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1. Purpose 

1.1. The purpose of this document is to provide a structure for Advance Care 
Planning for adults with capacity, (aged 18 years and older), in all clinical 
settings in Northern Devon, using documentation appropriate to the person’s 
needs. An example of this is the ‘Planning your future care’ booklet available 
on the CCG website.  

1.2. To promote the use of National Guidance: 

 https://www.england.nhs.uk/improvement-hub/wp-
content/uploads/sites/44/2017/11/ACP_Booklet_2014.pdf  

 The Royal College of Physicians Concise Guidance to Good Practice Guide 
no. 12 National guidelines Advance care planning 

 rcnendoflife.org.uk/the-patient-journey/advanced-care-planning/ 

 https://www.nice.org.uk/guidance/ng94/resources/emergency-and-acute-
medical-care-in-over-16s-service-delivery-and-organisation-pdf-
1837755160261 (Paragraph 1.1.9) 

 http://www.dementiauk.org/wp-content/uploads/2018/11/ACP-Booklet-A4-
2018-online.pdf  

 https://www.england.nhs.uk/wp-content/uploads/2017/08/delivering-end-of-
life-care-for-people-with-learning-disability.pdf  

1.3.  The policy applies to all Trust staff.  

1.4. Implementation of this policy will ensure a: 

Better understanding and recording of patient’s priorities, needs and 
preferences, and those of their family’s family and carers. This should support 
planning and provision of care, and enable better planning ahead to best meet 
these needs, making it more likely that the right thing happens at the right 
time. 

 

 

 

https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/ACP_Booklet_2014.pdf
https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/ACP_Booklet_2014.pdf
https://www.nice.org.uk/guidance/ng94/resources/emergency-and-acute-medical-care-in-over-16s-service-delivery-and-organisation-pdf-1837755160261
https://www.nice.org.uk/guidance/ng94/resources/emergency-and-acute-medical-care-in-over-16s-service-delivery-and-organisation-pdf-1837755160261
https://www.nice.org.uk/guidance/ng94/resources/emergency-and-acute-medical-care-in-over-16s-service-delivery-and-organisation-pdf-1837755160261
http://www.dementiauk.org/wp-content/uploads/2018/11/ACP-Booklet-A4-2018-online.pdf
http://www.dementiauk.org/wp-content/uploads/2018/11/ACP-Booklet-A4-2018-online.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/08/delivering-end-of-life-care-for-people-with-learning-disability.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/08/delivering-end-of-life-care-for-people-with-learning-disability.pdf


Advanced Care Planning Policy 
 

Page 4 of 15 
End of Life – Corporate Nursing    

2. Definitions 

2.1       Advance Care Planning (ACP) is the process of discussing and planning 
ahead in anticipation of some deterioration in the patient’s condition and is 
important for ensuring patient focussed care is central to end of life care. The 
process of discussing this can be seen as part of the solution in that it enables 
‘catch up’ and adaptation to the new reality and normalisation of life. Sensitive 
discussion of advance care planning can strengthen coping mechanisms and 
enable realistic planning. There is some evidence that it increases rather than 
decreases realistic hope. 

2.2       An Advance Decision to Refuse Treatment (ADRT) is a statement made by a 
mentally competent person aged over 18 years, which defines in advance 
their refusal of medical treatment should they become mentally or physically 
incapable of making their wishes known. To be legally binding the ADRT 
should be appropriately signed and witnessed, should be applicable to the 
condition being considered and should include a statement indicating that the 
patient understands that their life may be at risk if treatment is refused. 

2.3       Advance Statements may be made to express patient’s wishes, feelings, 
beliefs and values about future care. Unlike the ADRT, an advance statement 
is not legally binding but must be taken into account if the person loses 
capacity as it can add to the clinical team’s ability to make a ‘best interest’ 
decision about that person’s care. Advance statements may be made either in 
writing or verbally (conversation recorded in patient’s notes) 

2.4       Lasting Powers of Attorney (LPAs) were created under the Mental Capacity                
Act 2005, and came into effect on 1 October 2007. Their purpose is to meet 
the needs of those who can see a time ahead when they will not be able – in 
the words of the Act, will lack capacity – to look after their own personal and 
financial affairs. The LPA allows them to make appropriate arrangements for 
family members or trusted friends to be authorised to make decisions on their 
behalf. There are two types of LPA: 

   Health and welfare (includes medical care) 

