life care was an important discussion to have with a

physician, only 9% had done so.

The literature supports these findings. A recent review of the literature25 found that most of the gen-
eral public (60-90%) is supportive of advance care planning26 27 28 29 30 31 but only 10 to 20% of the
public in the US, Canada, and Australia have completed an advance care plan document of any
kind.32 33 34 35
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A number of groups across Canada are just beginning to understand the importance of ACP. A review
of the status of advance care planning across Canada has concluded that there are pockets of strong
expertise across Canada but other pockets with little knowledge. Information sharing is important
across all of those jurisdictions.36 37 These reviews concluded that raising the subject of advance care
planning with people can be difficult for professionals/healthcare providers. Nevertheless, there is 
evidence to suggest that many patients are eager to discuss advance care planning if they are given the
opportunity in a supportive environment. Education, user-friendly tools, and resources are needed by
patients and families and by professionals in all sectors. There is a need to foster ongoing dialogue
about advance care planning among patients/families, the legal sector (including those who develop
legislation), policy makers and healthcare providers so that legislation, law and policy can be both
legally and medically sound and socially responsive.

The fact that existing written advance directives38 are not adequately prepared or utilized indicates
that many patients and professionals have not participated in effective advance care planning. A review
conducted in the U.S. found that less than 50% of the severely or terminally ill patients studied had
an advance directive in their medical record; only 12% of patients with an advance directive had 
received input from their physician in its development; and having an advance directive did not 
increase documentation in the medical chart regarding patient preferences.39
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III. Goal of this National Framework

Implementing key recommendations in the framework will raise the awareness of Canadians about the
importance of advance care planning and equip them with the tools they need to effectively engage in
the process.  It will result in providing professionals/healthcare providers with the tools they need to
facilitate and engage in the process of advance care planning with their clients. It will guide health
system leaders/health authorities in their efforts to implement Advance Care Planning programs and
services.

1. Guiding Principles Related to Advance Care Planning
The following principles guide all aspects of advance care planning: 

Individual respect
• Each person is intrinsically valuable, unique, and has the moral right to autonomous decision-

making. 
• Advance care planning is guided by the quality of life individuals have assessed as acceptable for

themselves.
• Healthcare professionals enter into a therapeutic relationship with patients and families based

on mutual respect for the inherent dignity and integrity of all parties. 
• Advance care planning must occur within the context of, and with respect for, an individual’s

(patient’s) and family’s personal, cultural, and religious values, beliefs and practices regarding
the quality of life and dying, their developmental state, and preparedness to deal with the dying
process.  

• Advance care planning is only facilitated when the patient and family are prepared to accept it. 

Benefits
• There are benefits from advance care planning for the person involved, his or her family, and

the healthcare team/system.

Access
• All individuals (patients) and families should have the opportunity to engage in, and access to

support for, advance care planning. 
• All individuals (patients) and families should have access to accurate and relevant information

regarding all health care decisions and advance care planning.

The goal of this national framework is to provide a model for advance care

planning that can be used to guide all related activity, program development,
and standards of practice across Canada.



Advance Care Planning in Canada: National Framework 10

Need for support and collaboration
• Advance care planning conversations can be difficult and support is often needed for individuals

(patients), families, substitute decision-makers and care providers so that they can engage in
these discussions in a meaningful way.

• Advance care planning requires collaboration and integration across many sectors — health, 
social, and legal. 

Professional and legal responsibilities
• Whenever possible, professional and healthcare providers should engage in conversations regard-

ing advance care planning with individuals (patients), substitute decision-makers and families,
according to the ethical/legal framework of their profession and the laws of their jurisdictions.

• Healthcare providers have a responsibility to practice within the policies and laws/legal framework
of their institution and jurisdiction. Whenever possible, they should inform themselves of the
laws/legal framework surrounding advance care planning in their jurisdiction.

Self-reflection
• The ability for healthcare providers to engage in meaningful advance care planning will be 

influenced by their ability to reflect on their own experiences and values.

Quality of advance care planning activities
• Advance care planning programs and tools should be informed by the highest quality of available

evidence.  Ongoing evolution of advance care planning programs should be guided by emerging
research in this area.

• All advance care planning activities are guided by the following:
Ø The ethical principles of autonomy, beneficence, nonmaleficence, fidelity, justice, truth-telling

and privacy and confidentiality; 
Ø Standards of practice that are based on generally accepted principles and norms of practice

across the country, and standards of professional conduct for each discipline; 
Ø Policies and procedures that are based on the best available evidence or opinion-based preferred

practice guidelines; and 
Ø Data collection/documentation guidelines that are based on validated measurement tools. 

Ongoing education
• Introductory and ongoing education of individuals (patients), families, caregivers, professionals

and stakeholders is integral to the continuing provision and progression of quality advance care
planning. 
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IV. The Framework
The Framework builds on work that has been done in Canada regarding advance care planning.
The former Calgary Health Region (now Alberta Health Services) and Fraser Health Authority,
with financial support from Health Canada, led the development of a guide for healthcare authorities
implementing advance care planning. A working group established this model in March 2008. They
proposed a model with the patient and family featured at the centre and four basic building blocks40

— engagement; education; system infrastructure; and continuous quality improvement.

