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Policy Statement 
This organisation seeks to ensure that Advance Care Planning is a service that meets and supports 

the needs of its residents, their families and the wider community. Ours is an ageing society in 

which the dying phase is being extended and in many cases being entered into imperceptibly. 

Key factors such as family structures, different models of family life mean that services at the 

end of life are often provided by social care providers. This policy clarifies how we will work in 

conjunction with multi-agency partners to ensure that we play our part when required to deliver 

quality, person-centered Advance Care Planning. 
 

OVERVIEW 

The document is designed to help service user think ahead and to practically help him or her 

make any arrangements or decisions in advance of a crisis. The service user should talk through 

the issues raised with a friend, family, doctor or nurse involved in his or her care. This will help 

the service user to be clear in his or her decision-making and also ensures family and 

professionals are more aware of individual’s wishes and concerns. For some, a useful part of the 

whole process is to have a discussion about the future. There may be certain areas of discussion 

about the future that are more relevant at any one time. It may be appropriate to come back to 

the other sections at a later date. The document is formed of four sections: 

1. Preferred Priorities for Care – service user’s advanced wishes 

2. Putting service user’s affairs in order and making a will 



3. Appointing someone to make decisions on behalf of the service user in the future, will. There 

are two types of LPA 

 

 

 

 

 A property and affairs LPA - such a person can make decisions about financial matters 

e.g. selling person’s house, or managing his or her bank account. 

 A personal welfare LPA - such a person(s) can make decisions about individual’s health 

and personal welfare e.g. where the person should live, day-to-day care or having 

medical treatment. A personal welfare LPA will only take effect when an individual 

lacks the capacity to make decisions. 

4. Writing an advance decision (to refuse a treatment) 
 

Advance Care Planning (ACP)  

is a process of discussion between an individual and their care provider irrespective of discipline. 

The difference between ACP and more general planning is that the process of ACP is to make 

clear a person’s wishes and will usually take place in the context of an anticipated deterioration 

of the individual’s condition. It is recommended that with the individual’s agreement this 

discussion is documented, regularly reviewed and communicated to key persons involved in their 

care. The philosophy of ‘hoping for the best but preparing for the worst’ enables a more proactive 

approach. 
 

Key principles:  

 The ACP process is voluntary and should not be a result of external pressure 

 ACP must be a person-centred dialogue over a period of time. 

 The process of ACP is a reflection of society´s desire to respect personal autonomy. The 

content of any discussion should be determined by the individual concerned. The 

individual may not wish to confront future issues; this should be respected. 

 The result of ACP process may be a statement of individual’s preferences, beliefs and 

values. This may include a choice for a preferred place of care 

 All health and social care staff should be open to any ACP discussions instigated by an 

individual 

 Discussions focused on the views of the individual although they may make a request for 

a carer, friend, partner or relative to be involved 

 ACP requires that the individual has the capacity to discuss and understand the options 

available to them and agree what is then planned 

 Should and individual wish to make an ‘Advanced decision to Refuse Treatment’ 

(ADRT) this should be done if the individual has capacity (refer to the table overleaf) 

 The wishes expressed during ACP are not legally binding but should be taken into an 

account when professionals are required to make a decision on a person’s behalf 

 If there is no record of ACP or ADRT then decisions will be made in a person’s Best 

Interest 

 All health and social care staff should be open to any discussion which may be instigated 

by an individual and know how to respond to their questions. 

 Health and social care staff should instigate ACP only if in the context of professional 

judgement that leads them to believe it is likely to benefit the care of the individual. The 

discussion should be introduced sensitively. 

 Staff will require the appropriate training to enable them to communicate effectively and 

to understand the legal and ethical issues involved. 

 Staff need to be aware when they have reached the limits of their knowledge and 

competence and know when and from whom to seek advice. 

 Discussion should focus on the views of the individual, although they may wish to invite 

their carer or another close family member or friend to participate. 



 Some families may have discussed the issues and would welcome an approach to share this 

discussion. 

 

 

 

 

 Confidentiality should be respected in line with current good practise and professional 

guidance. 

 Health and social care staff should be aware of and give a realistic account of the support, 

services and choices available in the particular circumstances. This should entail referral 

to an appropriate colleague or agency when necessary. 

 The professional must have adequate knowledge of the benefits, harms and risks associated 

with treatment to enable the individual to make an informed decision. 

 Choice in terms of place of care will influence treatment options, as certain treatments may 

not be available, e.g. chemotherapy or intravenous therapy. Individuals may need to be 

admitted to hospital for symptom management or may need to be admitted to a hospice or 

hospital because support is not 

 ACP requires that the individual has the capacity to understand, discuss options available 

and agree on what is then planned. The agreement should be documented. 

 Should an individual wish to make a decision to refuse treatment (advance decision) they 

should be guided by a professional with appropriate knowledge and this should be 

documented to the requirements of the MCA 2005. 

 

PREFERRED PRIOROTIES FOR CARE 

How did the Preferred Priorities for Care Plan develop? 

The Preferred Priorities for Care Plan (PPC) – formerly known as the Preferred Place of Care 

Plan – was originally developed from the Palliative Care Education Programme as part of the 

Cancer Plan in 2000. 
 