                     Property and financial affairs  
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2.5.     A “best interests” decision must be made by the treating medical team if a 
patient has lost capacity. The aim of this decision making process is to act in 
the patient’s best interests if they are no longer able to discuss the details of 
their care and treatment. LPAs for Health and Welfare legally allow the donee 
of the LPA to speak on behalf of the patient to establish goals of care and 
treatment. ADRTs allow the patient to give their legally binding view if they 
lose capacity. Best interests decisions by medical staff must take both of 
these views into consideration when formulating “best interests” plans for care 
and treatment. The treating team must also speak to the patient’s family to 
gather information about the patient’s more informal wishes. It is best practice 
to include family in the process of “best interests” decision making at the EOL 
if the patient themselves has lost capacity. This ensures that the patient’s 
values and wishes are taken into consideration by the clinical team and also, 
importantly, gives the family information and maintains their involvement in 
planning care and treatment. Good communication with families at the EOL is 
likely to reduce family distress and is likely to improve their bereavement. 

2.6      EPaCCS (Electronic Palliative Care Co-ordination System) – The Northern 
Devon locality currently uses an online portal called ‘Adastra End of Life 
Register’ as its EPaCCS system. This register is hosted by Devon Doctors 
which enables the recording and sharing of people’s care preferences and 
key details about their care at the end of life across providers. When the 
patient has consented to sharing information a clinician may log onto the 
EPaCCS system and upload it themselves. Passwords and training for the 
EPaCCS register can be obtained from Devon Doctors. Staff can also phone 
to speak to a member of the Devon Doctors EOL team to ask for information 
to be added to the register. 

2. Responsibilities  

2.1. Responsibility for co-ordination of this policy lies with the Trust’s End of Life 
and ACP Lead. 

2.2. The Lead sits within the Trust’s Supportive and Palliative Care Team. 

2.3. In the Clinical Governance structure, that team reports to the End of Life 
Steering Group, which in turn reports to the Clinical Effectiveness Committee. 

2.4. Directors responsible for End of Life Care and Advance Care Planning are the 
Chief Nurse (as head of Corporate Nursing Directorate) and a designated 
Non-Executive Director (who sits on End of Life Steering Group). 

2.5. All clinical staff groups are expected to be concordant with this policy. 
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3. Strategic setting 

3.1 End of Life Care Strategy 

Advance Care Planning is one of the 12 key areas highlighted in the                      
Department of Health’s End of Life Strategy. (End of Life Strategy Department 
of health June 2008). 

Please note, however, that in the years since that strategy was published, 
national reviews, ‘More Care, Less Pathway’ (2013) and ‘One Chance to Get 
It Right’ (2014), recommended replacement of the Liverpool Care Pathway 
with locality-specific implementation of 5 ‘Priorities of Care for the Dying 
Person.’ 

3.2 “All people approaching the end of life need to have their needs assessed,    
their wishes and preferences discussed and an agreed set of actions 
reflecting the choices they make about their care recorded in a care plan. In 
some cases people may want to make an advance decision to refuse 
treatment, should they lack capacity to make such a decision in the future. 
Others may want to set out more general wishes and preferences about how 
they are cared for and where they would wish to die. These should all be 
incorporated into the care plan. The care plan should be subject to review by 
the multidisciplinary team, the patient and carers, as and when a person’s 
condition, or wishes, change. For greater effectiveness, the care plan should 
be available to all who have a legitimate reason to access it (e.g. out of hours 
and emergency services).” 

3.3 Advance Care Planning takes place at Step 2 in the End of Life Care pathway 
outlined in the strategy (June 2008).  
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                                     The End of Life Care Pathway  

 

3.4 End of Life Care Strategy Quality Markers 

 The importance of Advance Care Planning is reflected in the End of Life Care 
Strategy Quality Markers and measures for end of life care. Two of the top ten 
quality markers for providers concern Advance Care Planning: 

 Ensure that people approaching the end of life are offered a care plan. 

 Ensure that individuals’ preferences and choices, when they wish to express 
them, are documented and communicated to appropriate professionals. 

3.5 NICE Quality Standard  

End of Life Care for Adults Quality Standard (QS 13) 2011 has 16 statements about 
the care to be provided for people towards the end of their lives. Statement 3 says 
‘People approaching the end of life are offered comprehensive holistic assessments 
in response to their changing needs and preferences, with the opportunity to discuss, 
develop and review a personalised care plan for current and future support and 
treatment.’ 

Quality Standard 144 (QS144 March 2017) has 4 statements, the second of which 
says  
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 ‘Adults in the last days of life, and the people important to them, are given 
opportunities to discuss, develop and review an individualised care plan.’ 