This Framework is based on this model.

Framework for Advance Care Planning in Canada

Adapted with permission from Health Canada. Implementation Guide to Advance Care
Planning in Canada: A Case Study of two Health Authorities. March, 2008. http://www.hc-
sc.gc.ca/hcs-sss/alt_formats/pdf/pubs/palliat/2008-acp-guide-pps/acp-guide-pps-eng.pdf

Each block of the model is essential and all blocks must connect and function together in order for
the model to be effective. The Framework includes key activity areas under each of the blocks:

1. Engagement
1.1 Engagement of the healthcare system including policy makers, health authorities, 

bureaucrats and politicians
1.2 Engagement of the legal system
1.3 Engagement of healthcare professionals/providers/planners
1.4 Engagement of the research community
1.5 Engagement of the general public

2. Education
2.1 Education and training of professionals/providers
2.2 Education and training of policy makers
2.3 Education of the general public
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3. System Infrastructure
3.1 Policy and program development
3.2 Tools to support conversations and documentation

4. Continuous Quality Improvement

1. Engagement

In order for advance care planning to be successfully implemented, engagement of key organizations,
communities, and professionals is critical. This engagement is important at the following levels:

• Systems/Organizations/Governments 
Ø Policy and decision makers
Ø Federal/provincial/territorial and regional/local health authorities responsible for healthcare
Ø Federal/provincial/territorial government departments responsible for seniors’ care
Ø Provincial/territorial/regional cancer agencies
Ø Federal/provincial/territorial government departments responsible for the design and enactment

of laws
Ø Institutions and agencies providing healthcare, home care and programs/services for patients,

and particularly seniors.

• Professionals and Providers
Ø Healthcare professionals including physicians, nurses and social workers
Ø Spiritual care workers and Clergy
Ø Lawyers

• General Public

GOAL: 
To engage all relevant systems/organizations/governments, professionals,

providers, and the general public in planning for, and implementing, 
advance care planning in Canada.
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1.1 Engage the healthcare system

It is important for advance care planning to be integrated consistently across the continuum of care
of the healthcare system.

There are a number of settings and points along the continuum of care where advance care planning
can be integrated within the primary care relationship:

• At the time of diagnosis of, and/or hospitalization for, a serious and progressive illness or a life-
limiting illness provide opportunities for integration.41 42 43 44 45

• At the time of diagnosis of a chronic illness is another critical time to engage an individual in
advance care planning conversations.46 47 48 49 50 51 

• At the time of a change in function/condition of an individual.

Primary care is an important setting where advance care planning can be integrated into routine
care.52 53 54 55 Family physicians and nurse practitioners are in the ideal position to discuss advance
care planning with their patients by introducing it into routine visits and following-up at subsequent
visits.56 57 These visits provide an opportunity to initiate a conversation with healthy capable adults
that will create awareness, normalize advance care planning, and start the planning process.

Therefore, advance care planning conversations can be held in a number of settings – of course, always
with capable adults: in the offices of family physicians and health clinics; home health settings; acute
care; chronic care clinics and residential care. 

Experience in Canada has demonstrated that organizational support is critical to the implementation
of advance care planning. This involves development and implementation of related policy and pro-
cedures, dedicated human and fiscal resources to support program development, and the identification
of champions within the organization to take on leadership roles.58 Senior administrators need to be
supportive of advance care planning development and implementation within their organization.
There is a need for ongoing investment of time, energy and resources in order for program implemen-
tation to be successful.59

Experience has also confirmed that advance care planning initiatives support many existing organiza-
tional policies and priorities in the healthcare system. These include provincial/territorial policy and

Key Messages

• Advance care planning can be integrated into the continuum of care – primary care; diagnosis
of a chronic illness; diagnosis of a serious and progressive illness and when there is a change
in function/condition of an individual.

• Leadership and organizational support within the healthcare system are critical to the imple-
mentation of advance care planning.

• Advance care planning is best facilitated by a combination of professionals – including
physicians – initiating and having discussions repeatedly that are combined with educational
materials.

• While research is developing regarding advance care planning, there remain many unanswered
questions.
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regulatory frameworks, accreditation, and a variety of health and social service frameworks, for exam-
ple chronic disease management, interprofessional practice, and patient safety.lix It is important to
demonstrate these connections. 

Research and experience has demonstrated the following:
• Advance care planning is best facilitated by a combination of professionals initiating and hav-

ing the discussions, combined with educational materials. 61 62 63 64 65 66 67

• The process may unfold over multiple sessions.68 69 70 71

• Physician involvement is key.72 73 74

• As advance care planning is dynamic, healthcare professionals should be routinely reminded to
offer advance care planning discussions at an appropriate time to their patients. 75 76 77 78

While research is developing regarding advance care planning, addressing the barriers and enablers
to its implementation and the impacts and outcomes of engaging in advance care planning, there re-
main many unanswered questions.79

Recommendations to engage the healthcare system

1.1.1 That provincial/territorial ministries of health develop strategies to implement advance care
planning programs within their jurisdictions that are modeled after the National Framework
and reflect their own legislative environments and health and social service frameworks.