The Cancer Plan acknowledged that support for patients living at home with advanced cancer 

was often poorly coordinated and, sometimes, was not available 24 hours a day. It also 

acknowledged that many cancer patients did not want to die in hospital or in a hospice but 

actually wanted to die in their own home (or their own care home) surrounded by their loved 

ones, friends and possessions.  
 

The principal that people should be able to live and die in the place of their choice wherever 

possible became the driving rationale behind the PPC project. 

 

What exactly is the PPC? 

The PPC is a document that a patient or service user holds and takes with them if they receive 

care in different places. It has space for the person’s thoughts about their care and the choices 

they would like to make, including saying where they would want to be when they die. The tool 

also includes guidance reference sheets for the patient, carers and staff explaining the use of the 

PPC. 
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THE DIFFERENCE BETWEEN GENERAL CARE PLANNING AND DECISIONS MADE IN ADVANCE 

 





 
 

 

 



 

 
 

Most people who live in their own home, if given a choice, prefer to die there if they have sufficient 

support. In a similar way, most people who live as residents in care homes choose to die in the 

home. This tool makes  

their choice explicit.  
 

Information about choices, and who might be involved in their care, are key elements of the PPC, 

so that any doctors, nurses or care staff can read about what matters to the individual, thereby 

ensuring continuity of care.  
 



The document also provides an opportunity to record:  

 the person’s thoughts about their care, their choices and preferences 

 a family profile and needs 

 the services that are available locally and how to access them 

 changes in care needs. 

The authors of the PPC recommend that the form is introduced to a person by the clinician most 

closely associated with them, often a community nurse or a member of the nursing or care team. 

Individuals can initiate the PPC at any time and this will help staff follow their wishes in 

making best interest decisions if the individual loses capacity towards the end of their life. 

People can obtain a form themselves and fill it in, and may arrive at a hospital, hospice or care 

home with their PPC already completed.  

 

Is the PPC advocated in the new End of Life Care Strategy? 

Yes. The PPC is a nationally accredited tool for use with people who require end of life care. 

Its use is recommended in the NICE (National Institute for Clinical Excellence) Guidance on 

supportive and palliative care for adults with cancer, and in the Building on the best: end of 

life care initiative, published by the Department of Health.  

 

Building on the best suggested that the success of the initiative in reaching non-cancer patients 

will depend on increasing the use of the Liverpool Care Pathway, Gold Standards Framework 

and the PPC in District General Hospitals, Primary Care and Care Homes resulting in: 

➢ greater choice for patients in where they wish to live and die 

➢ decrease in number of emergency admissions of patients who wish to die at home 

➢ decrease in the number of older people transferred from a care home to hospital in the 

last week of life. 

 

The PPC was included in the original NHS End of Life Care programme and has also been 

included in the new End of Life Care Strategy as one of the three key tools alongside the 

Liverpool Care Pathway and the Gold Standard Framework accreditation.  

 

How is the PPC implemented? 

Copies of the PPC are available in a PDF format which are printed and given to individual 

service users. These can be downloaded from the PPC website at: 

www.endoflifecareforadults.nhs.uk. The PPC is currently being piloted in this home.  
 

ADVANCE CARE PLANNING 

In recent years a significant number of new initiatives have been started in hospitals, hospices, 

care homes and in the community to improve care for those who are near to end of life. One of 

these, which has been strongly advocated by the Department of Health End of Life Strategy, 

involves the use of Advance Care Planning.  

What is Advance Care Planning? 

In care homes for the elderly, nursing homes, hospitals, hospices and in the community, many 

people are well aware that death is a reality and may be not far away, particularly if they are ill 

or infirm or have a terminal illness. For such people it is therefore quite appropriate for doctors, 

nurses and care staff to raise the subject of end of life when conducting a needs assessment or 

when preparing or modifying a care plan for a particular patient or resident.  
 

Some people will be especially happy to discuss this aspect of their care and will be grateful that 

they have been able to specify their wishes. Others will not wish to think about their death beyond 

giving details of next of kin or specifying funereal preferences. 
 

Advance care Planning is defined in the NHS End of Life Care Programme as: 

 

http://www.endoflifecareforadults.nhs.uk/


A process of discussion about end of life between an individual and their care providers 

irrespective of discipline.  

 

Advance Care Planning is entirely appropriate for use with all service users, including for those 

with mental capacity issues such as people with dementia.  It should include family and friends 

and all discussions should be documented, regularly reviewed and communicated to key persons 

involved in the care of the individual. 
 

Discussions might include: 

➢ The individual’s concerns, fears and hopes. 

➢ Their important values or personal goals for care and for life. 

➢ Their understanding about their illness and prognosis as well as particular preferences 

for types of care or treatment that may be beneficial in the future. 

➢ Treatments that they do not want in the future. 

When discussing such issues staff should be careful to remain sensitive and respectful. The 

following points should be considered: 

➢ A record should be made that the topic has been raised so that the same questions need 

not be asked again. 

➢ The subject should be dropped if the person does not want to talk about it — the fact that 

it has been raised will make it easier for them to return to it at a later date if they wish to 

do so. 

➢ Details such as preferred funeral arrangements should be recorded. 
 

One of the problems identified in current end of life care in many environments, including many 

care homes and hospitals, is that end of life is not mentioned, and in some cases even avoided. 

There is a reticence on the part of staff to discuss things that may be ‘uncomfortable’ or 

‘depressing’ and so end of life planning just does not happen, or is left to the individual 

themselves and their families.  
 

