
Residents of long-term care homes deserve care that reflects their values and wishes. 

For that to happen, staff need to have essential conversations with residents and their 

families about their wishes and the kind of care they want. 

Advance Care Planning conversations improve communication, avoid misunderstandings, increase 
resident and family satisfaction, avoid undesired hospital transfers, and improve quality of life. Here’s 
a quick guide to making those conversations an integral part of long-term care.

When?

Before the 
person moves 

into the long-term 
care home

After they move 
in and again at 
regular intervals 

or whenever there 
is a change in 

their health

When they 
experience 

advanced illness 
or are nearing 

end of life

During grief and 
bereavement

1 2 3 4

How?

1. Assess
• Assess the resident’s needs

• Review any Advance Care Planning (ACP) documents the person has already completed

• Confirm the person’s Substitute Decision Maker and make sure that person feels prepared 
for their role

Integrating Advance 
Care Planning into 
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2. Engage
• Have essential “listening” conversations with the person, family and/or Substitute Decision 

Maker about the person’s values and wishes

• Consider how culture may affect people’s willingness to talk about their values and preferences 
and their decision making 

• Explore ways to overcome any communication barriers

• Talk about the Palliative Approach to Care

• Prepare the resident, family and Substitute Decision Maker for what to expect given the person’s 
illness/chronic conditions

• Tailor information to the resident’s and family’s readiness to receive it

• Build relationships. You don’t need rapport to complete ACP, the process of ACP is 
building rapport.

3. Document/Plan
• Document the person’s values and preferences

• Document conversations about changing the person’s goals of care

• Ensure all staff have access to this information

4. Repeat
Revisit Advance Care Planning conversations regularly: every six months or whenever the resident’s 
health changes. If the change is significant:

• Have proactive conversations with the resident, family and Substitute Decision Maker

• Revisit their wishes and values

• Provide any new information about the person’s health and care options, including benefits 
and risks

• If the person has to make a treatment decision, ensure a physician or nurse talks to the 
resident, family and/or Substitute Decision Maker about the person’s goals of care and 
consent to treatment

• If the resident’s illness is advancing and they are approaching end of life, arrange a Family 
Care Conference to talk about the resident’s health, prepare the person and family for what 
the resident will experience, and answer their questions.

Any significant change in a resident’s health should trigger an essential conversation 
about their wishes.

The Palliative Approach to Care focuses on meeting a person’s and family’s full range of needs — 
physical, psychosocial and spiritual — at all stages of frailty or chronic illness, not just at the end 
of life. It reinforces the person’s autonomy and right to be actively involved in his or her own care — 
and strives to give individuals and families a greater sense of control.
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Who?
Everyone on the long-term care team has a role to play.

Role of Interprofessional Providers in Advance Care Planning

ANYONE INVOLVED 
IN RESIDENT CARE

TRAINED 
INTERPROFESSIONAL 

ADVANCE CARE PLANNING 
PROFESSIONAL*

PHYSICIAN/
NURSE PRACTITIONER

Ask about Substitute 
Decision Maker

Explain what Advance 
Care Planning is

Discuss illness 
understanding

Clarify illness 
understanding

Discuss values, beliefs, 
quality of life and wishes

Determine capacity for 
treatment or treatment plan

Discuss values, life goals 
with capable resident or 
Substitute Decision Maker

Discuss treatment plan 
and options

Obtain consent for 
treatment or plan

* e.g. social worker, ethicist, nurse

This information and more can be found in the Essential Conversations: A Guide to Advance Care 
Planning in Long-Term Care Settings toolkit. Designed for those involved in planning for and 
providing long-term care to understand and implement best practices in Advance Care Planning and 
palliative approaches in long-term care.

Learn more at advancecareplanning.ca/ltc 
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https://www.advancecareplanning.ca/wp-content/uploads/2021/06/LongTermCare-Toolkit_EN.pdf
https://www.advancecareplanning.ca/wp-content/uploads/2021/06/LongTermCare-Toolkit_EN.pdf
http://advancecareplanning.ca/ltc