1.1.2 That advance care planning be integrated into the healthcare delivery system at the local
level among local/regional health authorities at all points along the continuum and in all
settings.

1.1.3 That funding be available to encourage healthcare professionals – particularly those who bill
on a fee for service basis – to spend the requisite time engaging in this process with patients
and family members. A specific code in fee schedules for provincial/territorial health insur-
ance plans is crucial to engagement. 

1.1.4 That a research agenda that identifies the priorities for research in advance care planning be
developed in Canada.
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1.2   Engage the legal system

Background
Canadian common law recognizes the right of capable adults to make oral or written advance directives
that provide instructions about their healthcare choices during a time of future incapacity. Such
directives may include the adult’s preferences regarding the type of treatment he or she wishes to accept
or refuse under certain circumstances, and may appoint individuals to speak on the person’s behalf
during a future period of incapacity.80

Over the past 15 to 20 years, legislation has been enacted in almost all provinces and territories
across Canada to codify the right of a capable adult to make arrangements about personal choices for
future healthcare.81

One of the challenges faced by Canadians is that these laws are not harmonized.82 This results in 
different requirements under the various provincial/territorial statutes. 

• In some jurisdictions, legislation enables a capable adult to appoint another person or persons to
make decisions for him or her in the event of incapacity. Different terms are used to describe
that person – e.g., substitute decision maker or proxy.83

• Provinces and territories provide legal recognition for different forms of written advance directives.
For example, Ontario has powers of attorney for personal care, Alberta has personal directives and
Nova Scotia has written authorizations.84

Mental capacity to make healthcare decisions is a central issue in advance care planning. Only a 
capable adult can make an advance directive, or make a wish that is binding on his or her substitute
decision maker, and the directive or wish is only in effect if and when the person becomes incapable.
Legally, adults are presumed capable to give or refuse consent unless it is established that they are not
capable with respect to a particular treatment decision. There are definitions of capacity or competence
in some of the provincial/territorial legislation – and they differ.85 Furthermore, healthcare profes-
sionals must always obtain consent to treatment from a capable person. Some provinces/territories
have specific consent to treatment legislation.86

Key Messages
• In Canada, capable adults have the right to make oral or written advance directives that set

out wishes provide instructions to their SDM about their healthcare choices during a time of
future incapacity. 

• Over the past 15 to 20 years, legislation has been enacted in almost all provinces and territories
across Canada to codify the right of a capable adult to make arrangements about personal
choices for future healthcare. One of the challenges faced by Canadians is that these laws
are not harmonized.  

• In some jurisdictions, legislation enables a capable adult to appoint another person or
persons to make decisions for him or her in the event of incapacity. Provinces and territories
provide legal recognition for different forms of written advance directives. 

• Since laws differ across the country, professionals must know what the law says in their own
province/territory 

• Increasingly, Canadians are setting out in writing what they want for future care in formal
signed documents. A written document can be a helpful record of the person’s wishes. It is
important to note, however, that advance care planning encompasses more than written
documents.
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Since laws differ across the country, professionals must know what the law says in their own
province/territory and they need to address such questions as: 

What form of advance directive or wish is recognized? Is there a definition of capacity or competence?
What is it? Does the law specify an age below which one cannot make an advance directive? What is
it? Does the law enable a person to appoint a substitute decision maker? Does it allow the healthcare
provider to take instructions from an advance directive or must he/she speak with a substitute decision
maker before providing (or not providing) treatment? If there is no substitute decision maker appointed,
to whom does the healthcare provider turn? Does the law specify a hierarchy of people who can make
treatment decisions for an incapable person?

Increasingly, for practical reasons, Canadians are putting what they want for future care in written,
formal signed documents. A written document can be a helpful record of the person’s wishes. It is 
important to note, however, that a person may indicate their wishes or preferences for future care in
different ways. While still capable, the person may talk with loved ones and/or with healthcare
providers about their values, wishes, and goals of care. They may use alternative forms of communica-
tion such as audiotapes. In most provinces, oral advance directives or expressions of wishes govern the
manner in which substitute decision makers give or refuse consent, and medical ethics codes direct
physicians to record and follow them as much as possible.87 Advance care planning encompasses
more than written documents.

Recommendations to engage the legal system
1.2.1 Conduct a cross-Canada review and analysis of the provincial/territorial legislation that is

relevant to advance care planning – including an analysis of enablers and barriers.
1.2.2 Develop a tool that provides an easy to use summary of the legal requirements for consent,

substitute decision-making and advance directives in each province and territory. 
1.2.3 Develop and maintain provincial/territorial primers for clinicians regarding the laws influencing

advance care planning in their jurisdiction.
1.2.4 Develop/adapt and disseminate materials that assist legal professionals to recognize their role

in advance care planning.
1.2.5 The health community should work in tandem with the legal community to view advance

care planning as a process and to each participate in the process of ACP – specifically, tools
and training should be provided to lawyers regarding discussions with clients about ACP and
the drafting of advance directives.

