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Aim of this worksheet  
To understand the principles of planning care in advance 

How to use this worksheet  
 You can work through this worksheet by yourself, or with a tutor.   

 Read the case study below, and then turn to the Work page overleaf.   

 Work any way you want. You can start with the exercises on the Work page 
using your own knowledge. The answers are on the Information page - this is 
not cheating since you learn as you find the information. Alternatively you may 
prefer to start by reading the Information page before moving to the exercises 
on the Work page. 

 This CLiP worksheet should take about 15 minutes to complete, but will take 
longer if you are working with colleagues or in a group.  If anything is unclear, 
discuss it with a colleague. 

 If you think any information is wrong or out of date let us know. 

 Use the activity on the back page and take this learning into your workplace.  
 

Case study  

Bill is a 54 year old man with epilepsy who developed weight loss and 
intermittent diarrhoea. Investigations showed a carcinoma of the colon. At a 
previous appointment he was clear that he wanted to know the results, and 
the presence of cancer was discussed.  

It was also explained that surgical removal of the tumour is possible, so he 
has come today to discuss his options.  
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INFORMATION PAGE: Principles of planning care in advance 

Planning care in advance 

 The Mental Capacity Act (2005) is central to all plans that require a proactive, coordinated response. 

 Person-centred general care planning is a key part of care in all children, young people and adults.  

 This is a process of discussion and review in young people and adults to anticipate how their condition may 
affect them in the future. 

Key points about planning care in advance 

1. F  This is a voluntary process and individuals with capacity have the right to refuse to take part. Some may feel 
unable to engage in the process or that the time is not right for them. Consequently it is impossible to have a target 
requiring all patients to plan their care in advance. 

2. F  Although the decisions of  individuals with capacity are paramount, the opinions of individuals who lack 
capacity must be taken into account. 

3. F  In people who lack capacity, the decisions must be made using the best interests process of the Mental 
Capacity Act (see CLiP worksheets Issues around capacity and Best Interests). This includes taking into account 
the opinion of the individual. 

4. F  As long as a patient retains capacity for those care decisions, the patient’s decision always take priority. Any 
decisions resulting from the ACP process only become active when the patient loses capacity. 

5. T Advance care plans have no agreed definition in the UK and are not mentioned in the Mental Capacity Act 
(MCA). Before they can be used it has to be decided where they fit within the MCA and this is prone to 
misinterpretation and takes time which may not be available.  

6. T Outcomes do not have to be written documents, they can be verbal from conversations with the patient. If the 
patient agrees, a record of that conversation can be made in their health record. 

 Prompts for starting care planning discussion 

Examples include: an individual's request to discuss future care; a new diagnosis of life-limiting or life-threatening 
illness; a significant change in treatment, eg. complications of dialysis, failure of second-line chemotherapy; 
following multiple hospital admissions or crises; a deterioration in health. 

Issues that make a care planning discussion difficult or impossible 

These include:  you have not been trained in initiating an ACP discussion; the individual is reluctant or refusing to 
discuss the future; the individual is adjusting to a new care environment and carers; the presence of troublesome 
physical symptoms; the presence of troublesome anxiety, low mood or anger. 
Note: none of these are reasons not to have the discussion but should prompt you to ask for help and advice or 
have a colleague sit in with you. 

Possible outcomes of a discussion on planning care in advance 
Advance statement: this can be verbal or written and must be made when the individual has capacity for those 
care decisions. It is a record of an individual’s wishes and feelings, beliefs and values. It is not legally binding, but 
once the individual loses capacity for those care decisions all carers are legally bound to take it into account when 
making decisions in the patient’s best interests. 

Making advance decisions for anticipated emergencies: this can be an Emergency Health Care Plan (EHCP) 
which individualises decisions and can be used to limit treatment or ensure that all treatment should be 
considered. Such a plan can be written with a person who has capacity, or on behalf of a person who lacvks 
capacity using the MCA best interests process (see CLiP worksheets Issues around capacity and Best Interests). 

 An Advance decision to refuse treatment (ADRT) can be this can be verbal or written, but only an 18yr old with 
capacity can write a legally binding ADRT (see CLiP worksheet Advance decision to refuse treatment). In some 
situations the individual may wish to discuss cardiopulmonary resuscitation, something that would be important for 
an individual at risk of respiratory failure. 

Lasting Power of Attorney (LPA): this is a legal authority made by a patient when they have capacity to nominate 
another person to make decisions on their behalf should the patient lose capacity in the future. A Property and 
Affairs LPA has no authority to make health care decisions; these can only be made by a personal welfare LPA 
(also known as a Health & welfare LPA) who must have specific authorisation in the order if the patient wishes 
them to make life-sustaining decisions. 
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WORK PAGE: Principles of planning care in advance 

 

 

 

Write down some situations and events which could prompt a discussion  
around planning care in advance 

 

  
 
 
 
 

 Think about what issues could make you hesitate about having  
an discussion around planning care in advance 
 

 

 
 
 
 
 

 

Write down some outcomes of a discussion on planning care in advance 

1.  All  individuals should plan their care in advance True False 
  

2.  Only  individuals with capacity can plan their care in advance    True False 
  

3.  Individuals who lack capacity cannot have their care  
  planned in advance 

True False 

  

4.  Decsions resulting from planning care in advance always take priority True False 
  

5.  Advance care plans have no definition or legal status True False 
  

6.  A verbal decision is a valid outcome of planning care in advance True False 
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FURTHER ACTIVITY: Principles of planning care in advance 

What was a patient’s reaction the last time you observed their future care being discussed? 

 

FURTHER READING: Principles of planning care in advance 

Key documentation  
Mental Capacity Act Code of Practice: www.dca.gov.uk/legal-policy/mental-capacity/mca-cp.pdf   

Anyone making decisions on behalf of a person without capacity is required by law to have regard to the MCA. 
Capacity, care planning and advance care planning in life limiting illness:  a guide for health and social care staff. 

NHS  End of Life Care Programme, 2011: www.endoflifecareforadults.nhs.uk/publications/pubacpguide    
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Further resources  
e-lfh: e-Learning for Healthcare contains a range of online self-learning programmes, including several relating to  end-of-life 
care (e-ecla). Registration is required but is free. www.e-lfh.org.uk/projects/e-elca/index.html   
IMCA service: www.dca.gov.uk/legal-policy/mental-capacity/mibooklets/booklet06.pdf   
Deciding right initiative on www.nescn.nhs.uk/deciding-right 
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