This is at direct variance with the approach taken in a hospice, for instance, where end of life 

care planning is explicitly carried out as part of the structured programme of care.  
 

In all cases the approach taken should be sensitive and respectful of individual feelings and 

needs. 
 

 Advance care planning (ACP) is a voluntary process of discussion about future care between 

an individual and their care providers. If the individual wishes, their family and friends may 

be included. It is recommended that with the individual’s agreement this discussion is 

documented, regularly reviewed, and communicated to key persons involved in their care1. 

An ACP discussion includes: 

 the individual’s concerns and wishes 

 their important values or personal goals for care 

 their understanding about their illness and prognosis 

 their preferences and wishes for types of care or treatment that may be beneficial in the 

future and the availability of these 

 If an individual wishes, ACP may be an integral part of the care and communication process 

and of their regular care plan review. The difference between ACP and care planning more 

generally is that the process of ACP will usually take place in the context of an anticipated 

deterioration in the individual’s condition in the future, with attendant loss of capacity to 

make decisions and/or ability to communicate wishes to others. 

 A record of advance care planning discussions is documented in the Care Plan. Interviews 

and recording of discussions, are achieved by using an open question style of dialogue 

 For individuals with capacity it is their current wishes about their care which needs to be 

considered. Under the MCA of 2005, individuals can continue to anticipate future decision 

making about their care or treatment should they lack capacity. In this context, the outcome 



of ACP may be the completion of a statement of wishes and preferences or if referring to 

refusal of specific treatment may lead onto an advance decision to refuse treatment (Chapter 

9 MCA 2005 Code of Practice). This is not mandatory or automatic and will depend on the 

person’s wishes. Alternatively, an individual may decide to appoint a person to represent 

them by choosing a person (an ‘attorney’) to take decisions on their behalf if they 

subsequently lose capacity (Chapter 5 MCA 2005 Code of Practice) 

 A statement of wishes and preferences is not legally binding. However, it does have legal 

standing and must be taken into account when making a judgement in a person’s best 

interests. Careful account needs to be taken of the relevance of statements of wishes and 

preferences when making best interest decisions (Chapter 5 MCA 2005 Code of Practice). 

 If an advance decision to refuse treatment has been made it is a legally binding document if 

that advance decision can be shown to be valid and applicable to the current circumstances. 

 If it relates to life sustaining treatment it must be a written document which is signed and 

witnessed. In all cases, an individual’s contemporaneous capacity must be assessed on a 

decision-by decision basis. An individual may retain the ability to make a simple decision 

but not more complex decisions (Chapter 4 MCA 2005 Code of Practice). 

 ACP may be instigated by either the individual or a care provider at any time not necessarily 

in the context of illness progression but may be at one of the following key points in the 

individual’s life: 

 Life changing event, e.g. the death of spouse or close friend or relative 

 Following a new diagnosis of life limiting condition e.g. cancer or motor neurone 

disease 

 Significant shift in treatment focus e.g. chronic renal failure where options for treatment 

require review 

 Assessment of the individual’s needs 

 Multiple hospital admissions 

 Sometimes people will want to write down or tell others their wishes and preferences for 

future treatment and care, or explain their feelings or values that govern how they make 

decisions. Statements of wishes and preferences or documented conversations the person has 

had with their family or other carers may be recorded in the person’s notes. A statement of 

wishes and preferences can be of various types, for example: 

 A requesting statement reflecting an individual’s aspirations and preferences. To help 

health and social care professionals identify how the person would like to be treated 

without binding them to that course of action if it conflicts with professional judgment. 

 A statement of the general beliefs and aspects of life which an individual values. 

 This might provide a biographical portrait of the individual that subsequently aids 

deciding his/her best interests. 

 Statements of wishes and preferences can include personal preferences, such as where 

one would wish to live, having a shower rather than a bath, or wanting to sleep with the 

light on.  

 Sometimes people may wish to express their values e.g. that the welfare of their spouse 

or children is taken into account when decisions are made about their place of care. 

 Sometimes people may have views about treatments they do not wish to receive but do 

not want to formalise these views as a specific advance decision to refuse treatment. 

These views should be considered when acting in a person’s best interests but will not 

be legally binding.  

 A statement of wishes and preferences cannot be made in relation to any act which is 

illegal e.g. assisted suicide. 
 

What is a Statement of Wishes and Preferences? 

A ‘Statement of Wishes and Preferences’ is a general term used in the NHS End of Life Care 

Programme to describe a range of written and oral expressions which relate to an individual’s 

wishes or preferences for their future end of life care, or the feelings, beliefs and values that 

govern those decisions.  



 

A Statement of Wishes and Preferences is distinct form an Advance Decision (also known as an 

Advance Statement, a Advance Directive or a ‘living will’).  
 

An Advance Decision usually relates to a specific refusal of medical treatment and can specify 

circumstances. It only comes into effect when person has no mental capacity to give or refuse 

treatment and it is legally binding.  
 

In contrast, a Statement of Wishes and Preferences is much more general in nature, often 

referring to vague feelings, fears, hopes and aspirations. In addition, such statements may cover 

both medical and non-medical matters and they are not legally binding. 
 

The advance care plan will be a statement of the person's wishes and preferences about the type 

of care they wish to receive, and possibly an advance decision to refuse specific treatment and/or 

to appoint an individual to make treatment decisions on their behalf if they are unable to do so 

for themselves. 
 

