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ABSTRACT
Objectives To assess existing advance care
planning (ACP) practices in residential aged care
facilities (RACFs) in Victoria, Australia before a
systematic intervention; to assess RACF staff
experience, understanding of and attitudes
towards ACP.
Design Surveys of participating organisations
concerning ACP-related policies and procedures,
review of existing ACP-related documentation,
and pre-intervention survey of RACF staff
covering their role, experiences and attitudes
towards ACP-related procedures.
Setting 19 selected RACFs in Victoria.
Participants 12 aged care organisations
(representing 19 RACFs) who provided existing
ACP-related documentation for review, 12 RACFs
who completed an organisational survey and
45 staff (from 19 RACFs) who completed a
pre-intervention survey of knowledge, attitudes
and behaviour.
Results Findings suggested that some ACPrelated practices were already occurring in
RACFs; however, these activities were
inconsistent and variable in quality. Six of the
12 responding RACFs had written policies and
procedures for ACP; however, none of the
ACP-related documents submitted covered all
information required to meet ACP best practice.
Surveyed staff had limited experience of ACP,
and discrepancies between self reported
comfort, and levels of knowledge and
confidence to undertake ACP-related activities,
indicated a need for training and ongoing
organisational support.
Conclusions Surveyed organisationsâ policies
and procedures related to ACP were limited and
the quality of existing documentation was poor.
RACF staff had relatively limited experience in
developing advance care plans with facility
residents, although attitudes were positive. A
systematic approach to the implementation of
ACP in residential aged care settings is required
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to ensure best practice is implemented and
sustained.

It is widely acknowledged that the application of advance care planning (ACP) is
an important component of personalised
end-of-life care, and that recognition and
accommodation of preferences expressed
in ACP documents allow individuals to
have control over the level of health care
they receive at the end of life.1–5 Studies
conducted in different healthcare settings
suggest that ACP can improve patient and
family satisfaction with care,6 7 reduce
nursing home to hospital transfers,8–10
limit the application of burdensome treatments at the end of life in line with
patient preferences,7 11 12 and reduce
indicators of stress, anxiety and depression in surviving relatives.6 7
Effective ACP requires that a number
of key processes are undertaken and
revised as necessary through ongoing
practitioner–patient negotiations. These
processes include: (i) consideration of
options and expression of values; (ii)
communication and documentation of
preferences; (iii) identification, where
possible, of a surrogate decision maker
able to make decisions for treatment
when these preferences and decisions
cannot be made by the patient; and (iv)
ensuring that such documentation is
made available to practitioners across different healthcare settings, for example
when the patient moves from an aged
care facility to hospital.3 13–15
Initiation of discussions leading to the
completion of advance directives (ADs) is
dependent on the individual policies and
priorities of health managers and practitioners.16 17 However, the impact of
legislation supporting ADs is questionable
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even when it is enacted nationally. After the Patient
Self-Determination Act was implemented in the USA
in 1991,18 higher proportions of some patient populations completed ADs, in at least some healthcare settings.19–22 Despite this improvement in uptake,
studies have indicated that there is considerable variability in the concordance between previously
expressed treatment preferences and actual treatment
provision.11 23–26 Organisational policies, procedures
and systems are required to reinforce and support
good practice.
In Australia, legislation underwriting ADs exists in
most but not all states and territories. The legislation
varies in terminology, intent and associated physician
liability.27 28 A number of studies have examined
aspects of ACP in Australia, including guidelines for
implementing ACP in Australian healthcare settings,1 4 29 30 the roles of different health practitioners in supporting ACP,31–34 and the outcomes of
a randomised controlled trial in which elderly
patients were allocated to receive usual care or facilitated ACP.6 In the specific context of Australian residential aged care facilities (RACFs), development of
advance care plans may or may not be part of the
institution’s policy, and in those settings where the
importance of the ACP process is recognised, the
quality of processes and instruments developed has
been found to be variable and often questionable.4 28 30 33 34 More recently, the need for the
provision of quality ACP within Australian residential aged care settings has been highlighted during
major healthcare reviews35 and in federal strategies.36 Given these developments, ACP provision
within RACFs may have become more extensive and
of better quality, although there are no recent studies
specifically examining this issue.
The federally funded Respecting Patient Choices
(RPC) programme completed the previously noted
randomised controlled trial in Melbourne,
Australia6 and is now completing a major related
project ‘Making Health Choices’ (MHC) which
aims to develop, trial and evaluate a sustainable
model for implementing ACP in RACFs in
Australia. Participating RACFs had not previously
received formal ACP training from the RPC
programme. The pre-implementation evaluation
involved detailed examination of ACP policy and
practice within facilities, and staff knowledge, attitudes and behaviours in relation to ACP. This paper
presents the key findings of the pre-implementation
evaluation; post-implementation changes to these
findings will be reported in a future paper. We
hypothesised that although pre-implementation
ACP awareness and practice within the project facilities may be higher than previously reported, in
line with previous research in this area,4 28 30 33 34
the quality of ACP practices would be highly
variable.
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METHODS
All surveys were developed from instruments utilised
in a previous ACP implementation study involving 19
RACFs and 187 staff.37 The present evaluation was
also informed by best practice principles for ACP in
the aged care setting (see box 1 for an overview), formulated by a working group consisting of industry
experts in aged and palliative care, academics and
RPC staff.
At the beginning of the MHC project, two geographical regions of the state of Victoria, the first in
the state’s capital and the second in a rural area, were
targeted due to a lack of previous RPC ACP implementation in these regions. Information regarding the
project was distributed to 51 aged care organisations
(representing 93 RACFs) operating within these
regions. Organisations that attended a subsequent
information session were invited to submit an expression of interest for inclusion in the MHC project.
Expressions of interest required a commitment to the