3.6 National Guidance 

Helpful guides to the use of Advance Care Planning have been published by the 
National End of Life Care Programme and The Royal College of Physicians 
(London). These both contain much helpful guidance as to how to carry out Advance 
Care Planning, and should be read and followed by those providing this service. 

4. Local Setting:  

4.1 Planning for your future care 

The most important part of Advance Care Planning is the discussion itself, not 
the completion of documentation, but it is very useful to have a document to 
record the person’s wishes, so that all those involved in the person’s care 
understand clearly what they are.  

4.2 Weston Hospice developed a comprehensive document for Advance Care 
Planning, ’Planning for your future care’ and this was recommended by the 
North, East and West Devon (NEW Devon) Clinical Commissioning Group 
(2015). 

4.3 There are other documents that have been developed for patients with 
cancer, learning disabilities and those with dementia which may offer more 
specific support for these patient groups. For example, documents exist 
provided by national charities, Macmillan, Age UK and Dementia UK and 
Marie Cure Cancer Care. 

4.4 ’Planning for your future care’ has four main sections: 

 1     Preferred Priorities for Care 

To help people think about their future and make their advance wishes clear. 
This is an Advance Statement, it is not legally binding; however, it does have 
legal standing and must be taken into account when making a judgement in a 
person’s best interests. It is likely that this is the section that most people will 
want to use. 

 2    Putting your affairs in order and making a will 

This section deals with practical issues such as preparing a will and funeral 
planning. 
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3       Appointing someone to make decisions for you in the future 

This section contains details about how to appoint a Lasting Power of 
Attorney, (LPA), and explains the difference between a Property & Finance 
Attorney, and a Health & Welfare Attorney. 

4    Writing an advance decision 

This section gives details of how to write an Advance Decision to Refuse 
Treatment, (ADRT). An ADRT is legally binding, and is a way for people to refuse 
specific treatments for specific conditions, even if their life would be at risk. It is 
unlikely that many people would want to make an ADRT but it should always be 
discussed. 

5. Local Experience 

5.1 Clinicians may not feel these discussions are necessarily easy to initiate but 
increasingly, local experience suggests that most people are happy to address these 
issues, if approached in an appropriate way. ‘Planning for your future care’ is now 
offered to patients during discussions with a wide range of Health Care 
Professionals, including Acute Hospital teams, Community Nurses, GPs, Care Home 
staff and Specialist Palliative Care Nurses. 

 

6.       Resuscitation Policies 

6.1 Each NHS organisation has its own resuscitation policy. Health Care 
Professionals should read and follow their own organisation’s policies on 
Resuscitation and Do Not Attempt Resuscitation, in conjunction with this policy on 
Advance Care Planning. 

6.2 The Trust uses the regional Treatment Escalation Plan (TEP) forms, which is 
accepted across settings, e.g. used by GP’s, Devon Doctors, and South-West 
Ambulance Service Trust. 
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7. Implementation  

7.1 Advance Care Planning should be offered to all appropriate patients cared for 
by Northern Devon Healthcare NHS Trust, although not all will wish to take up the 
offer. The documentation should be owned and held by the patient, who could 
complete the relevant sections on their own or with a Health Care Professional, as 
and when appropriate.  Completion of the documentation should prompt addition to 
the Devon Electronic Palliative Care Coordination System (EPaCCS), with the 
patient’s consent. 

7.2           The End of Life Care Programme guide ‘Capacity, care planning and advance 
care planning in life limiting illness’, and the Royal College of Physicians Concise 
Guidance have helpful guidance as to when and how to offer Advance Care Planning, 
and should be consulted and followed by all offering Advance Care Planning. (See 
links in Section 1.2) 

8. Who should offer Advance Care Planning? 

8.1 Advance Care Planning should be offered by Health Care Professionals who 
have received training, and who have excellent communication skills and an 
understanding of the patient’s condition. This would include GPs; Community 
Nurses; Hospice Community Nurse Specialists; Care Home staff; Hospital Medical 
and Nursing staff and Specialist Palliative Care staff.  

8.2 A team approach to Advance Care Planning is likely to be the most 
successful, with the most appropriate member of the team for that particular patient 
leading the discussion. For example a GP may raise the issue of Advance Care 
Planning during a consultation, but a 10 minute appointment would not be sufficient 
to have a meaningful discussion, and this might then be continued by another 
member of the team later on. 