What are some of the key considerations when engaging the legal sector?
• It is important that the laws enable adults to make treatment preferences known.
• People benefit most from a choice of planning instrument – both proxy and instructional 

advance directives – these are not mutually exclusive planning documents.
• Planning documents must be easily accessible and simple to execute.
• Legislation must incorporate the ideals of patient autonomy and self-determination. 
• The patient’s goals must be at the heart of every advance care planning discussion. 

Source: Joan Rush. Advance Care Planning in Canada: Legal Issues. National Roundtable – Presentation.
March 2009.   
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1.3 Engage healthcare professionals/providers 

Background
Healthcare providers have an important role to play in advance care planning. Patients and families
look to them for their expertise. Therefore, it is important that healthcare professionals understand
the philosophy, process, and resources supporting advance care planning and are committed to inte-
grating it into their practice. The role of an advance care planning facilitator can, and should be,
played by people in a variety of healthcare professions including physicians, nurses, social workers,
spiritual counsellors, case managers and others. Ideally, the approach should be interprofessional with
the different members of a healthcare team, each with unique expertise and understanding, involved. 

Recent literature reviews have revealed that most health and social care professionals have a positive
attitude towards advanced care planning. 88 89 90 91 92 93 94 95 96 97 98 99 However, the majority do not engage
in it.100

Research in the U.K. and the U.S. has indicated that physicians, more than other professionals, have
significant reservations about the applicability and validity of ACP documents. 101 102 103 104 105 There
are several reasons why physicians are reluctant to engage in the ACP discussion.106 They include
discomfort with end-of-life discussions;107 fear of legal repercussions if the advance directive results in
limiting care at the end-of-life and that translates into criminal prosecution or malpractice litigation
when honouring an advance directive instructing limiting treatment, time constraints, and limited
reimbursement.108 109

While there may be barriers to physicians engaging in advance care planning, as a profession they
recognize the value and need for advance care planning. The Canadian Medical Association’s policy
document, Achieving Patient-Centred Collaborative Care states: “First and foremost, medical care deliv-
ered by physicians and healthcare delivered by others should be aligned around the values and needs
of patients. Collaborative care teams should foster and support patients, and their families, as active
participants in their healthcare decision-making”.110

Nurses act as educators and advocates for their patients. They are often more involved in the daily
care of patients. Therefore, they can be in position to provide support and information regarding care
decisions.111 112 Patients are often comfortable discussing advance care planning with nurses.113Nurses
are involved in safeguarding patients’ rights and nursing research has found that their presence is an
important factor in helping patients to develop advance directives. 114 115 116

Key Messages
• Most healthcare professionals have a positive attitude towards advanced care planning.

However, the majority do not engage in it. While there may be barriers to healthcare profes-
sionals engaging in advance care planning, as a profession they recognize the value and need
for advance care planning.

• There are several reasons why professionals are reluctant to engage in the ACP discussion.
These include discomfort with end-of-life discussions, fear of legal repercussions, time con-
straints, and limited reimbursement 

• Healthcare professionals have ethical obligations to honour a person’s advance care choices
wherever possible and to know the legal requirements to which they are subject as well as
their professional Codes of Ethics.
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Social workers participate in advance care planning. In fact, in many places where ACP takes place,
social workers play a very big role. 117 118 119 120 It appears that social workers have knowledge and a
positive attitude about advance care planning.121 Social workers’ counselling and communication
skills bring important expertise to the team.122

Healthcare professionals have ethical obligations to honour a person’s advance care choices wherever
possible and to know the legal requirements.123 The Canadian Medical Association, the Canadian
Healthcare Association, the Canadian Nurses Association, and the Catholic Healthcare Association
of Canada advise members in their Joint Statement on Preventing and Resolving Ethical Conflicts Involving
Healthcare Providers and Persons Receiving Care that:

“…every effort must be made to ensure that healthcare decisions are consistent with
[a patient’s] known preferences. These preferences may be found in an advance 
directive or may have been communicated orally. In jurisdictions where the issue of
decision-making concerning care and medical treatment for incompetent persons is
specifically addressed in law, the requirements of that legislation should be met.”124

The Canadian Medical Association (CMA) in its Code of Ethics (2004) advises its members to:
27. Ascertain wherever possible and recognize your patient’s wishes about the initiation, 

continuation or cessation of life-sustaining treatment.
28. Respect the intentions of an incompetent patient as they were expressed (e.g., through a

valid advance directive or proxy designation) before the patient became incompetent.125

The Framework highlights the Code of Ethics of the Canadian Medical Association (CMA) but does
not point out that this statement does not mean that the physician takes direction from the Advance
Directive, but must still get an informed consent.  Physicians may rely on the Code of Ethics as au-
thority for following Advance Directives in the absence of specific consent.  While we realize that
the page states that the law must be followed, this sect would be improved by clarifying that specific
consent is still required.

The Code of Ethics for Registered Nurses (Canadian Nurses Association) states that:
Nurses must respect a person’s advance directives about present and future healthcare
choices that have been given or written by a person prior to loss of decisional capacity.
When a person lacks decisional capacity, nurses must obtain consent for nursing care from a
substitute decision maker, subject to the laws in their jurisdiction.126

Recommendations to engage healthcare professionals/providers
1.3.1 Develop/adapt and disseminate materials that assist healthcare professionals to recognize

their role in advance care planning and offer it as part of routine clinical practice. These 
professionals include: physicians – family physicians and specialists; registered nurses and
nurse practitioners – in acute, community, chronic and long-term settings; spiritual care
counsellors; social workers; and case managers.