Box 1 An overview of best practice advance care
planning (ACP) in residential aged care facilities
▸ Facilities have written policies and procedures about
ACP that are readily accessible and establish ACP as
a routine component of care.
▸ Regular ACP education is provided to aged care
service staff, residents and relatives, and general
practitioners (GPs).
▸ Residents and families are given information regarding ACP before or at admission.
▸ ACP is offered to residents within 28 days of
admission.
▸ ACP is completed by an appropriately skilled health
professional during an in-depth discussion with the
older person and/or their family.
▸ The focus of the ACP conversation is on reasonable
outcomes and ‘living well’. The conversation raises
the issues of life-prolonging treatment generally but
does not focus on any specific treatment.
▸ GPs are involved in ACP discussions.
▸ Completed advance care plans are regularly reviewed.
▸ ACP documents clearly specify (at a minimum): (a) a
nominated substitute decision maker (and contact
details) where applicable; (b) current state of health;
(c) values and beliefs (things that matter most in
life); (d) future unacceptable health conditions; (e)
level of preferred future medical treatment indicated;
(f ) specific wanted/unwanted treatments, where
applicable; (g) goals for end-of-life care; and (h)
appropriate signatures (clear, complete, dated, witnessed), and include evidence of GP review.
▸ Facilities have effective information transfer systems
in place to enable communication of resident ACP
information across health transition points.
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project deliverables from the organisation’s executive,
an assessment of organisational preparedness and
agreement to contribute to ongoing data collection via
on-line surveys. Organisations were asked to nominate
no more than four RACFs for inclusion in the project.
Thirteen aged care organisations (eight metropolitan
and five regional, representing 20 RACFs) submitted
an expression of interest and all were included in the
project. Due to a change of management, one organisation (representing one RACF) subsequently withdrew from the project prior to the start of the
education phase. The final project sample comprised
11 metropolitan RACFs (operated by seven aged care
organisations) and eight rural RACFs (operated by
five organisations). Participating organisations were
asked to nominate staff members to attend MHC education programmes. Organisations were specifically
requested to nominate both management and senior
clinical staff to participate. This strategy was employed
in order to support sustainable implementation of
ACP during the MHC project.

documentation was reviewed by the MHC project
team. The surveys remained open for a period of
1 month before commencement of the education
phase of the MHC project.
Staff level data

Staff nominated by their aged care organisations to
participate in the MHC project were asked to respond
to an online pre-implementation survey which
included questions about their sociodemographic attributes, current professional position or classification,
years of experience and time fraction worked, their
understanding and knowledge of ACP, the application
of ACP in RACF settings generally and their workplace specifically, and their experience of facilitating
ACP with residents. All respondents were advised that
no personally identifying information would be kept
with survey responses. The survey remained open for
a period of 1 month prior to the start of the education
phase of the MHC project.
Data analysis

