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Advance Care Planning (ACP) is a process whereby a capable (mentally competent) adult engages 

in a plan for making personal health care decisions in the event that they becomes incapable (legally 

incompetent to personally direct) his or her own health care. (1) ACP is about conversations and 

wishes. It is a process of reflection and communication involving discussions with family and friends, 

especially with a Substitute Decision Maker (SDM). (2)  

 

Use of written wishes can be risky, but many people rely on writing their wishes down. Written 

wishes can become obsolete, misused or misinterpreted as a decision. Wishes may be vague in 

language and may not speak to a specific situation that occurs. 

 

Wishes can change, especially if a person’s health condition changes. It is not always possible to 

anticipate a course of illness or articulate what the person wants or doesn’t want in a particular 

situation. For example, new treatment(s) may become available; therefore reviewing wishes is an 

important part of the ongoing process. (3) 

 
Consent and the Substitute Decision Maker Role  
 Health care providers must obtain informed consent before providing care, except in an 

emergency.  

 Consent must come from a capable person or the SDM if the person is not mentally capable. 

 The order of the discussion is important. The SDM must first have the context in order to apply 

the person’s prior capable wishes to the decision at hand. The SDM needs to understand the 

person’s condition in order to determine if the person’s previously expressed wishes are 

applicable to the decision that the SDM must now make. (4) 

 The health care provider has an obligation to explain to the SDM that the SDM is required to 

make decisions for the person by following the last capable wishes of the patient that are 

applicable to the treatment decision to be made. 

 

Why is it Important? (1) 
 Over 3 in 10 Canadians (32%) suffer from a chronic illness while nearly 4 in 10 (39%) have a 

sufferer in their immediate family. 

 6 out of 10 Canadians say that having end-of-life care discussions is important.  

 People with life-limiting advanced chronic disease identify that receiving honest information about 

their condition and having time to prepare for life’s end are key aspects of quality end-of-life care. 

 Person-focused goals of care discussions are a step in the informed consent process. (5) 

 Individuals who have ACP conversations with their health care providers and family members:  

o are much more likely to be satisfied with their care,  

o require fewer aggressive interventions at the end of their life,  

o place less of a strain on their caregiver(s) and  

o are more likely to take advantage of hospice resources or die at home. 
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Health Care Consent Act and Substitute Decisions Act 
The Health Care Consent Act (HCCA) states that a health professional must get consent for any type 

of treatment (including withdrawal and withholding), accepting or refusing admission to care facilities 

and use of some personal assistance services. The act provides a ranked hierarchy list of Substitute 

Decision Makers.  

 

The Substitute Decisions Act (SDA) outlines the formal process to identify a Substitute Decision 

Maker in the event that a person is incapable of making decisions and identifies the responsibilities of 

the Substitute Decision Maker. 

 

How to Use the Hierarchy 

 Health care providers should start at the top of the hierarchy and work their way down, making 

inquiries to ensure they are speaking with the right person or persons. 

 An SDM is the person(s) who are the highest ranking in the hierarchy that meet the 

“requirements” to act as SDM. 

 

The Role of the Substitute Decision Maker 

 Make health and personal care decisions for the individual when the person is mentally 

incapable. 

 Give consent for or refusal of a treatment. 

 Consider any prior wishes expressed when making the decision. 

 If a circumstance arises and the incapable person’s wishes are unknown, consider the incapable 

person’s values and beliefs when they were capable and respond accordingly. 

 Consider the persons best interests. 
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