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Learning Outcomes

1. Describe nurses’ roles and responsibilities in advanced care planning 
(ACP) and end-of-life communications from a global perspective.

2. Identify potential approaches to improve the practice of ACP and 
end-of-life care.



Decision Making



Low success rate 
in terminally-ill 

patients

Low success rate 

Complications: rib 
fracture, pain



Life-sustaining treatments 

‐ Cardiopulmonary resuscitation

‐ Artificial ventilation (ventilator)

‐ Blood products (transfusion, blood platelet, blood plasma)

‐ Chemotherapy

‐ Dialysis (renal replacement)

‐ Antibiotics

‐ Artificial nutrition and hydration (nasogastric tube)



Place of death 

Patient-centered care 



67% of people have limited decision 

making capacity in the last week of life.

End-of-life medical treatment preferences 

are inconsistent between patients and 

family caregivers.

Kaspers, P. J., Onwuteaka-Philipsen, B. D., Deeg, D. J., & Pasman, H. R. W. (2013). Decision-making capacity and communication about care of older people during their 

last three months of life. BMC Palliative Care, 12(1), 1-10.

Chuang, I. F., Shyu, Y. I. L., Weng, L. C., & Huang, H. L. (2020). Consistency in End-of-Life Care Preferences Between Hospitalized Elderly Patients and Their Primary 

Family Caregivers. Patient preference and adherence, 14, 2377.





Around 80% considered prolonging 

life “not important” in the given 
hypothetical dying scenario. 

Only 14%-18% of nursing home 

residents reported end-of-life care 
discussions with family members or 
health professionals



What is advance care planning (ACP)?

“Advance care planning is a process that supports adults at any age or stage of health 
in understanding and sharing their personal values, life goals, and preferences 
regarding future medical care.”

“Making decisions in advance”

Sudore, Rebecca L et al. “Defining Advance Care Planning for Adults: A Consensus Definition From a Multidisciplinary Delphi Panel.” Journal of pain and symptom 

management vol. 53,5 (2017): 821-832.e1.



Advance care planning (ACP) 

Beneficial effects of ACP

‐ Increase use of hospice and palliative care 

‐ Decrease life-sustaining treatment

‐ Prevent hospitalization 

‐ Reduce healthcare costs

‐ Reduce family distress 

‐ Reduce nursing staff moral distress 

Brinkman-Stoppelenburg, A., Rietjens, J. A., & Van der Heide, A. (2014). The effects of advance care planning on end-of-life care: a systematic review. Palliative medicine, 28(8), 

1000-1025. 

Aasmul, Irene et al. “Advance Care Planning in Nursing Homes - Improving the Communication Among Patient, Family, and Staff: Results From a Cluster Randomized Controlled 
Trial (COSMOS).” Frontiers in psychology vol. 9 2284. 





Advance care planning (ACP) 

Advance Care Planning

What you do want to happen

Advance Statement: 
Statement of whishes and 

preferences



The Advance Care Planning National Workbook, Advance Care Planning Canada





Advance care planning (ACP) 

Advance Care Planning

What you do want to happen

Advance Statement: 
Statement of whishes and 

preferences

What you do not want to 
happen

Advance Directive (AD): 
Advance decisions to refuse 

treatment



Refuse specified life-
sustaining treatment in 
pre-specified conditions:

1. Terminally ill 
2. In a persistent 

vegetative state or a 
state of irreversible 
coma

3. Other end-stage 
irreversible life limiting 
condition 



Advance Directive (AD)

‐ AD form must be signed by the patient and two witnesses, one of whom must be a 
medical practitioner in Hong Kong. 

‐ Neither witness should have an interest in the estate of the person making the AD.



Advance Directive (AD)

‐ Across the globe, different degrees of regulation concerning AD

Advance Directive

Well-regulated: 

US, 15/28 EU, 
Singapore, Australia  

Semi-regulated:

Hong Kong, India, 
Japan, Malaysia

No regulation: 
Mainland China, 

Russia

Advance directive Across Asia, Faculty of Law, The University of Hong Kong 



Advance Directive (AD)

‐ Completion rate remain low worldwide, with a high variability in different countries. 

Country/Region AD rate

The United States 37%

Western European countries 10-20%

Hong Kong 0.5%

Advance healthcare directives of patients. Legislative Council, Hong Kong SAR Government 
Chan CWH, Wong MMH, Choi KC, et al. Prevalence, perception, and predictors of advance directives among Hong Kong Chinese: a population-based survey. Int J Environ Res Public Health. 
2019;16(3):365.



Advance care planning (ACP) 

Advance Care Planning

What you do want to happen

Advance Statement: 
Statement of whishes and 

preferences

What you do not want to 
happen

Advance Directive (AD): 
Advance decisions to refuse 

treatment

Who will speak for you 

Proxy decision-maker 



Proxy decision maker 

‐ A person you choose in advance to make healthcare decisions for you.