Data collection

Evaluation of the MHC project was approved by La
Trobe University Human Research Ethics Committee.
Organisation and facility level consent for inclusion in
the project was obtained during the expression of
interest process. Individual consent for inclusion in
the pre-implementation evaluation was implicit with
the completion of survey instruments.
Facility level data

General information about each participating RACF
was collected from the Australian Department of
Health and Ageing Aged Care Summary Data and
Service list.i Information was sought on ownership
(eg, government, not for profit, private), number of
beds and care level. Managers of participating RACFs
were asked to complete online resident profile
surveys. Information collected included primary
reasons for admission of residents, age range of residents and number of resident deaths during the previous financial year. Each RACF manager was also asked
to participate in an online pre-implementation survey
regarding the organisation’s written policies and procedures around ACP, whether ACP practice within
each area was routinely audited, and the extent to
which ACP discussions covered key domains including
discussion of residents’ medical treatment options,
wishes around hospital transfer, and residents’ goals
and values. They were also asked to provide copies of
any existing ACP-related documentation used to
record resident treatment preferences and end-of-life
wishes prior to the MHC project. This pre-existing
i

http://www.health.gov.au/internet/main/publishing.nsf/Content/
ageing-rescare-servlist-download.htm

The data analysis was largely descriptive. Small
sample sizes precluded statistical comparison of data
according to facility level variables. Limited comparisons based on individual level variables were made for
the staff survey data using Mann–Whitney U tests.
RESULTS
Facility data for the 19 participating RACFs are given
in table 1. Resident profile data were obtained from
10 of these RACFs. Several RACF managers did not
complete this survey due to workload pressures. All
responder and non-responder RACFs provided high
Table 1

Profiles of participating residential aged care facilities

Organisation type
State government
Not for profit
Private, for profit
Located in
Metropolitan area
Inner regional area
Number of beds
1–50
51–100
Over 100
Care level
Low care with
aging-in-place
Low and high care
High care
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Provided
resident profile
information
(n=10)

Did not provide
resident profile
information
(n=9)

Total
(n=19)

5
4
1

4
3
2

9
7
3

4
6

7
2

11
8

3
4
3

4
5
0

7
9
3

6

1

7

3
1

2
6

5
7
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care (care for residents who may have complex healthcare needs and/or who may require increased support
for activities of daily living and/or behavioural management). This was either as the majority of care provided (high-care only facilities), in a separate unit
alongside a low-care unit (low and high care) or as
part of an aging-in-place facility (high care provided
in situ as residents’ needs increase). However, there
were more high-care only facilities in the nonresponder sample. In addition, there were no RACFs
with over 100 beds in the non-responder sample.
Resident profile data are provided in table 2. Over
70% of residents admitted during the period studied
were 80 or more years old. The primary reason for
admission was given as frailty in 60% of cases, with
dementia indicated in 30% of cases. It should be noted
that collecting data on the primary reason for admission
will not measure actual rates of dementia in participant
RACFs as residents often have multiple comorbid conditions on admission. However, the admission profile
may also reflect the greater number of facilities providing low care in the responder sample.
The survey of current ACP policies and procedures
was completed by the managers of 12 of the 19
RACFs. The responder sample had a lower proportion
of facilities funded to provide high care only, and a
higher proportion of facilities with 100 or more beds
(see online supplementary table S1 for a description
of the characteristics of responding and nonresponding facilities). The 12 RACFs reported written
policies and auditing in the following domains: ACP
—six with policies, four conducting audits; end-of-life
Table 2 Participating facility resident profile information for 1
July 2009 to 30 June 2010 (n=10)
Total