1.3.2 Develop/adapt and disseminate materials that inform healthcare professionals of the evidence
relating to advance care planning and engage them in the process to develop a research
agenda that will address unanswered questions.

1.3.3 Engage relevant professional associations with engaging their members in addressing advance
care planning and the barriers related to advance care planning. 
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1.4 Engage the general public

Background
Community engagement involves outreach to the public that is aimed at engaging capable adults and
their families in ACP by raising awareness, initiating dialogue about ACP, and connecting people to
the means of engaging in ACP.

One of the major barriers to advance care planning is the lack of understanding among the general
public that advance care planning is a process and encompasses much more than the generation of
advance directives or living wills. Often, individuals and families perceive that ACP is irrelevant to
them and are of the impression that ACP is only a consideration for individuals who are very sick or
terminally ill – not something to be considered for a much broader sector of society. 127 128 129 In addi-
tion, they lack information regarding what advance care planning is.130

Experience in Canada has demonstrated that community engagement involves reaching out to the
public to engage capable adults and their families in advance care planning by raising awareness, 
initiating dialogue, and connecting people to the resources, mechanisms and organizations involved
in advance care planning.131 An important means of engaging the community is outreach to faith-
based groups, seniors’ organizations, and cultural communities. Advance care planning provides a
process that supports diversity and inquires about values and goals of individuals from all cultural
backgrounds. Experience and research show that advance care planning models can be successfully
adapted by, and for, diverse cultural communities.132

Engaging Canadians will involve a number of strategies. One strategy will be raising awareness
through the dissemination of printed materials and resources – through healthcare contacts, non-
governmental organizations, and community settings. In addition, a dedicated organization and Web
presence are important resources for providing interested people with answers to questions and addi-
tional information. All awareness initiatives need to demonstrate a clear understanding of the target
audience and consider the linguistic and cultural diversity of our society. Consideration also needs to
be given to the generational influences of our society such as the growth of individual autonomy, the
decrease in religious affiliation, and the impact of social networking systems.133

At the local level, it is important to remember that public awareness does not necessarily result in
public engagement. As described in the ACP Implementation Guide for Health Authorities in Canada
(2008), community engagement consists of not only outreach to individuals and groups and raising

Key Messages
• One of the major barriers to advance care planning is the lack of understanding among the

general public that advance care planning is a process and encompasses much more than the
generation of advance directives or living wills.

• Community engagement involves reaching out to the public to engage capable adults and
their families in advance care planning by raising awareness, initiating dialogue, and con-
necting people to the resources, mechanisms, and organizations involved in advance care
planning.

• Engaging Canadians will involve a number of strategies – dissemination of printed materials
and resources through healthcare contacts, non-governmental organizations, community 
settings, and Web presence.  
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public awareness, but also fostering community involvement in the planning and implementation of
advance care planning initiatives – at the local level.134 Additionally, the advance care planning
process is more likely to be successful when healthcare systems are in place to ensure that this work is
honoured when patients interface with healthcare services. 

Recommendations to engage the general public
1.4.1 Engage in a public awareness campaign to assist the general public in recognizing the impor-

tance of advance care planning and its relevance to their situation.
1.4.2 Develop/adapt and disseminate materials that assist the general public in recognizing the im-

portance of advance care planning and its relevance to their situation. 
1.4.3 Develop/adapt and disseminate materials that assist provincial, territorial, local and regional

organizations with engaging their local communities in advance care planning.
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2. Education

Professionals are sometimes reluctant to engage in advance care planning because they do not fully
understand what it is, when it should apply, or do not feel equipped to undertake it.135 136 137 Therefore,
successful implementation of advance care planning in Canada will involve professional education
and training. In addition, it has been previously stated that the general public lacks sufficient infor-
mation regarding what advance care planning is and how to accomplish it. Therefore, they also 
require education. 

Experience in Canada has shown that education involves a variety of mechanisms, such as engaging,
training, and supporting healthcare providers to facilitate advance care planning conversations and
processes as part of their core skill set; providing information resources and tools (workbooks,
brochures and web-based resources, etc.) for the public, health care policy makers and administrators
and healthcare providers; and providing tools for recording decisions about care wishes. Education,
training, and support for the entire care team are essential.138

2.1 Education and training of professionals/providers

Background
As noted, in spite of the importance of the engagement of healthcare professionals in advance care
planning, they often lack the preparation and the support to actively initiate the process.139 140 141 142

143 144

In order for an ACP initiative to be successful, health service providers must have the knowledge
and clinical skills required to ensure a consistent application of program elements. This begins with
the identification of competency areas and the development of education and training programs to
support knowledge transfer and skill development. The programs need to have adopted or developed
relevant tools to support all aspects of ACP including how to initiate and structure conversations
and to record and document conversation outcomes and decisions made. The process needs to be

Key Messages
• In spite of the importance of the engagement of healthcare professionals in advance care

planning, they often lack the preparation and the support to actively initiate the process. 
• In order for an ACP initiative to be successful, health service providers must have the knowl-

edge and clinical skills required to ensure a consistent application of program elements. 
• Facilitation of advance care planning conversations is essential to the success of the commu-

nication, reflection, and decision making undertaken by patients and those close to them. 
• All healthcare team members require education and support to facilitate ACP conversations.

