
*ADRTs are legally binding. The statutory framework for this can be found in the MCA 2005 Code of Practice Chapter 9. 

 
 

 
 

Where can I find further information? 
• The National Council for Palliative Care: ‘Advance Care Planning: A 

Guide for Health and Social Care Staff’ 
• NHS England: ‘Universal Principles for Advance Care Planning’  
• NICE: ‘A quick guide on ACP’ 
• Gov.uk – LPA:  https://www.gov.uk/power-of-attorney 
• Compassion in Dying website. 

What happens then? 
ACP happens over time, so the document should be revisited and 
updated with any changes. Professionals have a responsibility to use 
the ACP in decision-making, so if consent has been given, systems 
should be put in place for information sharing. 

 

What are the possible outcomes of the ACP discussion? 
• An advance statement of wishes and preferences which must be 

taken into account deciding in a person’s best interests. 
• An Advance Decision to Refuse Treatment (ADRT)* 
• Lasting Power of Attorney: a person legally nominated to make 

future decisions on an individual’s behalf. 

 

Leading the discussion 
ACP should be led by a professional who knows about the 
patient’s clinical condition and treatment possibilities, and 
conducted and recorded with the individual’s consent. Open 
questions should be asked about their current situation and 
preferences and priorities for future care. ACP should give 
them opportunities to raise any other important issues. 

 

When should you use it? 
ACP is voluntary and can be used when an individual has 
capacity to discuss, understand and make decisions but 
there is an expected deterioration of their condition and/or 
capacity. However, ACP may be instigated by an individual 
or carer at any time and can include a carer, close family 
member or friend for support. 

What is Advance Care Planning? 
Advance care planning (ACP) is a voluntary process of person-centred discussion 
between an individual and their family with their care providers. An advance care 
plan will document the discussion and decisions made, review these regularly and 
share them with care providers to ensure that the individual’s preferences, such as 
who can advocate on their behalf, can be considered in their ongoing and future care 
if they lose capacity to make these decisions. It is vital to complete ACP before any 
anticipated deterioration to ensure that an individual's care wishes are clearly 
recorded, preventing unnecessary stress and confusion later. 
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Considering capacity 
Mental Capacity Act 2005 states that ‘all practicable steps’ should 
be taken to help individuals make their own choices. A ReSPECT 
form can be used to record personalised recommendations for 
clinical care in emergency situations where a person is not able to 
make decisions or express what matters to them. This is a clinician-
led process involving an individual, and if they lack capacity, their 
advocate or Lasting Power of Attorney.  

 

https://assets.publishing.service.gov.uk/media/5f6cc6138fa8f541f6763295/Mental-capacity-act-code-of-practice.pdf
https://www.ncpc.org.uk/sites/default/files/AdvanceCarePlanning.pdf
https://www.ncpc.org.uk/sites/default/files/AdvanceCarePlanning.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/03/universal-principles-for-advance-care-planning.pdf
https://www.nice.org.uk/about/nice-communities/social-care/quick-guides/advance-care-planning
https://www.gov.uk/power-of-attorney
https://compassionindying.org.uk/
http://www.safeguardingwarwickshire.co.uk/