Median

Minimum

Maximum

Number of beds
766
67.5
44
127
Average length of stay
–
31.0
2
76.8
(months)
Total permanent resident
198
14.0
0
46.0
deaths/year
Permanent resident
252
21.5
11
50
admissions/year
Admissions/year
Frail
154
13
0
41
Dementia
59
4
0
21
Palliative
15
0.5
0
5
Social
27
1
0
11
ABI
2
0
0
2
50–59 years old
5
0.5
0
1
60–69 years old
11
1
0
3
70–79 years old
51
4.5
2
9
80–89 years old
126
11
3
24
90+ years old
62
4
0
21
Disparities between the reported total admissions per year and the
reported totals for admission by primary reason and by age are due to
responder inaccuracy when completing the resident profile survey.
ABI, acquired brain injury.
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care—eight with policies, eight conducting audits; palliative care—12 with policies, nine conducting audits;
resuscitation—six with policies, four conducting
audits; consent to treatment—eight with policies, five
conducting audits; and substitute decision makers—
six with policies, zero conducting audits. Table 3 provides information about how and when ACP information was given to residents, when ACP documents
would be completed, and what kinds of information
were discussed. Only four of 12 respondents to the
organisational survey expressed the view that ACP
information was used effectively in their facility.
Reviews of existing ACP-related documentation
indicated that participating aged care organisations
used a variety of documents to record residents’ treatment preferences and end-of-life wishes. Overall,
none of the 12 pre-intervention documents submitted
for review (representing documents used in all

Table 3 Current ACP practices reported by respondents to the
organisational survey
ACP practice item

Number offacilities
(n=12)

Provision of ACP information to residents
No ACP information given
1
On admission
2
After admission
5
On admission and after admission
2
Before admission, on admission and after
2
admission
Extent of ACP completion
All permanent residents*
7
Some permanent residents with no particular
5
rationale
Some permanent residents who meet specific
0
criteria
Time to advance care plan completion
Within the 1st month of admission
6
Within the 2nd month of admission
4
On resident/family request only
2
Information collected/discussed
Appointment of an SDM (MEPOA)/
9
guardianship†
Residents’ palliative care wishes
10
Residents’ pain management guidelines
2
Residents’ wishes around hospital transfer in
11
the eventof illness
Residents’ medical treatment options
5
Residents’ end-of-life wishes
10
Residents’ funeral wishes
10
The things that matter most to the resident
1
about living and their end of life
*Permanent resident, excludes residents who are briefly admitted for
respite care.
†Guardianship: appointment of a person to make decisions for an adult
with a disability when they are unable to do so.
ACP, advance care planning; MEPOA, medical enduring power of attorney;
SDM, substitute decision maker.
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participating RACFs) adequately covered all information domains seen as essential and required for effective, best practice ACP.30 38 Document sets were most
likely to include sections related to information about
personal/cultural/religious wishes in relation to
end-of-life care (questions such as ‘Are there any
special fulfilling requests or wishes that the resident or
family wishes to achieve prior to death’), residents’
preferences as regards hospital transfer and a signature
section. A future paper will report in more detail on
the limitations of existing ACP documentation and
consequent recommendations for best practice.
Sixty-five of the 71 RACF staff participants commenced the pre-implementation staff survey. Eight
who failed to complete the survey and 11 respondents
who completed the survey after they had undertaken
online e-learning components of the MHC project
training were excluded. Another individual’s survey
was excluded because her organisation withdrew from
the programme. Sociodemographic and employment
information provided by the 45 staff who completed
the survey is given in table 4. The majority of staff
were over 50 years old, had tertiary qualifications,
worked full time, had practiced in aged care for
15 years or more, and were registered nurses or managers. Table 5 details the responses provided by participants concerning their previous experience with
ACP-related discussions. Overall, the majority of participants had had little or no experience in holding
such discussions. Those who had had such discussions
or knew of these processes being conducted in their
RACF reported that they or other staff members were
most likely to initiate such conversations (table 5).
The majority of respondents indicated that they were
‘comfortable’ or ‘very comfortable’ having discussions
around ACP, wishes in the event of a deterioration of
health and/or end-of-life care. Fewer reported that
they felt ‘skilled’ or ‘very skilled’ to have such discussions. Levels of confidence reported to undertake the
different tasks and activities associated with ACP
varied, with the majority of respondents reporting
they felt ‘not at all confident’ or ‘a little confident’ in
relation to most specified activities, including knowing
the role of the substitute decision maker, knowing the
relevant laws, teaching other healthcare providers
about ACP, or mediating when there is a disagreement
between the resident and family regarding end-of-life
care (see online supplementary table S2 for detailed
item responses).
Participant knowledge of ACP was assessed by
marking seven statements as true or false. Forty-four
per cent of respondents answered four of the questions correctly, with a further 27% answering five
questions correctly. However, one statement ‘People
may appoint anyone they wish as a substitute decision
maker’ was incorrectly classified as true by over 70%
of respondents. Two further statements (both false):
‘People must have both a written advance care plan

