
Advance Care Planning conversations improve communication, avoid 

misunderstandings, increase resident and family satisfaction, avoid undesired 

hospital transfers, and improve quality of life. Here are some tips to making those 

conversations an integral part of long‑term care.

1.  Create an Advance Care Planning Culture in  
the Long‑Term Care Home

• Designate specific staff to champion a Palliative Approach to Care and Advance Care 
Planning in the long-term care home

• Clarify roles. Who will be responsible for having ongoing Advance Care Planning 
conversations with residents and families? Who will be responsible for talking to them 
about changes in the resident’s health?

• Train all staff, including personal support workers/health care aids, on a Palliative Approach 
to Care and Advance Care Planning, and how they affect practice

• Share techniques about how to talk to residents and families about Advance Care Planning, 
and give staff opportunities to practice having those conversations

• Hold interdisciplinary education sessions on “being comfortable with palliative care” 
for staff and members of resident and family councils

• Create regular opportunities for staff to come together – such as Comfort Care Rounds –  
to talk about resident and family needs and the best way to meet them

• Measure resident and family satisfaction with a Palliative Approach to Care and  
Advance Care Planning

• Measure the impact of integrating a Palliative Approach to Care and Advance Care Planning 
into long-term care on quality care indicators and share that information with staff 

Tips to Integrate 
Advance Care Planning 
into Long-Term Care

Long-term care staff who 
gain more experience in 
a Palliative Approach to 
Care (including Advance 
Care Planning) feel they 
are more effective in 
their work with residents.
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2. Confirm a Substitute Decision Maker

A Substitute Decision Maker provides consent for treatment and makes health care decisions 
when a resident is not capable of making decisions themselves. 

If the resident has already chosen a Substitute Decision Maker:

• Ask the Substitute Decision Maker how prepared they feel for their role. Do they know 
the resident’s values and goals? Do they feel confident making care decisions? If not, what 
support do they need?

If the resident has not chosen a Substitute Decision Maker, help them think through 
these questions:

• Who will understand and honour your wishes, and be willing to make difficult 
decisions on your behalf if you are not able to make decisions for yourself? 

• Who do you trust to make decisions regarding your life, comfort and well-being? 

• Who are you comfortable talking to about sensitive and difficult issues? 

• Who can handle differing opinions of family members and health care providers 
and come to a decision that reflects your wishes and discussions? 

• Is this person available and able to make the time commitment that may be required? 

3. Talk to Residents and Family’s about What to Expect

The more that residents, families and Substitute Decision Makers understand about the 
resident’s health and care options, the more likely they will make decisions that reflect the 
resident’s values. 

Physicians and nurses have a responsibility to talk to residents and family members 
about how the resident’s health is likely to change and the benefits and risks of different 
treatments or interventions. When talking about what to expect:

• Focus specifically on the resident’s health condition(s)

• Explain the usual course of these conditions and what the resident is likely to 
experience as they progress (e.g., fatigue, shortness of breath, pain)

• Discuss both the benefits and risks of different care or treatment options, including 
a Palliative Approach to Care

• Talk about the steps the team will take to manage and reduce pain and other symptoms

• Use language the resident and family can understand

• Encourage them to ask questions

• Check in with them to make sure they understand the information

These tips 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

Many frail, long-term 
care residents are 
admitted to hospital or 
intensive care in the last 
year of life, even though 
these interventions 
may not help them live 
longer and often cause 
anxiety or pain. 

As the resident’s health 
changes, Family Care 
Conferences are a good 
way to make sure 
everyone is on the same 
page about the kind of 
care the resident wants.
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