Thus, for example, a care home resident with dementia may well have the following 3 elements 

all at the same time and supporting each other: 

➢ A Statement of Wishes and Preferences.  

➢ An Advance Decision.  

➢ A lasting Power of Attorney appointed to make decisions on their behalf if they 

subsequently lose capacity.  
 

There is no right time to complete a Statement of Wishes and Preferences. Sometimes a person 

his or her self may bring it up but often it takes a health care professional or a trained member 

of staff in a care home or hospital to recognise it might be time.  

How should the Statement be documented? 

The advance care plan, and the Statement of Wishes and Preferences if different, should be 

carefully recorded in the persons notes. The patient or resident concerned must agree to the 

disclosure and should be able to check and agree the content of the record. The record must be 

accessible to the individual and subject to review and revision.  

 

The advance care plan should be available to all relevant services, including out-of-hours and 

emergency services, to ensure care is in accordance with the plan from all of these at all times of 

day and night. In this respect coordination of the relevant services is a vital aspect of care as lack 

of coordination can lead to a person dying in a place or manner not of their choosing. 

What are the benefits of Advance Care Planning? 

Advance care planning has many benefits. Advance care planning and the making of statements 

of wishes and preferences actually give both staff and patients or residents with dementia 

permission to talk about dying. They allow conversations to take place which might otherwise 

go unsaid, giving the opportunity for the person’s beliefs, values and choice to be taken into 

consideration. Above all it reaffirms a sense of control for the person with dementia that disease 

may otherwise remove, giving them peace of mind that their wishes and preferences have been 

stated and noted.  

 

ADVANCE DECISION TO REFUSE TREATMENT (ADRT) 

 

What are advance decisions? 

An advance decision, also sometimes called an advance directive or a ‘living will’, is a decision 

made by a person about their future healthcare treatment in case there comes a time when they 

no longer have the capacity to make such a decision. In such cases the advance decision, where 

properly made and valid, should be acted upon by doctors, nurses and families and carers.  
 



Advance decisions typically involve a decision about whether or not to continue accepting 

certain treatments. In these cases they are sometimes referred to as advance decisions to refuse 

treatment.  
 

In the past advance decisions had an uncertain legal status but they have been given legal 

recognition by the Mental Capacity Act 2005. This Act creates statutory rules with clear 

safeguards so that people may make a decision in advance to refuse treatment if they should lack 

capacity in the future.  
 

In some cases the advance decision will be made in the context of a lasting power of attorney, 

where the person appoints a person or persons to act on their behalf should they lose mental 

capacity. It is important to note, however, that a person with lasting power of attorney does not 

have the right to refuse what is referred to as ‘life-sustaining’ treatment unless this is clearly 

specified in the power of attorney or in a valid advance decision.  
 

A valid advance decision has the same legal status as a refusal of treatment by a person who has 

mental capacity. In such cases the treatment cannot lawfully be given, and if it were a doctor or 

nurse might face civil liability or criminal prosecution. 
 

Why might an advance decision be necessary? 

A person who is nearing the end of life, or who has a terminal or serious illness, may be aware 

that there might come a time when they will no longer be able to make a decision for themselves. 

This may be due to illness, or treatment, or conditions such as dementia. In other cases it may be 

merely because death is near. In such cases it is possible for that person to make a decision in 

advance that will be binding in the future even if they lose their mental faculties. It may bring 

them considerable peace of mind to know that their wishes will be respected.  

 

What can an advance decision include? 

An advance decision enables a mentally competent adult to make advance care and treatment 

decisions in the event of their losing their capacity or being unable to communicate at some 

time in the future.  
 

Many advance decisions involve a decision not to have a particular type of treatment. If an 

advance decision involves refusing ‘life-sustaining’ treatment then it should be put in writing 

and witnessed. Otherwise, advance decisions can be verbal if there is sufficient evidence that 

they are valid. However, in general it is always best for a person wishing to make an advance 

decision to do so in writing and to have the decision communicated to their families, carers, care 

teams and to their GP. A written decision helps to avoid any doubt and makes things clear.  
 

Advance decisions are more common than they once were due to the fact that advance care 

planning is now more common and may involve a person making specific requests about their 

end of life care, for example requesting that no attempt is made to resuscitate them.  
 

Individuals are entitled to decide whether they want to refuse treatment in advance but there is 

no obligation for them to do so and no pressure should be brought on them to complete one. 

Some people choose to make advance decisions while they are still healthy, even if they are not 

ill. Others may think of an advance decision as part of their preparations for growing older 

(similar to making a will) or they might make an advance decision after they have been told they 

have a specific terminal disease or condition. However, many people will prefer not to make an 

advance decision and instead will prefer to leave care professionals and doctors to make 

decisions for them in their best interests at the time a decision needs to be made.  
 

Others choose to make a lasting power of attorney arrangement which allows a trusted family 

member or friend to make personal welfare decisions on their behalf if they ever lose capacity 

to make those decisions themselves. 



 

Are there limitations on what can be included in an advance decision? 

An advance decision cannot be used by someone to ask for their life to be ended, to try to force 

doctors to act against their professional judgement or ethical codes, or to nominate someone 

else to decide about treatment on their behalf. It also cannot be used to request a specific 

treatment.  

 

What if there is no advance decision? 