Table 4 Characteristics of the 45 participants who completed
the pre-implementation staff survey
Attribute
Age range (years)
20–29
30–39
40–49
50–59
60 or over
Highest educational qualification
Certificate/diploma
Undergraduate degree
Graduate diploma/honours
Master’s degree
Time fraction currently worked
Full-time
Part-time (0.5–0.9 equivalent full-time)
Part-time (0.1–0.5 equivalent full-time)
Current position/classification
Registered nurse division 1
Registered nurse division 2, or senior enrolled nurse
Care coordinator/supervisor
Service manager
Executive officer
Director of care/nursing
Quality manager
Other
Years practised in current workplace
0–4
5–9
10–14
15–19
20 or over
Years practised in aged care
0–4
5–9
10–14
15–19
20 or over

Number (%)
1
7
13
21
3

(2.2)
(15.6)
(28.9)
(46.7)
(6.7)

18
6
14
7

(40.0)
(13.3)
(31.1)
(15.6)

25 (55.6)
17 (37.8)
3 (6.7)
10
7
6
11
3
2
4
2

(22.2)
(15.5)
(13.3)
(24.4)
(6.7)
(4.4)
(8.9)
(4.4)

24
9
5
3
4

(53.3)
(20.0)
(11.1)
(6.7)
(8.9)

6
6
6
12
15

(13.3)
(13.3)
(13.3)
(26.7)
(33.3)

and a substitute decision maker before end-of-life
decisions are honoured’ and ‘If a resident lacks
decision-making capacity and does not have a substitute decision maker, healthcare providers must seek
legal permission to stop life-sustaining treatment’,
were incorrectly assessed as true by almost half of participants (see online supplementary table S3). There
were no significant differences in total ACP general
knowledge score when the sample was split and compared by age, years of aged care experience, or educational qualification level (see online supplementary
table S4).
Respondents to the staff survey indicated the extent
to which they agreed or disagreed with a number of
attitudinal statements concerning ACP and end-of-life
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Table 5

Staff survey respondents’ experience, comfort and skill in dealing with ACP discussions
Number (%) who had discussions with
Most/all
residents

Some
residents

Respondents reporting that, in the past 6 months, they had discussions with residents about
ACP
3 (6.6)
8 (17.8)
Residents’ wishes in the event of deterioration of health
4 (8.9)
6 (13.3)
End-of-life care
1 (2.2)
8 (17.8)

Very few/no
residents

Have had no
discussions

18 (40.0)
35 (46.7)
36 (44.4)

16 (35.8)
14 (31.1)
16 (35.6)
Number (%)

Discussions about ACP, deterioration of health/end-of-life care usually initiated by
Self or other staff
Family or friends of resident
Resident
Other or no discussions occurred
Level of comfort dealing with discussions around ACP, deterioration of health/end-of-life care
Comfortable or very comfortable
Neither comfortable nor uncomfortable
Uncomfortable or very uncomfortable
Self-perceived skill in dealing with discussions around ACP, deterioration of health/end-of-life care
Skilled or very skilled
Neither skilled nor unskilled
Unskilled or very unskilled
ACP, advance care planning.