‐ Agree to/refuse/withdraw treatment on your behalf. 

How to choose a proxy:

‐ Someone you trust

‐ Someone who is willing and able to make potentially difficult treatment decisions for you

‐ Discuss your values, goals, and preferences about health care in various situations 

‐ Verify that they understand their role

‐ Inform other family and friends of one’s wishes to prevent conflict.



Who and when?

“Advance care planning is a process that supports adults at any age or stage of health in 
understanding and sharing their personal values, life goals, and preferences regarding future 
medical care.”

Everyone should consider an advance care plan, regardless of their age or health.

It can be particularly important:

‐ a life-limiting illness

‐ an advanced chronic illness

‐ at risk of dementia 

‐ anticipated deterioration that may result in a future loss of mental capacity 



Nurse as the ACP facilitator 

‐ Nurse: well-positioned to initiate and facilitate ACP

‐ Good understanding of patients’ physical and mental health 

‐ Most frequent and regular contact with patients and family members

‐ Already acting as a facilitator in the multidisciplinary team and a bridge of 
communication between the team and patient/family



Nurses’ roles and responsibilities in ACP

1. Educator

2. Facilitator3. Advocator



1. Patient Education 





Empathetic listening 

Thomas, K., Lobo, B., & Detering, K. (Eds.). (2017). Advance care planning 

in end of life care. Oxford University Press.

- Decision 
- Documentation 
- Implementation 

- Considering 
- Contemplating 
- Discussing



Dos

‐ Open questions “Can you tell me how things are for you in the past few weeks?” 

‐ Questions with a psychological focus “what are your feelings about being admitted 
into the hospital?” 

‐ Summarizing 

‐ Take health literacy of patients into account

‐ Talk about death and dying in a culturally sensitive manner 

Thomas, K., Lobo, B., & Detering, K. (Eds.). (2017). Advance care planning 

in end of life care. Oxford University Press.



Don’ts 

‐ Leading questions “You seem to be doing very well, aren’t you?”

‐ “Jollying” patients along “Look on the bright side” “Keep positive”

Thomas, K., Lobo, B., & Detering, K. (Eds.). (2017). Advance care planning 

in end of life care. Oxford University Press.



‐ “Ms. A, we must talk about your advance care planning.”

‐ “Ms. A, now that we have discussed your pain I wondered if there was 
anything else you wanted to talk about”

‐ “I wonder if we can discuss what might happen in the future.” 

‐ “I have been wondering if we could talk about if your illness got worse?”

Thomas, K., Lobo, B., & Detering, K. (Eds.). (2017). Advance care planning 

in end of life care. Oxford University Press.



Start with patient’s values and goals, not specific medical interventions 

- What is your understanding of your current health or conditions?

- If your current conditions worsens, what are your goals?

- What are your fears?

- Are there any trade-offs you are willing to make or not?

- What would a good day be like?



Prognosis

‐ Understanding the prognosis is critical to making end of life decisions

‐ Treatment options – risks and benefits of each option

‐ Expected disease trajectory and possible end-of-life decisions

‐ *Diagnosis should never be forced upon the patient*



Physical signs and symptoms of approaching 
death 

‐ Decreased need for food and drink 

‐ Decreased socialization  

‐ Spending more and more time sleeping during the day 

‐ Changes in breathing patterns 

‐ Dream-like experiences 



Palliative care 

‐ Palliative care often interpreted as “waiting to die” 

‐ Holistic care focuses on providing patients relief from pain 
and other symptoms of a serious illness. 

‐ Address their physical, social and spiritual needs and 
improve quality of life for both the patient and the family.

‐ Patients may receive palliative care along with treatment 
intended to cure their serious illness. 



2. Facilitating ACP



Nurse-Led Multidisciplinary Intervention



Nurse-Led Multidisciplinary Intervention

1. Telephone ACP previsit with the nurse navigator 

2. In-person visit with their surrogate decision maker and primary care provider



Nurse-Led Multidisciplinary Intervention

Gabbard J, Pajewski NM, Callahan KE, et al. Effectiveness of a Nurse-Led Multidisciplinary Intervention vs Usual Care on Advance Care Planning for Vulnerable Older Adults in an Accountable Care 
Organization: A Randomized Clinical Trial. JAMA Intern Med. 2021;181(3):361–369.

1. Brief Previsit – Telephone-Based ACP Discussion:

‐ Why ACP is important, health-related goals, things that bring meaning to the 
patient’s life, preferred location of death, health-related concerns, and naming a 
surrogate discussion maker

‐ Scheduling in-person visit

‐ Additional information: ACP packet and a copy of Advance Directive via mail



Nurse-Led Multidisciplinary Intervention

2. In-Person ACP Visits During the Annual Wellness Visit

‐ Additional topics not covered by the nurse navigators

- Disease understanding and prognosis

- Reviewing and/or completing advance directive 

- Whether to use or avoid 5 treatments: resuscitation, mechanical intubation, 
artificial feeding, intravenous fluids, and antibiotics. 