Where no advance decision or ‘living will’ has been made then in cases where the person loses 

mental capacity, due to illness or because they are near death, decisions will be made for them 

in their best interests by the doctors and professionals involved in their care.  

 

What does the Mental Capacity Act say about advance decisions? 

The Mental Capacity Act 2005, which became law on 1 April 2007, introduced a new law about 

advance decisions to refuse treatment. It places doctors, nurses, health and social care staff and 

care home managers under a duty to support people with impaired mental capacity so that they 

can make their own decisions about the health and social care that they receive. Patients and 

residents needing such support might include those with dementia, those with learning 

difficulties, those near the end of life and those with a terminal condition. 

 

Under the Mental Capacity Act an advance decision is one that enables someone aged 18 and 

over, while still capable, to refuse specified medical treatment for a time in the future when they 

may lack the capacity to consent to or refuse that treatment. Under the Act, care professionals 

will be protected from liability if they: 

 stop or withhold treatment because they reasonably believe that an advance decision 

exists, and that it is valid and applicable 

 treat a person because, having taken all practical and appropriate steps to find out if the 

person has made an advance decision to refuse treatment, they do not know or are not 

satisfied that a valid and applicable advance decision exists. 

 The Act states that if the advance decision refuses life-sustaining treatment, it must: 

 be in writing (it can be written by a someone else or recorded in the patients or resident's 

notes) 

 be signed and witnessed 

 state clearly that the decision applies even if life is at risk. 

 

When is an advance decision considered valid? 

The legal status of an advance decision can be disputed. Where it was made while the person 

clearly had all their mental faculties, is in writing and is properly witnessed, then the validity 

may be clear.  According to the Mental Capacity Act 2005 to be valid an advance decision 

needs to: 

 be made by a person who is 18 or over and has the capacity to make it 

 specify the treatment to be refused (it can do this in lay terms) 

 specify the circumstances in which this refusal would apply 

 not have been made under the influence or harassment of anyone else 

 not have been modified verbally or in writing since it was made. 

An advance decision refusing life-sustaining treatment needs to: 

 be in writing 

 be signed and witnessed (if it is signed by someone else at the person’s direction the 

witness must confirm the signature only and not the content) 

 include an express statement that the decision stands 'even if life is at risk'. 

 If the status of the advance decision is less clear then to establish whether it is valid and 

applicable, care professionals must try to find out if the person: 

 has done anything that clearly goes against their advance decision 

 has withdrawn their decision 

 has subsequently conferred the power to make that decision on an attorney, or 



 would have changed their decision if they had known more about their current 

circumstances or current options – advance decisions may sometimes refer to older 

treatments which have been replaced by new drugs or treatments which may have been 

acceptable. 

 

When might an advance decision not be followed? 

Under the Mental Capacity Act 2005 care professionals must follow an advance decision if it 

is valid and applies to the particular circumstances. If they do not, they could face criminal 

prosecution or civil liability. 

 

However, a doctor might not act on an advance decision if: 

 the person has done anything clearly inconsistent with the advance decision which affects 

its validity (for example, a change in religious faith) 

 the current circumstances would not have been anticipated by the person and would have 

affected their decision (for example, a recent development in treatment that radically 

changes the outlook for their particular condition) 

 the statement is not clear about what should happen 

 the person has been treated under the Mental Health Act 

 A doctor can also treat if there is doubt or a dispute about the validity of an advance 

decision and the case has been referred to the Court of Protection. 

 If there is any doubt about whether an advance decision refusing medical treatment is 

legally binding, doctors should first refer to a consultant and then consider taking legal 

advice. 
 

Best interest decision: 

Under the MCA, anybody making a decision about the care or treatment of an individual, who 

has been assessed as lacking the capacity to make that decision for himself, will be required to:  

 take any statement of wishes and preferences into account when assessing that person’s best 

interests.  

 when assessing best interests should include making reasonable efforts to find out what a 

person’s wishes, preferences, values and beliefs might be. This is likely to involve 

contacting the person’s family or other care providers. They may be able to advise whether 

any statements of wishes or preferences exists or for help in determining that person’s 

wishes. This will not always be possible, e.g. if an individual is admitted as an emergency, is 

unconscious and requires rapid treatment. 

 Not make any judgement using the professional’s view of the individual’s quality of life 

 Consider all relevant circumstances and options without discrimination 

 Not be motivated by a desire to bring about an individual’s death 

 Consult with family partner or representative as to whether the individual previously had 

expressed any opinions or wishes about their future care e.g. ACP 

 Consult with the clinical team caring for the individual 

 Consider any beliefs or values likely to influence the individual if they had capacity 

 Consider any other factors the individual would consider if they were able to do so 

 Consider the individual’s feelings 

 

 

PROCEDURE ON ADRT 

1. Where a service user has lost competence but has a valid and applicable Advance Directive 

refusing specific treatment this must be respected. Although these are often presented as 

formal documents it is not necessary for the refusal to be in writing in order to be valid. In 

order for the advance refusal to be valid the service user must have been competent when 

it was made, must have been acting free from coercion and must have been offered 

sufficient accurate information to make an informed decision. The service user must also 



have envisaged the type of situation that has subsequently arisen. If there is any doubt as 

to the validity of an Advance Directive or advance refusal, legal advice should be sought. 
 

2. The essential points for health professionals to look out for when provided with a written 

advance directive or living will are as follows: 

 The full name of the service user.  