care (see online supplementary table S5). Responses to
these statements suggested that participants valued
and supported ACP, recognised the importance of documenting the wishes and preferences of residents, and
considered that priority should be given to such documented preferences over relatives’ wishes and standard medical protocols.
The 45 staff respondents were also asked about
organisational policies and procedures within the
RACF. Only 16 (35.6%) reported that their service
had policies and procedures concerning ACP; 14 of
these 16 respondents had read those documents.
Twenty-three respondents (51.1%) reported that their
service had no such procedures in place, while the six
remaining participants (13.3%) did not know whether
or not such policies and procedures existed in their
service. Responses to questions concerning actual and
documented procedures for recording ACP discussions are given in table 6. Approximately half of the
respondents (53%) said that ACP was implemented
‘poorly’ or ‘very poorly’ within their RACF.
When respondents were asked about their recognition of and compliance with advance care plans in the
past, 71% indicated they would trust (‘quite a bit’/
‘very much’) the information recorded about a resident’s advance care and/or end-of-life wishes, and
74% said they would use the information recorded in
a resident’s ACP to guide the treatment and care that
they provided (‘quite a bit’/‘very much’). Sixteen of
the 45 respondents said they had cared for a resident

354

n=45
30 (66.7)
5 (11.1)
0 (0.0)
10 (22.2)
n=41
27 (65.9)
8 (19.5)
6 (14.6)
n=42
21 (50.0)
16 (38.1)
5 (11.9)

with an ACP in the past 6 months. Five respondents
said that in the past 6 months they had provided treatment to a resident who had previously indicated that
Table 6 Current procedures and practices around advanced
care planning (ACP) in residential aged care facilities as reported
by staff survey respondents
Actions taken when a resident/family
member raises ACP issues
Tell
Senior nursing staff
Resident’s GP
Another family member
Formally document discussions
Don’t know what to do
Documentation of ACP discussions in facility

% Usually taking
this action*
54.5
65.6
24.1
78.6
3.8
% Endorsing this
option*
12.0

Not documented
Recorded in
Clinical notes by nursing staff
97.1
Clinical notes by GP
84.8
Clinical notes by allied health staff
50.0
Resident care plan
79.3
‘Not for resuscitation’ form
97.2
End-of-life care/palliative care plan
94.1
A specific ACP form
41.4
Admission documentation
65.5
*Percentages calculated from those responding to question.
GP, general practitioner.
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they did not want that treatment and six said they had
observed others providing treatment to a resident who
had previously indicated that they did not want that
treatment.
DISCUSSION
This paper summarises findings from a preimplementation evaluation of 19 RACFs and selected
staff participating in the MHC project. Current policies, procedures and practices around ACP were
explored in 12 RACFs who completed the relevant
survey. It also provides a brief overview of the results
of a review of the contents and quality of existing
ACP-related documentation in use at all participating
facilities. It covers in detail the level of awareness,
knowledge and practice related to ACP reported by
45 staff members working in a range of nursing and
administrative positions within participating RACFs.
Overall, the findings from these surveys and documentation review suggest that some ACP-related practices were already occurring within facilities prior to
the start of the MHC project, but that such activities
were variable and lacked key components fundamental for best practice (see box 1). While these facilities
were targeted because they had not previously
received formal RPC training, some organisations had
developed local practices relevant to ACP, a finding
also reported previously.37 Although conclusions to be
drawn from the available survey data are limited by
small sample sizes, there is evidence of deficits in ACP
practice in facilities prior to the implementation of
the MHC project. For example, only half of the
facilities reported having an ACP-specific policy at
pre-implementation and none of the existing documentation submitted by participating RACFs
adequately covered all domains required for best practice. These findings are also in line with other
Australian studies.4 28 30 33 34 39
Only a quarter of staff participants reported having
discussed ACP with at least some RACF residents
within the last 6 months. Fewer participants had specifically addressed issues such as residents’ wishes in
the event of deterioration in health or their end-of-life
care. Given this limited experience, the validity of participants’ self-reported comfort and skill in holding
such discussions might be queried, and the apparent
discrepancy between higher self-rated levels of
comfort, but limited ACP knowledge and lower
ratings of skill and confidence, understood. Staff attitudes were supportive of ACP, even where knowledge
was sometimes weak. These results indicate a readiness to receive and implement ACP training in RACF
staff. The majority of staff reported that few ACP discussions were initiated by the residents or their family,
further reinforcing the need for staff to have the skills
and confidence to initiate ACP discussions. The latter
finding may reflect the residents’ unwillingness to
consider the issue ( possibly underpinned by cognitive