The ability to facilitate ACP conversations needs to become part of the core skill set for all
clinicians.

GOAL: 
To educate healthcare, legal, and social service professionals and the general

public about advance care planning.
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promoted through the presence and identification of champions or role models and supported by en-
suring continuing education initiatives are in place.145

Facilitation of advance care planning conversations is essential to the success of the communication,
reflection, and decision making undertaken by patients and those close to them. It includes initiating
conversations, asking relevant questions, answering questions that an individual/family may have,
providing information resources and workbooks, and calling on the expertise of other team members
as required.146 Anyone on the care team may initiate or continue the conversation with the patient –
a physician, nurse, social worker or spiritual care worker, for example. 

It is important to remember that although advance care planning is generally seen as a healthcare
issue, it goes beyond healthcare to encompass the legal sector, social services, and faith-based groups.
Ideally, training in advance care planning should include all of these sectors.

Core competencies for those engaging in advance care planning with clients
All healthcare team members require education and support to facilitate ACP conversations. The
ability to facilitate ACP conversations needs to become part of the core skill set for all clinicians.147

Core competencies for those healthcare professionals engaging in advance care planning have been
developed in Canada.148 They are the ability to:

• Define ACP and its importance; understand the need to obtain consent and the key elements of
consent; understand capacity and understand the legal framework within the relevant jurisdiction.

• Initiate an ACP conversation and assist in the creation and/or documentation of an advance
care plan.

• Facilitate ongoing ACP conversations across the continuum of care.
• Identify potential conflicts in ACP and effectively manage conflicts – these could be conflicts

between patients and family members; between family members; or involving healthcare profes-
sionals.

• Serve as an ACP resource in an organization.
• Be familiar with, and effectively use, their organization’s work flow process associated with ACP

documents.

Recommendations for education and training of professionals/providers
2.1.1 Integrate education regarding advance care planning into the undergraduate and graduate

education of all relevant healthcare and legal professionals. 
2.1.2 Educate front line staff in advance care planning including a focus on routinely ascertaining

if advance care plans have been completed, and if so, bringing them to the attention of the
treatment team.

2.1.3 Educate staff on how to facilitate discussions of illness and death in an open manner. 
2.1.4 Develop and support role models and mentors in healthcare settings.
2.1.5 Develop online continuing medical education (CME) modules for professionals in advance

care planning.
2.1.6 Invite all professional groups and organizations to post their existing tools on the Web so

that they can be easily accessed by others.
2.1.7 Provide training for practicing healthcare and legal professionals – both basic education and

continuing education.
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2.2 Education of the general public

Background
For the general public, ACP is a relatively new concept. Over the last decade, Canadians have become
more aware of the meaning of advance directives and living wills, but have had limited opportunities to
consider and engage advance care planning as a broader process through which their care wishes can be
expressed and honoured. 

As identified previously, one of the major barriers to advance care planning is the lack of understand-
ing among the general public that advance care planning is a process and encompasses much more
than the presence of advance directives or living wills. Often, individuals and families perceive that
ACP is irrelevant to them and are of the impression that ACP is only a consideration for individuals
who are very sick or terminally ill – not something to be considered for a much broader sector of
society. Another barrier is often the lack of knowledge regarding the complexities related to health-
care decision-making and the misinformation regarding outcomes of various interventions.

Recommendations for education of the general public
2.2.1 Develop/adapt public education materials regarding ACP for the general public and dissemi-

nate them in a wide variety of media.
2.2.2 Develop standard toolkits that can be shared across Canada and adapted locally.
2.2.3 Develop, and make available for the general public, on-line and toll-free resources in ACP.

Key Messages
• Advance care planning is a relatively new concept to the general public.
• One of the major barriers to advance care planning is the lack of understanding among the

general public that advance care planning is a process and encompasses much more than the
presence of advance directives or living wills.
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3. System infrastructure

Canadian experience has demonstrated that system infrastructure in support of advance care plan-
ning involves a variety of mechanisms to ensure that healthcare providers are aware of a patient’s
care preferences in the various care settings throughout a health authority. These mechanisms can
include patient ownership of their advance care planning documents; highly visible documents in
healthcare charts or in the home; mechanisms for ensuring that care wishes follow the patient
through a variety of healthcare settings; electronic healthcare records; and consistent goals of care
designations throughout the healthcare facility or region.149 

Once an individual has engaged in ACP, it should be clear that the individual, not the facility or 
organization, is the owner of their advance care planning documents. There is a responsibility of the
system to ensure that this information travels with the individual through different care settings and
that health service providers consistently inquire regarding their clients’ wishes and associated docu-
mentation. It is critical that the substitute decision maker be aware of these documents, as these 
documents will govern their consent to or refusal of treatment on behalf of an incapable person.