 The service user’s full address  

 The name and address of the General Practitioner of the service user.  

 Whether advice was sought from health professionals in drafting the advance 

directive.  

 A valid signature for the service user.  

 The dates when the advance directive was drafted and reviewed.  

 A clear statement of the service user’s wishes.  

 The name, address and telephone number of a nominated person, if the service user 

has one.  
 

3. Where an unknown or incapacitated service user presents for treatment reasonable checks 

should be made concerning the validity of any directive refusing life prolonging treatment. 

In all cases, it is vital to check that the directive presented is that of the service user being 

treated and has not been withdrawn.  
 

4. If the situation is not identical to that described in the advance directive, treatment provided 

may still be guided by the general spirit of the directive if this is evident. It is advisable to 

contact any person nominated by the service user as well as the General Practitioner to 

clarify the service user’s wishes. However, no person can give or withhold consent on 

behalf of another adult. If there is doubt as to what the service user intended, the health 

professionals must act in accordance with the best interests of the service user. The advice 

of the senior clinician should be sought. It may also be necessary to seek legal advice 
 

5. If an incapacitated person is known to have had sustained and informed objections to all 

or some treatment, even though these have not been formally recorded, health professionals 

may not be justified in proceeding. This applies even in an emergency. If witnessed and 

made at a time when the service user was competent and informed, such objections may 

constitute an oral advance directive. Health professionals will need to consider how much 

evidence is available about the service user’s decisions and how convincing it seems. All 

members of the healthcare team can make useful contributions to this process. Again, the 

advice of the senior clinicians should be sought and it may be necessary to seek legal 

advice. 
 

5. Emergency treatment should not be delayed to look for an advance statement or refusal if 

there is no clear indication that one exists 
 

6. The BMA Code of Practice on Advance Statements about Medical Treatment states that 

service users should not be allowed to refuse basic care in advance or instruct others to 

refuse it on their behalf. ‘Basic Care’ is defined in the Code of Practice as including warmth 

shelter, pain relief, management of distressing symptoms such as breathlessness and 

vomiting and hygiene measures such as management of incontinence. The Code does, 

however, recognise that where a refusal of all interventions is valid, only those measures 

which are essential for service user comfort can be given. In the event that a service user 

seeks to refuse basic care, whether in person or through an Advance Directive, further 

guidance should be sought from a senior clinician and it may also be necessary to seek 

legal advice.  
 

7. In the absence of any indication of the service user’s wishes there is a common law duty 

to give appropriate treatment to incapacitated service users when the treatment is clearly 

in their best interests.  

 

 



GUIDANCE ON HOW TO DISCUSS DNACPR ORDERS WITH SERVICE USERS 
 

In the case of a mentally competent service user the decision not to resuscitate should be 

discussed with the service user unless this is deemed inappropriate by the medical staff. When 

the service user is mentally competent, a discussion with relatives/carers should only take place 

with the individual’s permission. If the service user is mentally incompetent, discussion with 

relatives/carers should take place subject to consideration of the individual’s current or previous 

wishes. Due regard should be given to service user confidentiality at all times. If there is an 

advanced directive, this should be considered. Whilst discussion with relatives is important, the 

final decision regarding resuscitation is a medical one based upon the individual’s best interests, 

save where there is a valid advanced directive. Good communication is paramount. The service 

user should be given as much information as possible about the CPR procedure and possible 

outcomes.  

 

Clinical staff often fear undertaking such discussions but, when carefully done, the service user 

is rarely distressed. Many service users have strong views and are relieved that staff have raised 

these issues. Such discussions should improve, not detract, from a healthy trusting relationship. 

It may be appropriate to initiate any discussion with a general question as to whether the service 

user has any particular view or concerns about their illness and its treatment. They might also be 

asked as to whether they have ever completed an advance directive/living will. Giving them the 

opportunity to discuss things, if they wish, is very different from a doctor or nurse determined 

agenda.  
 

1. Decide whether a discussion about resuscitation is appropriate.  

a) When to discuss a DNACPR order:  

 If a mentally competent service user indicated he/she wishes to discuss CPR.  

 If CPR is thought to have some chance of success in a mentally competent 

service user who is perceived to have a poor quality of life.  

 When the basis of a DNACPR decision is the absence of any likely medical 

benefit, discussion should aim at securing an understanding and acceptance 

of the clinical decision that has been reached. This would involve discussing 

for example palliative management and overall prognosis.  

b) When not to discuss a DNACPR order:  

 If discussion is likely to be detrimental to the service user’s wellbeing e.g. if 

the service user is depressed. 

 If a mentally competent service user indicates he/she does not want the 

discussion.  

 If a service user is deteriorating such that he/she is in the dying phase of their 

illness.  
 

2. Setting - Ensure sufficient privacy and that those whom the service user wants to be 

involved are present. Do not stand above the service user. If the service user does not mind, 

it is often helpful to have a member of the nursing staff present. They often help with 

questions, support and reinforcement after the staff have left. 
 

3. Raising the topic One suggestion: “We would like to discuss with you what you would 

want us to do if you become too sick to talk with us.” “One important issue is the question 

of resuscitation. Although it is unlikely to happen, we need to consider what we should do 

if your heart should stop.” “Some people have strong views about how much treatment 

they should receive if they become very sick – I wonder if you have ever thought about 

this.”  
 

