
Advance Care Planning
Advance care Planning is a choice. BC’s Advance Care Planning (ACP) options allow individuals to make health care 

decisions now, in case they cannot either give or refuse consent for treatments offered in the future

once the individual becomes incaPable, and needs care, the instructions or wishes in their plan can be used in the 
decisions made by loved ones and / or the health care team, to develop and implement IH care plans and medical orders 

although individuals often look to the health care team to initiate the conversation, and provide information that 
helps with their decision-making, the plan belongs to the individual. It is his or her responsibility to complete an advance care 
plan that clearly indicates instructions or wishes, and to make it available for use by loved ones and the health care team

Why do I have a role?
⦁⦁ You have health care knowledge and experience of 
illness and treatments that can help individuals with their 
decisions

⦁⦁ You have a trusting relationship and are there when the 
individual may need to talk about their fears or concerns

⦁⦁ You can explain the value of a plan to them and their 
family, and provide clinical and ACP resources to help 
them plan

⦁⦁ You can plant the seed by asking “Have you thought 
about . . .” “Do you know about . . .” “Are you worried 
about . . .”

⦁⦁ You can normalize the conversation and share the 
responsibility to help individuals plan for their future care

⦁⦁ You can support those who have few resources to 
complete their plan, if this is your role within your 
program

What is my role?
⦁⦁ Ask if the individual has an ACP. If yes, request a copy 
to assist in development of the IH care plan and medical 
orders 

⦁⦁ Ask if the individual wants health or treatment 
information. Provide clinical resources to support their 
planning

⦁⦁ Ask if the individual knows about ACP. Provide the Think 
Talk Plan card and the My Voice brochure, if available

⦁⦁ Explore / clarify expressed treatment concerns. You may 
need to refer to other resources – depends on your 
time / role

⦁⦁ Summarize any ACP conversation in the clinical chart. 
Advise the individual to make a plan and direct to public 
resources 

⦁⦁ Follow advance care plan instructions or wishes (where 
feasible) in implementation of the individual’s IH care plan

When is the right time?
All health care providers can ‘recognize a moment’ when 
an ACP conversation is needed or wanted. Each situation 
is different, but the key point is – individuals want to have 
these conversations

All clinicians can listen and support, or direct to more 
appropriate resources. Remember – the opportunity to plan 
may not come again for some individuals

Use your clinical judgment to decide which situations should 
trigger a conversation. Your role may be to ask e.g. “Have 
you thought about who would speak for you if you cannot 
speak for yourself?”. Or it may be to clarify e.g. “When you 
say . . .”. Examples include:

⦁⦁ Individuals recently told of a life-limiting illness

⦁⦁ Worsening symptoms despite active treatment

⦁⦁ Possible future admission to a Residential Care facility

⦁⦁ Expectations appear inconsistent with health status

⦁⦁ Declining / fluctuating mental capacity.

⦁⦁ Expressed concerns or indecision re: proposed treatments

In your role, you may be very skilled at having these 
conversations – use your existing strategies to assist the 
individual to plan

If this is new to you, use the SPOKEN questions and 
statements to help you clarify concerns and assist the 
individual towards creating their own plan

For more staff education and resources, review the ACP 
page on the insidenet and teamsites

You can direct individuals to www.interiorhealth.ca or 
www.gov.bc.ca for the My Voice Guide and other ACP 
resources

S.P.O.K.E.N – a framework for 
intentional ACP conversations

Setting
Recognize the 
moment

Is there anyone you want to be here with us?
Would you be okay if we talked here?
Do you feel you can talk with me now?
Can I come back later to talk about . . .

Perception
Assess readiness

The reason I want to talk with you is . . .
Have you heard about Advance Care Planning?
Can you tell me how things have been for you?
What did you mean when you said . . .

Open 
invitation
Ask if you can talk

Would you like to talk about this?
Any concerns about your care / treatments?
If you want to talk later, let me know . . .
Would you like to talk about any concerns if . . .

Knowledge
Check understanding

What is your understanding of your health now?
What do you think about how things are going?
Do you need anything to help you decide . . .
Can I help you talk with your family about . . .

Empathy
Respond to emotions

From what you have said, I understand why . . .
This is obviously a very difficult time for you . . .
This can feel overwhelming – you’re not alone
This is a very worrying time for you, can I . . .

Notes / 
Next steps
Confirm plans

Thank you for sharing how you feel. Can we . . . 
Any concerns that we have not talked about? 
Can I share this information with your doctor, 
nurse, etc.?
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