Gabbard J, Pajewski NM, Callahan KE, et al. Effectiveness of a Nurse-Led Multidisciplinary Intervention vs Usual Care on Advance Care Planning for Vulnerable Older 
Adults in an Accountable Care Organization: A Randomized Clinical Trial. JAMA Intern Med. 2021;181(3):361–369.



Nurse-Led Multidisciplinary Intervention

- The nurse-led previsit optimizes time 
spent with the primary care provider.

- As a result, primary care providers were 
able to focus on diseases understanding 
and prognostic awareness.



Let Me Talk Program 

Life Review



Let Me Talk Program 

3 weekly home visits with a presence of a family 
member 

‐ First visit: My stories – experience of illness;

‐ Second visit: My views – values and beliefs 

‐ Third visit: My wishes – personal preferences regarding 
care and treatments 

‐ Personal workbook  

‐ Arrange an AD appointment



Let Me Talk Program 

After six months, the experimental group: 

- a greater increase in dyad consistency regarding various end-of-life care preferences.

- significantly higher rates of completion of ADs and electronic medical record 
documentation of do-not-attempt cardiopulmonary resuscitation orders. 



End-of-life Conversation Games

‐ The game was then played for 60 minutes in 
groups of 4 to 6 participants, using a booklet of 
open-ended questions 

‐ eg, In order to provide you with the best care 
possible, what 3 nonmedical facts should your 
doctor know about you?

‐ Answers typically prompted free-flowing 
conversation.

Van Scoy LJ, Levi BH, Witt P, et al. Association of Participation in an End-of-Life Conversation Game With Advance Care Planning Behavior and Perspectives Among 
African American Individuals. JAMA Netw Open. 2020;3(5):e204315.
Fernandes CS, Lourenço M, Vale BPatient card games in palliative care: integrative review. BMJ Supportive & Palliative Care. Published Online First: 27 October 2021.



Virtual Reality Video in Promoting ACP

‐ Six-minute 360-degree virtual reality video on a 
portable headset. 

‐ First person perspective of a person with COPD

‐ Immersive experience of a typical end-of-life 
journey: ICU, withdrawing LST, hospice care

‐ VR video helped users with better 
understanding of medical scenarios 

Hsieh, W. T. (2020). Virtual reality video promotes effectiveness in advance care planning. BMC Palliative 

Care, 19(1), 1-10.



3. Advocacy

• Individual 

• Institutional and national 



Advocacy (individual)

‐ Clarify information given by physician in lay terms 

‐ Talk to physicians about a patient’s advance directive if it is not being respected 

‐ Support patient’s decision 



What if the patient and family prefer aggressive 
treatments?

*Supporting these decisions is important too*
Explore what “everything possible” means:

‐ Denial of illness or the progression of the illness 

‐ Unrealistic goals

‐ Fear of dying 

‐ Loss of self control 

‐ False hope 

‐ Sense of familial duty 



Advocacy (institutional and national)

‐ Organizational policies 

‐ Legislations 

‐ Operation and management



Nurses’ roles and responsibilities in ACP

1. Patient education

‐ Initiate discussions about end-of-life care and ACP with empathetic listening and 
ACP communication skills. 

‐ Ensure patients understand their prognosis and treatment options. 

‐ Educate patients on the dying process and palliative care. 



Nurses’ roles of responsibilities in ACP

2. ACP facilitator

‐ Facilitate ACP intervention within the multidisciplinary team. 

‐ Identify strategies to overcome barriers in ACP and end-of-life communication (i.e., 
life review, conversation game, VR video). 



Nurses’ roles of responsibilities in ACP

3. Nursing advocacy

‐ Advocate for patients’ rights, health, and safety, and support their decisions. 

‐ Advocate for systematic changes in end-of-life care and ACP. 



Resources 

‐ The Conversation Project – Your Conversation Starter Guide  
(https://theconversationproject.org/)

‐ Five wishes – Guide on advance care planning available in 26 languages 
(http://www.agingwithdignity.org/five-wishes.php)

‐ Respecting Choices – Internationally-recognized, evidence-based program 
established in 2000 addressing process of advance care planning 
(https://respectingchoices.org/)

https://theconversationproject.org/
http://www.agingwithdignity.org/five-wishes.php
https://respectingchoices.org/


Thank you for attending!

‐ We will send you an email in approximately 1 week that will include a link to the 
webinar recording and the process for completing the evaluation to obtain your 
CPD certificate.

‐ Questions? Email us at: education@sigmanursing.org

‐ Sign up for future webinars or view previously recorded webinars at: 
https://www.sigmanursing.org/learn-grow/education/sigma-webinars

mailto:education@sigmanursing.org
https://www.sigmanursing.org/learn-grow/education/sigma-webinars