3.1 Policy and program development

Background
An evaluation of the implementation of an advance care planning program in Australia found the
following keys to success:150

• Integrating the advance care planning program into the existing healthcare culture
• Consultation support for the healthcare facility
• Support from the organization’s governing body
• Leadership from the executive, clinical leaders, and nursing managers
• Champions or opinion leaders on the front line
• System changes to documentation processes
• Education, skill development, and support for staff
• Involvement of the legal system with respect to advance directives

Key Messages
• Evaluation research has identified critical keys to success and challenges when implementing

advance care planning programs.
• There is consensus, based on Canadian experience and the literature, regarding what constitutes

the essential program elements that need to be incorporated into any advance care planning
initiative. They include: organizational commitment; guiding principles and value state-
ments; public awareness; healthcare provider education and training; system infrastructure
support; sector integration; and evaluation.

GOAL: 
To create infrastructure in the health and legal systems that facilitate 

the engagement of organizations, professionals, and the general public’s 
engagement in advance care planning in Canada.
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Challenges were related to the following:
• Space, staffing (including staff turnover) and time
• Lack of flexibility in the program in response to local conditions
• Challenges relating to the state legal requirements for advance directives

The Canadian experiences in Alberta Health – Calgary Area and Fraser Health were much the same.

There is consensus, based on Canadian experience and the literature, regarding what constitutes the
essential program elements that need to be incorporated into any advance care planning initiative.151

They include the following:
• Organizational commitment – senior administrators need to be supportive of ACP development

and implementation within their organization. 
• Guiding principles and value statements – describing the beliefs which the organization’s members

hold in common and endeavour to put into practice. 
• Public awareness – not just limited to the distribution of printed materials and resources but also

the ability to interact with professionals/organizations.
• Healthcare provider education and training – both basic education and continuing education.
• System infrastructure support – to ensure that the advance care plan is recognized and utilized.
• Sector integration – so that the different areas involved in ACP implementation are aligned and

integrated e.g., the legal and health service sectors. 
• Evaluation – programs must incorporate evaluation and continuous quality improvement compo-

nents to evaluate client care preferences and the care received. 

The Canadian Council on Health Services Accreditation is the official accrediting body for health
service agencies in Canada. They develop standards against which their accreditors measure the 
organizations. Standard 7.0 in the Canadian Council on Health Services Accreditation for Hospice
Palliative and End-of-Life Care states: “The team informs the client and family, verbally and in writing,
of their right to establish advance directives and how to do so.” The Long Term Care Guidelines and
Oncology Guidelines have a standard that indicates: “When clients are incapable of giving informed
consent, the team refers to the client’s advance directives if available or obtains consent using a 
substitute decision maker”152 – however there is no mention of advance care planning. (The specific
laws in the various jurisdictions must be followed – for example, in Ontario, the team must turn to
the substitute decision maker to interpret the advance directive.)

Recommendations for policy and program development
3.1.1 Provincial/territorial ministries of health develop policies and programs to support the imple-

mentation of advance care planning programs within their jurisdictions based on Canadian
and international experiences and are reflective of their own legislative environments and
health and social service frameworks.

3.1.2 Local/regional health authorities and their institutions and agencies develop policies and
programs to support the implementation of advance care planning programs.

3.1.3 Specific standards relating to advance care planning be integrated into the accreditation
guidelines for all aspects of acute care; long term care; hospice/palliative care; and community
care.
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3.1.4 Governments set fee codes for physicians and other health care professionals to engage in ad-
vance care planning, bearing in mind the need to take appropriate time to do this, and the
need to repeat the process periodically to ensure that the ACP remains up to date. 

3.1.5 Accreditation Canada and relevant funding and regulatory authorities in the provinces and
territories be engaged to set requirements for policies and practices for advance care planning.

3.2 Tools to support conversations and documentation

Background
In order for professionals and the public to engage in advance care planning they require a number of
tools. As well, in order to ensure that the advance care plan follows the patient and family throughout
their experience with the system, tools are required to enable documentation. They can include quick
reference guides, and tools that support advance care planning conversations and documentation of
ACP outcomes. This allows for a consistent approach to engaging clients and consistent reporting of
conversation and outcomes. 

Comprehensive, user-friendly ACP tools benefit professionals in all sectors and clients. The develop-
ment and implementation of a standard set of tools can contribute significantly to the dissemination
of consistent messages, collection of consistent data, and ultimately, a program’s successful implemen-
tation. In Canada, a number of tools have been identified targeting the implementation needs of 
clinicians, educational needs of clients and the community at large, as well as tools to support 
evaluation of ACP initiatives.153

Tools for professional education include:
• The Pallium Palliative Pocketbook: A peer-reviewed, referenced resource (the PPP) where ACP is

discussed; retreat courses targeting primary care professionals (explicitly covered in Module 5
(Communication) of the Learning Essential Approaches to Palliative and End-of-Life (LEAP)
courseware package; and the curricular resource package associated with Developing spiritual care
capacity for Hospice Palliative Care curricular resource package. 

• Facilitating Advance Care Planning: An Interprofessional Educational Program – curriculum and
trainer’s guide (Educating Future Physicians in Palliative and End-of-Life Care – Canadian 
Hospice Palliative Care Association.

