
Advance Care Planning Definitions

	Advance Care Planning
	Advance care planning is a process of discussion between an individual, their care providers, and often those close to them, about future care
This discussion can start at any stage in life and can be as brief or as detailed as the individual wishes.

The aim of this process is to identify, review and agree goals of treatment and/or care. Advance Care Planning can encompass some or all of the elements listed below.  

	Powers of Attorney 
	A power of attorney is an authority given by an individual to another person(s) to deal with aspects of their affairs. This could relate to financial/property matters or personal welfare or both.  

Powers relating to the patient's financial /property affairs are known as "continuing powers" and may be given with the intention of taking effect immediately and continuing upon the patient’s incapacity or beginning on the incapacity of the patient.  

Welfare powers cannot be exercised until such time as the patient has lost the capacity to make these decisions.

	Guardianship Order
	A guardianship order is a court appointment which authorises a person to take action or make decisions on behalf of an adult with incapacity.

	Advance Statement


	An ‘advance statement’ is a a written record or verbal communication of how the patient would like and would not like to be treated. It may contain a number of elements: 

· Information regarding aspects of the person’s life that are important to them e.g. spiritual / philosophical beliefs, preferences, dislikes etc. This is sometimes called a ‘statement of values’. 
· Identification of preferences and priorities for future care e.g. to be cared for at home if possible. This may be described as a ‘statement of wishes’. 
· An advance decision regarding refusal of particular treatments e.g. cardiopulmonary resuscitation. In Scotland this is often referred to as an ‘advance directive to refuse treatment’.
· It may also indicate who the patient would wish to be consulted if a treatment decision needs to be made and the patient is incapacitated. However the named individual has no powers to make decisions unless a welfare power of attorney is legally granted.  

In England and Wales advance decisions to refuse treatment that meet stringent requirements are legally binding under The Mental Capacity Act (2005). This makes these advance decisions quite distinct from the other aspects of an advance statement which should be taken into account but are not legally binding. This may well also be the law in Scotland although it is not possible to state this with certainty.

The Adults with Incapacity Act (2000) states that cognizance should be taken of the patient’s past wishes when the patient loses capacity.

The Mental Health (Care and Treatment) (Scotland) Act 2003 recognizes advance statements in law. These are limited to treatments for the patient’s mental disorder.

	Thinking ahead and making plans
	Thinking ahead and making plans is the Gold Standards Framework template that patients can use to record their wishes and/or prompt conversations, or record conversations with health care professionals.  

	Advance Decision 
	An advance decision, which specifically refuses particular treatments or categories of treatment for example artificial feeding, mechanical ventilation, resuscitation. 

In England and Wales the Advance Decision is known as an Advance Decision to Refuse Treatment.   This is previously known as an Advanced Directive or Living Will or Advance Healthcare Directive.

	Anticipatory Care Plan


	A plan that anticipates significant changes in a patient (or their care) and describes action, which could be taken, to manage the anticipated problem in the best way.   It is used by healthcare professionals to record decisions agreed with patients about their anticipated care needs and wishes.  These discussions should include family/carers/representatives whenever possible.

	Supportive and Palliative Action Register
	A system that has been developed in NHS Greater Glasgow and Clyde for recognising the changing palliative care needs of residents in care homes and prompting discussions and decision making regarding anticipatory care plans, DNACPR, Liverpool Care Pathway for the Dying etc.

	Gold Standards Framework Scotland
	A framework that is used in primary care to improve communication and co-ordination of care within the primary care team by aiding proactive planning and raising the profile of carer support.

	Self management plan
	Is a plan agreed between the patient and the healthcare professional on how to live well with their condition.   It may include the actions that patients and/or their carers should take ie,  “what to do when….” type of statements.  Often used for patients with long-term conditions.

	Liverpool Care Pathway 
	The LCP is an integrated care pathway and evidence based tool recommended to be used when, following assessment, a person is thought to be in the in the last few days of life.

	Palliative Care Summary
	This is a summary of a patient and carer’s current condition and needs that is initiated in primary care to communicate to the Out of Hours service, should they require to have contact with the patient/carer.  The term Palliative Care Summary (sometimes called an Out of Hours summary) applies to either to a paper or electronic version.



	Registered Nurse Verification of Expected Death
	A formal document that is used, in instances where the death is anticipated, to plan care for the deceased by authorising Registered Nurses to verify the death of the patient.