           8.3       The key worker, defined as the health care professional who has the closest 
working relationship with the patient, will ideally support completion of the ACP with 
the patient and their family. It is helpful to include the family as it addresses the issue 
of collusion and is vital if families are going to be happy if the patient chooses to die 
at home 

9. When to start an ACP conversation 

9.1 An ACP conversation may be initiated by either the individual or a care provider at any 
time, not necessarily in the context of illness progression but may be at one of the following 
key points in the individual’s life: 

 Life changing event, e.g. the death of spouse or close friend or relative 

 Following a new diagnosis of life limiting condition e.g. cancer or Motor Neurone Disease 
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 When there is a significant shift in treatment focus e.g. chronic renal failure where 
options for treatment require review. Gold Standards Framework Prognostic Indicator 
Guidance is a helpful tool to consider which adult patients may be in their last year of life 

• At the time of an assessment of the individual’s needs 

 Following multiple hospital admissions 

• On admission to a Care Home 

9.2. Clinicians are encouraged to ask themselves the “surprise question” – “would I be 
surprised if this patient were to die in the next 6-12 months?” If the answer is no, consider 
Advance Care Planning & addition to EPaCCS. 

10 Considering the use of Advance Care Planning  

10.1 Initiation of ACP discussion by a care provider requires careful consideration.  

10.2 If there is reason to doubt mental capacity a full Mental Capacity Assessment as 
described in the Mental Capacity Act 2005 must be carried out using the tool 
recommended by Trust policy. 

10.3 The person must be assured that the wishes and decisions recorded will only be 
acted upon if they lose the mental capacity to make decisions. 

10.4 ACP is voluntary and should not be initiated simply as part of routine record keeping 
or care. 

10.5 A Healthcare Professional should record that they have offered to have an ACP 
conversation, even if the patient declines. 

10.6 The care provider may respond to ‘cues’ which indicate a desire to make specific 
wishes known, e.g. worries about who will care for them 

10.7 ACP should not be initiated as a result of outside pressure, e.g. family wishes or 
organisational pressures 

10.8 The care provider will require appropriate communication skills 

10.9 The care provider should have full knowledge of the person’s medical condition, 
treatment options, and social situation 

10.10 Consider whether there might be another professional better placed to carry out this 
discussion e.g. Specialist Nurse or GP, who might have deeper insight into the patient 
and family situation. 
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10.11 The time and setting should be appropriate for a private discussion 

11 Tips for a successful ACP conversation. 

11.1 The individual needs to be ready for the discussion – it cannot be forced. 

11.2 Discussions usually need to take place on more than one occasion (over days, 
weeks, months) and should not be completed on a single visit in most circumstances. 

11.3 Discussions take time and effort and cannot be completed as a simple checklist 
exercise. 

11.4 Discussions should take place in comfortable, unhurried surroundings; time is a key 
factor. 

11.5 It is important that capacity is maximised by ensuring the treatment of any transient 
condition affecting communication and optimising sensory function, (e.g. by obtaining 
the patient’s hearing aid). 

11.6 A step-by-step approach should be used. 

11.7 Discussions should be characterised by truthfulness; respect; time; compassion and 
empathy. 

11.8 A tool to introduce the concept and guide the discussion may help professionals to 
address ACP with people. 

11.9 Information should be given using words the person understands. 

11.10 Clarify any ambiguous terms used by your patient, for example: ‘could you explain 
what you mean by not wanting any heroics?’ Checking and reflecting in this way is a key 
part of effective communication. 

11.11 Individuals should be given sufficient information about their possible options and 
under what circumstances their plan would be activated. They need to understand what 
the consequences of their decision would be. 

11.12 The professional should look out for cues that the individual wishes to end the 
discussion. 

11.13 The professional should summarise and check understanding with the patient. 

11.14 The discussion should be documented if the patient so wishes. 
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11.15 Not all people will be able to document their wishes, but may well be able to 
nominate their preferred decision maker and discuss their long-term values, as these 
come to mind more readily than anticipating abstract situations. 

11.16 Audio-visual recordings might be helpful in providing the individual a record of the 
discussion. 

11.17 Plan for a review. 

12. Sharing information after an ACP conversation 

12.1 With the patient’s consent, the information gained from the ACP discussion should be 
added to EPaCCS. 

12.2 If an Advance Decision to Refuse Treatment or LPA for Health & Welfare exists, this 
should also be recorded on EPaCCS, and copies given to the GP; hospital team, and 
Specialist Palliative Care team. A copy should also be given to someone who the patient 
would wish to be consulted – for example next of kin or a solicitor. It is not appropriate for the 
sections detailing patient’s financial affairs to be added to EPaCCS or shared with any 
Health Care Professional.  