• Alberta Health Services – Calgary and area – has a well-developed advance care planning ini-
tiative entitled My Voice. It includes My Voice – Planning Ahead – Framework for Advance Care
Planning Conversations; Advance Care Planning Tracking Record; Goals of Care Designation Order;

Key Messages
• In order for professionals and the public to engage in advance care planning they require a

number of tools. As well, in order to ensure that the advance care plan follows the patient
and family throughout their experience with the system, tools are required to enable docu-
mentation. 

• Tools can include quick reference guides, and tools that support advance care planning con-
versations and documentation of ACP outcomes. This allows for a consistent approach to
engaging clients and consistent reporting of conversation and outcomes. 
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Greensleeve for patient/client charts and Quick Reference Pocket Card/Poster for all staff that highlights
the key interventions associated with each Goals of Care Designation. On-line modules including
Goals of Care Designations and Advance Care Planning are available on the website.

• Fraser Health, British Columbia – has a well-developed advance care planning initiative 
entitled: Lets Talk. They have on-line training modules for providers at two levels, Level One –
Assisting with the Process and Promoting the Concept and Level Two – Advance Care Planning 
Education; Advance Care Planning Record Form; Greensleeve for patient/client charts.

• National Initiative for the Care of the Elderly and Advocacy Centre for the Elderly – Tool on
Capacity & Consent: Ontario Edition – pocket guide to consent and capacity in Ontario.

Several organizations in Canada have put significant effort into the development of brochures and
related tools to strengthen the general public’s understanding of advance care planning concepts and
implications. For example:

• Alberta Health Services – Calgary and area – My Voice: A workbook and personal directive for 
advance care planning; My Voice – Planning Ahead – brochure, wallet card, information for 
representatives and agents and DVD; Understanding Goals of Care Designations brochure.

• Fraser Health – My Voice workbook; My Voice – brochures and posters; Making Informed Decisions
about CPR – brochure; DVD 

• Ontario Seniors Secretariat – A Guide to Advance Care Planning.
• Yukon Health and Social Services – public education brochures and fact sheets –  Abbreviated

Advance Directive, Planning for your Future Healthcare Choices, Making Healthcare Decisions for a
Loved One – the Role of the Substitute Decision maker.

Recommendations for tools to support conversations and documentation
3.2.1 Adapt/develop evidence-based tools available and utilized across Canada given that support

and enable healthcare providers and legal professionals to engage in effective advance care
planning.

3.2.2 Adapt/develop evidence-based tools to support and enable the general public to engage in
advance care planning effectively that can be available and utilized across Canada.

3.2.3 Engage appropriate government departments and agencies with responsibility for ACP to 
assist in developing and disseminating tools and education related to ACP.

3.2.4 Encourage the sharing of tools across jurisdictions and agencies.
3.2.5 Encourage/support research activities that demonstrate the effectiveness of tools in supporting

healthcare providers and legal professionals to engage in advance care planning.
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4. Continuous Quality Improvement

Continuous quality improvement is best integrated into advance care planning from the start. The
elements of continuous quality improvement include a corporate culture that promotes quality im-
provement as a key component of evidence-based practice; development and testing of measurement
and evaluation tools; development of performance indicators; mechanisms for sharing what is learned
from evaluation; and ongoing incorporation of evaluation results into practice. Pilot projects also
help to improve and strengthen programs. The two most developed programs in Canada – Alberta
Health – Calgary Area and Fraser Health – both used pilot projects to test and improve approaches
and to build support within the system and among healthcare providers for integrating advance care
planning into their practice.154 Calgary has used a regional chart audit to establish baselines and 
inform them on the uptake on the Advance Care Planning: Goals of Care Designation policy imple-
mentation work.

As previously noted, ACP programs in Canada are still in the early stages of development. The evidence
noted in the literature is just developing at this point in time with respect to its impact on patient and
family outcomes. Programs must incorporate evaluation and continuous quality improvement com-
ponents to evaluate client care preferences and the care received. With sensitivity to the controversy
surrounding cost savings associated with advance care planning, evaluation measures must also take
into consideration the impact of ACP on resource utilization. 

Recommendations for continuous quality improvement
4.1.1 Develop a research agenda in Canada relating to advance care planning – identifying the

priorities for research.
4.1.2 Develop/adapt a continuous quality improvement framework for jurisdictions to use when

implementing advance care programs in Canada.

Key Messages
• Continuous quality improvement is best integrated into advance care planning from the 

beginning of program development.
• The elements of continuous quality improvement include a corporate culture that promotes

quality improvement as a key component of evidence-based practice; development and testing
of measurement and evaluation tools; development of performance indicators; mechanisms
for sharing what is learned from evaluation; and ongoing incorporation of evaluation results
into practice.

• ACP programs in Canada are still in the early stages of development. The evidence noted in
the literature is just developing at this point in time with respect to its impact on patient and
family outcomes. Programs must incorporate evaluation and continuous quality improvement.

GOAL: 
To evaluate all advance care planning initiatives in Canada based on structure,

process, and outcomes indicators.
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