impairment),40 but may also reflect limited provision
of information to residents regarding the opportunity
to engage in ACP. The ineffectiveness of an ad hoc
approach to ACP is reflected in the disparity between
the apparent existence of ACP and end-of-life care
policies and the self-reported low incidence of ACP
discussions and documentation, and the ‘poor’ or
‘very poor’ implementation of ACP in these facilities.
The results of this study highlight the need to have a
systematic approach to the implementation of ACP in
RACFs for sustainable ongoing good practice.
Interventions need to address existing shortcomings in
organisational and staff capacity to ensure effective
provision of ACP. In particular, ACP implementation
has to address a major practical dilemma experienced
by healthcare professionals in aligning philosophical
views concerning the role and importance of ACP with
making clinical treatment decisions that conflict with
the preferences expressed in advance care plans. In the
current pre-implementation data, while close to 80%
of respondents reported that they would formally
document ACP issues (only 41% indicated that a specific ACP form was used to achieve this), almost 30%
expressed limited trust in the validity of such recorded
information, while around one in four would not consistently use this information to guide treatment
choices. Similarly, while a large majority of respondents considered a healthcare provider should not
overrule an ACP when they disagreed with it, some
two thirds of respondents felt it was not a nurse’s
responsibility to flag this conflict with the medical
practitioner when it occurred. A systematic approach
to ACP training and sustainable organisational implementation is required to ensure that the quality of ACP
in RACFs and other settings is improved.
We recognise that the research has a number of limitations. The number of RACFs who responded to the
pre-implementation survey of policies and practice
was small, and represented 63% of facilities participating in the trial. This response rate and the response
rate for provision of resident profile information is
most likely a reflection of the extensive data collection
required and is not thought to indicate a lack of
enthusiasm by participating facilities. In line with this,
all participating aged care organisations provided
current RACF ACP documentation for quality review.
The number of training participants who responded
to the pre-implementation survey is relatively small
although drawn from a number of different RACF settings. Although the study only involved RACFs in one
Australian state, it represented a broad mixture of
RACFs, metropolitan and rural, public and private,
and may be a reasonable representation of ACP practice in Australian RACFs.
CONCLUSION
Overall, the findings from these surveys and documentation review suggest that some ACP-related
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practices were already occurring within facilities that
had not previously been exposed to RPC initiatives
specific to this topic. Nonetheless, there is evidence
that existing ACP practices in facilities had pronounced deficits and that surveyed RACF staff had
limited experience in discussing and documenting
ACP with residents, and reported poor implementation of ACP in their facilities. Initiatives providing
guidelines and education concerning ACP best practice
are required to ensure that such documents are prepared for all residents who wish to engage in ACP, are
comprehensive and are routinely used to inform
health choices at end of life.
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Supplementary Table 1

Characteristics of responders / non responders to the organisational survey of ACP

policies and practices

Number of facilities
Respondents (n=12)

Non respondents

Organisation type
State Government operated

6

3

Not for profit

5

2

Private, for profit

1

2

Metropolitan area

6

5

Inner regional area

6

2

1-50

5

2

51-100

3

5

Over 100

4

0

Low care with aging in place

5

2

Low and high care

4

1

High care

3

4

Located in

Number of beds

Care level

(n=7)

Supplementary Table 2

Staff survey respondents’ self-reported confidence in undertaking specified roles/activities

within ACP
Tasks/roles/Activities

Number of respondents (%)
Not at all confident Quite confident /
Not applicable
/a little confident
very confident
31 (68.9)

10 (22.2)

4 (8.9)

19 (42.2)

22 (48.9)

4 (8.9)

Answering residents’ questions about advance care
plans

21 (46.7)

20 (44.4)

4 (8.9)

Answering family members’ questions about advance
care plans

21 (46.7)

21 (46.7)

3 (6.7)

Complying with the provisions of residents advance
care plans

10 (22.2)

32 (71.1)

3 (6.7)

18 (40.0)

21 (46.7)

6 (13.3)

31 (68.9)

11 (24.4)

3 (6.7)

30 (66.7)

13 (28.9)

2 (4.4)

38 (84.4)

5 (11.1)

2 (4.4)

Knowing the role of surrogate decision makers
Initiating advance care plan discussions with residents*

Implementing institutional policy and procedures for
advance
care plans
Mediating when there is a disagreement between
residents and family members regarding end of life
decisions
Teaching other health care providers about advance
care plans
Knowing state laws regarding advance care plans