4. Timing Shortly after a diagnosis is not normally a good time to discuss treatment 

limitation, although it may be necessary. The discussion is probably best done when the 

diagnosis and prognosis are clear and when the service user has come to terms with their 

diagnosis.  
 



5. Seek to establish the service user understanding of the current situation, the nature of 

resuscitation, its likely outcome and his or her expectations and desires. Service users and 

families often have unrealistic expectations of the value of resuscitation. 
  

6. Provide information on CPR in lay terms and check understanding. The rate of delivery 

of information should be judged from the individual service user’s response and 

understanding. Give the service user the information leaflet (appendix 1) for further 

reference.  
 

7. Provide an explicit recommendation if that is what the service user wants although 

making the basis of your recommendations clear. “My opinion may be different from what 

you want us to do. That is why I am talking to you about this.” 
 

8. Try to understand:  

 the individual’s views  

 the individual’s values which inform those views  

 their scope of application (e.g. what treatments they relate to).  
 

9. Record the individual’s views, values and scope in care notes.  
 

10. Discuss decisions about CPR in the positive context of supportive care. Many service users 

fear abandonment and pain more than death. Clinical staff need to emphasise which 

treatments are still actively being pursued, plans to visit regularly, control pain and provide 

other measures for ensuring comfort. It is important to separate the decision not to 

resuscitate from decisions about other healthcare. 
 

11. The decision to attempt resuscitation (or not) is not set in stone and can change over time 

dependant upon the circumstances. 

 

LASTING POWER OF ATTORNEY (LPA) 

A lasting power of attorney (LPA) is a legal document that lets a person (known as the donor) 

appoint someone they trust as an ‘attorney’ to make decisions on their behalf should they lose 

the mental capacity to make decisions for themselves at a later date. Many people with dementia 

choose to put such an arrangement in place and in this way the person can have peace of mind 

that their affairs are in the hands of a person that they can trust to honour their decisions and 

wishes. The power of LPA was introduced by the Mental Capacity Act 2005. 

 

The MCA 2005 provides the statutory framework to enable adults with the capacity to 

document clear instructions about the refusal of specific medical procedures should they lack 

capacity in the future. 

 

A LPA can be drawn up at any time while a person still has capacity. However, it has no legal 

standing until it is registered with the Office of the Public Guardian. 

The only necessary condition when drawing up an LPA is that the person concerned is in full 

charge of their mental faculties and able to make the decision themselves. 
 

Types of LPA 

There are two types of LPA: 

➢ A property and affairs LPA allows a person to choose someone to make decisions about 

how to spend their money and the way their property and affairs are managed. 

➢ A personal welfare LPA allows a person to choose someone to make decisions about their 

healthcare and welfare. This includes decisions to refuse or consent to treatment on their 

behalf whereupon it is usually linked to an advance decision. These decisions can only be 

taken when the LPA is registered and the person lacks the capacity to make the decisions 

his/herself. 



 

Who can have LPA? 

The Act allows a person to appoint someone with lasting powers of attorney to act on their behalf. 

An attorney must be over 18 and can be a family member, friend or professional. The person 

appointing the LPA needs to seriously consider who they should grant the power to. They should 

only choose people they can trust to act in their best interests. 
 

The law allows a person to appoint two or more lasting powers of attorney. This is often done to 

ensure that someone will survive the person and be able to act in the LPA capacity. It can also 

be done to ensure that there is no abuse of the responsibility.  
 

What can the attorney actually do? 

A person who is granted LPA for personal welfare may make any decision that the donor could 

have made about their welfare, including decisions about where to live and about what care 

services are needed. They can access personal information such as medical records and are able 

to give and refuse consent to medical treatment (with the exception of life sustaining treatment) 

according to the donors best interests. 
 

However, the attorney can only make these decisions if the donor does not have the mental 

capacity to make the decisions for themselves and they cannot just do whatever they like. As 

with care professionals, the attorney must follow the principles of the Mental Capacity Act 

2005 according to which: 

 a person must be assumed to have capacity unless it is established that the person lacks 

capacity 

 a person is not to be treated as unable to make a decision unless all practicable steps to 

help the person to do so have been taken without success 

 a person is not to be treated as unable to make a decision merely because the person makes 

an unwise decision 

 an act done, or decision made, under the Mental Capacity Act for or on behalf of a person 

who lacks capacity must be done, or made, in the person’s best interests 

 before the act is done, or the decision is made, regard must be had to whether the purpose 

for which it is needed can be as effectively achieved in a way that is less restrictive of the 

person’s rights and freedom of action. 
 

The actions of those with a registered lasting power of attorney with regard to people who are 

incapable are overseen by receivers appointed by the Court of Protection. An attorney cannot 

make decisions about life-sustaining treatment for a person unless this is expressly stated in the 

LPA and specified in a valid advance decision. In this context life-sustaining treatment means 

any treatment that a doctor considers necessary to sustain life and whether or not a treatment is 

life-sustaining will depend on the circumstances of a particular situation. Some treatments will 

be life-sustaining in some situations but not in others.  
 

How should a LPA be registered? 

The person or their attorney can apply to the Public Guardian to register the LPA at any time 

after the LPA has been made. It can even be registered by the attorney after the person has lost 

capacity. Before the application to register the LPA is made, the people named as being entitled 

to receive notification of the application must be told by the person who wants to register it. 
 