12.4 The Treatment Escalation Plan (TEP) should be completed as NDHT Policy 
(Resuscitation Policy Feb 2018) and should remain with the patient, regardless of the patient 
moving through settings. 

13. Resources 

13.1  ‘It all ADSE up’ – the national end of life programme guide to Advance Care 
Planning. An excellent short interactive introduction 

http://www.endoflifecare.nhs.uk/search-resources/resources-search/publications/acp-
guide.aspx  

13.2 Advance Decisions to Refuse Treatment a guide for health and social care 
professionals 23 January 2013 - National Council for Palliative Care & National End of 
Life Care Programme 

http://www.endoflifecare.nhs.uk/search-resources/resources-
search/publications/imported-publications/advance-decisions-to-refuse-treatment.aspx  

13.3 Planning for your future care booklet are available from Trust, CCG and 
County Council websites - 

• http://ndht.ndevon.swest.nhs.uk/wp-content/uploads/2018/07/Planning-for-your-
future-care.pdf  

http://www.endoflifecare.nhs.uk/search-resources/resources-search/publications/acp-guide.aspx
http://www.endoflifecare.nhs.uk/search-resources/resources-search/publications/acp-guide.aspx
http://www.endoflifecare.nhs.uk/search-resources/resources-search/publications/imported-publications/advance-decisions-to-refuse-treatment.aspx
http://www.endoflifecare.nhs.uk/search-resources/resources-search/publications/imported-publications/advance-decisions-to-refuse-treatment.aspx
http://ndht.ndevon.swest.nhs.uk/wp-content/uploads/2018/07/Planning-for-your-future-care.pdf
http://ndht.ndevon.swest.nhs.uk/wp-content/uploads/2018/07/Planning-for-your-future-care.pdf
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• https://www.newdevonccg.nhs.uk/information-for-patients/planning-for-your-future-
care-101641 

https://www.devon.gov.uk/providerengagementnetwork/tools_and_templates/advanc
ed-care-planning-template/  

14. Summary 

14.1 Advance Care Planning is a key part of Palliative Care, and is seen as increasingly 
important, both nationally and locally. 

14.2 The discussion is more important than the documentation, and Advance Care 
Planning should not become a ‘tick box’ exercise. 

14.3 The document ‘Planning your future care’ should be used to facilitate and record 
discussions with patients and their families. The leaflet “Planning for your future care” 
may be a helpful introduction. 

14.4 Health Professionals should be familiar with, and follow, the guidance issued by the 
Department of Health and the Royal College of Physicians, referenced by this policy. 

14.5 The summary of these discussions should be shared, with the patient’s consent, with 
other appropriate professionals by using EPaCCS. If an Advance Decision to Refuse 
Treatment or LPA for Health Welfare has been made, this should also be recorded 
on EPaCCS, and copies given to the GP; hospital team, and Specialist Palliative 
Care team. A copy should also be given to someone who the patient would wish to 
be consulted – for example next of kin or a solicitor. 

15 . Monitoring Compliance with and the Effectiveness of 
the Policy 

15.1 Compliance will be monitored by the End of Life Steering Group and 
Clinical Effectiveness Committee 

16. Equality Impact Assessment  

16.1 The author must include the Equality Impact Assessment Table and 
identify whether the policy has a positive or negative impact on any of the 
groups listed.  The Author must make comment on how the policy makes this 
impact.  

 

 

https://www.newdevonccg.nhs.uk/information-for-patients/planning-for-your-future-care-101641
https://www.newdevonccg.nhs.uk/information-for-patients/planning-for-your-future-care-101641
https://www.devon.gov.uk/providerengagementnetwork/tools_and_templates/advanced-care-planning-template/
https://www.devon.gov.uk/providerengagementnetwork/tools_and_templates/advanced-care-planning-template/
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Table 1: Equality impact Assessment 

Group 
Positive 
Impact 

Negative 
Impact 

No 
Impact 

Comment 

Age  
    X 

   

Disability        X  

Gender        X  

Gender Reassignment        X  

Human Rights (rights 
to privacy, dignity, 
liberty and non-
degrading treatment), 
marriage and civil 
partnership 

 
 
 
 X 

   

Pregnancy         X  

Maternity and 
Breastfeeding 

        X  

Race (ethnic origin)         X  

Religion (or belief)         X  

Sexual Orientation         X  

 