Supplementary Table 3

Staff survey respondents’ ACP general knowledge around ACP

ACP General Knowledge statement

1

People must have both a written advance care plan and a

Correct

Incorrect

Don’t know

(%)

(%)

(%)

21 (46.7)

19 (42.2)

5 (11.1)

43 (95.6)

0

2 (4.4)

40 (88.9)

2 (4.4)

3 (6.7)

6 (13.3)

33 (73.3)

6 (13.3)

36 (80.0)

3 (6.7)

6 (13.3)

10 (22.2)

20 (44.4)

15 (33.3)

32 (71.1)

9 (20.0)

4 (9.9)

substitute decision maker for health care before end-oflife decisions are honoured. (ANS = False)
2

An advance care plan enables individuals to describe in
writing the type of health care they do or do not wish to
receive when they are no longer able to speak for
themselves. (ANS = True)

3

A substitute decision maker for health care gives a
person the authority to make health care decisions for the
individual when he/she is no longer able to make those
decisions. (ANS = True)

4

People may appoint anyone they wish as their substitute
decision maker (ANS = False)

5

Appointment of a substitute decision maker for health
care must always be signed and witnessed. (ANS = True)

6

If a resident lacks decision-making capacity and does not
have a substitute decision maker, health care providers
must seek legal permission to stop life-sustaining
treatment. (ANS = False)

7

An advance care plan becomes effective when people are
not able to make and/or communicate their medical
treatment decisions. (ANS = True)

Supplementary table 4. ACP general knowledge score by age, years of aged care experience and educational level.
Demographic/employment variable
Age
Experience in aged
care
Educational
qualifications

<40 years
>40 years
< 10 years
>10 years
Undergraduate degree or lower
Postgraduate diploma or higher

Median ACP general
knowledge score
4.5
4.0
4.0
4.0
4
4

Mann-Whitney U
138.50

Statistical
significance
Not significant

179.0

Not significant

241.0

Not significant

Supplementary Table 5

Participants’ attitudes towards aspects of developing and implementing ACPs

and End-of-life plans

Statement

1

Residents with decision-making capacity who are not terminally ill

Percentage whose response to
statement was: (n=45)
Disagree or Agree or
Don’t
strongly
Strongly
know
disagree
agree
2.2
97.7
0.0

should have right to refuse life support even if that decision may lead
to death
2

Most of the time residents don’t know enough about health care to

40.0

60.0

0.0

37.7

44.5

17.8

4.4

91.1

4.4

4.4

91.1

4.4

66.7

20.0

13.3

86.6

8.9

3.3

0.0

93.3

6.7

55.5

40.0

4.4

2.2

93.4

4.4

77.8

22.2

0.0

17.8

68.9

13.3

17.7

73.3

8.9

77.8

8.9

13.3

51.1

48.9

0.0

48.9

42.2

8.9

prepare Advance Care Plans
3

Staff should go against relatives’ wishes if they conflict with the
resident’s end of life decisions

4

It is appropriate to give medication to relieve pain even if it may hasten
a resident’s death

5

Staff should be actively involved in helping residents complete
advance care plans

6

It is not the nurse’s responsibility to confer with the doctor about
medical treatment if a resident’s rights have not been considered

7

Staff should persuade residents to accept treatment when this is best for
them regardless of the Advance Care Plans

8

Staff should help inform residents about their condition and treatment
alternatives when preparing an Advance Care Plan

9

It is impossible to make good end-of-life plans if a resident and their
family have difficulty communicating

10

With Advance Care Plans residents are able, even in conditions of
incapacity, to retain their authority and autonomy regarding their health
care

11

Health care providers usually know the wishes of their residents
regarding end-of-life care without having formal documentation

12

The information in an Advance Care Plan is usually sufficient to guide
treatment

13

Some resident are excluded from making decisions about their care
because they are inappropriately judged to lack capacity to make
decisions

14

When providers disagree with a resident’s Advance Care Plan,
providers use their own judgment whether to follow the Advance Care
Plan.

15

Most of the time family members know the resident’s preference
regarding end-of-life care

16

Helping residents complete an Advance Care Plan is emotionally
draining