The Public Guardian will give notice that the application has been received to: 

➢ the person making the application (known as the donor) 

➢ the attorney or attorneys. 

Relatives will not be notified of the application to register the LPA unless they have been named 

them as being persons who should be given notice. Anyone who has been notified can object to the 

LPA being registered. Once the LPA is registered it continues indefinitely.  
 

More details about registration can be found on the Office of the Public Guardian website at: 

www.publicguardian.gov.uk. 

http://www.publicguardian.gov.uk/


 

What is enduring power of attorney? 

LPA replaced the enduring power of attorney (EPA) on 1 October 2007. A person given power 

under an EPA before 1 October 2007 can still use it and apply to have it registered. This person 

has a duty to apply to register the EPA as soon as they believe that the person it applies to is 

becoming or has become mentally incapable of making decisions. 
 

Any person who has an unregistered EPA and still has the capacity to make decisions for 

themselves may be advised to make a Personal Welfare LPA to run alongside it. 
 

What is the Court of Protection? 

The Court of Protection is a court that was set up to have jurisdiction over the Mental Capacity 

Act and lasting powers of attorney. Judges from the Court of Protection are able to hear cases 

covering all areas of decision-making and can determine whether a person has capacity in 

relation to a particular decision, whether a proposed action would be unlawful, and the meaning 

or effect of a lasting powers of attorney in disputed cases.  
 

The Court is supported by appointed deputies who are able to take decisions on welfare, 

healthcare and financial matters as authorised by the Court but are not able to refuse consent to 

life-sustaining treatment. 
 

Can a power of attorney be cancelled? 

Powers of attorney can be cancelled if they are no longer required or if the donor changes their 

mind. An LPA can be cancelled by the donor if they have the mental capacity to do so. If there 

is a dispute about whether the LPA has been cancelled, the Court of Protection has the authority 

to make a decision. 
 

A property and affairs LPA is revoked if the donor or the attorney becomes bankrupt but 

bankruptcy does not terminate a personal welfare LPA. 
 

An unregistered EPA can be cancelled if the donor has the mental capacity to do so, without 

applying to the Court of Protection. However, in the case of a registered EPA the donor must 

explain why the EPA needs to be cancelled and must show the Court of Protection that: 

➢ they understand who the attorney is and what powers they have, and 

➢ that they understand the effect of the cancellation. 
 

An EPA is also revoked if the donor or the appointed attorney becomes bankrupt. 
 

How is a LPA set up? 

A person can use a solicitor to set up an LPA or can get help to do this from an independent 

advocate, but this is not mandatory. They can obtain an application form from the Office of the 

Public Guardian website or they can be bought from solicitors or even from major stationers.  
 

The application must be supported by someone who knows the donor but is independent of the 

application (i.e. is not mentioned in the LPA or connected to the donor or the proposed attorney) 

and who can testify that the donor has the mental capacity to fully understand what they are 

doing and the implications of the LPA.  
 

Where a person has complex or contested personal affairs, or wishes to make an advance decision 

that is not supported by others such as family and carers, then they should always be advised to 

gain independent professional legal advice.  
 

A paid carer (such as a care home manager or member of care home staff) should not 

usually agree to act as an attorney other than in exceptional circumstances, for example if 

the carer is also the only close relative of the donor. In such cases legal advice should be 

obtained.  

 

In this home staff are not permitted to become LPAs!!! 

 



 

My Covid-19 Advance Care plan 

The NHS have published guidance and a template for this Advance Care Plan. It is a page of 

information which is written by the individual with friends and family or someone of their choice. 

It is a place to write down quickly and in one place, the thoughts and wishes the individual has 

on the care and support they would like if they developed severe COVID-19 symptoms. We will 

inform and support our residents if they wish to complete this additional advance care plan. 

 

Training Statement 

All staff, during induction are made aware of the organisations policies and procedures, all of 

which are used for training updates. All policies and procedures are reviewed and amended 

where necessary and staff are made aware of any changes via e-mail and on our website at 

www.bendigonursinghome.co.uk/resources. Direct observations and spot checks are undertaken 

to check skills and competencies. Various methods of training are used including one to one, 

on-line, staff meetings, individual supervisions and external courses are sourced as required. 

 

 

 

 

 

Related Guidance 

 NICE Advance Care Planning a quick guide https://www.nice.org.uk/media/default/about/nice-

communities/social-care/quick-guides/advance-care-planning-quick-guide.pdf 

 NHS guide and template on advance care planning: 

https://www.england.nhs.uk/coronavirus/publication/advance-care-planning-guidance-and-

template/ 

 My future wishes: Advance care planning (ACP) for people with dementia in care settings 

https://www.england.nhs.uk/publication/my-future-wishes-advance-care-planning-acp-for-

people-with-dementia-in-all-care-settings/  

 RCN Royal College of Nursing https://www.rcn.org.uk/clinical-topics/end-of-life-

care/advance-care-planning  

 Missed Opportunities https://www.macmillan.org.uk/_images/missed-opportunities-end-of-life-

advance-care-planning_tcm9-326204.pdf  

 NICE guideline 108 Decision-making and mental capacity 

https://www.nice.org.uk/guidance/ng108 

 

 

 

 

 

Related Policies 

Advocacy 

Co-operating with other Providers 

Deprivation of Liberty Safeguards 

DNACPR 

Equality and Diversity 

Meeting Needs 

Mental Capacity Act 2005 
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