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The information in this guide is accurate to the best of our knowledge as of June 2023.

Definition
Advance care planning is a process of discussion and shared planning for future health 
care that a competent person undertakes with their whānau/family (at the person’s 
discretion) and health care professionals (Health Quality & Safety Commission 2022). 
Advance care planning provides an opportunity for a person to develop and express 
preferences for future care based on:

 • their values, beliefs, concerns, hopes and goals

 • a better understanding of their current and likely future health

 • the treatment and care options available. 

Advance care planning is about shared decision-making and delivering care that is 
centred on the person (and their whānau/family) now and in the future, including at 
the end of life. It helps to prepare all involved for what may lie ahead and with making 
decisions in the future that align with what matters most to the person.

 • Shared goals of care are the outcome of a decision-making process between the 
person, whānau/family (as appropriate) and clinical team. They may result from 
an advance care planning conversation or a stand-alone process. The aim is to set 
a direction for an episode of care, including any limitations in medical treatment 
such as cardiopulmonary resuscitation (CPR) and the level of treatment desired or 
available in likely clinical scenarios (Martin et al 2019). 

 • An advance directive (AD) is a consent to, or a refusal of, a specific treatment that 
may or may not be offered in the future. It may be written or oral. For the AD to be 
valid and legally binding, the person must, at the time of creating it, be competent, 
informed and acting freely and must anticipate that health professionals will use 
the AD later to direct the treatment they offer. An AD may only be used when the 
person lacks capacity. A person cannot use an AD to choose assisted dying.

 • Advance treatment planning is a process of planning for likely future health needs. 
It is an important process for people who lack capacity. It is a clinician-led process 
that includes consulting pre-existing documents and the person’s representatives. 

Advance care planning
Te whakamahere tauwhiro whakamau

https://maoridictionary.co.nz/word/10062
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Key points
 • All of the above (advance care planning, shared goals of care, AD and advance 

treatment planning) involve having conversations with the aim of giving the person 
care and treatment that are consistent with their values, beliefs and clinical needs. 
Having the conversation is more important than which form is used to capture it.

 • People with capacity (competence):
 – choose who to include in conversations
 – decide on their (clinically appropriate and reasonable) care and treatment options
 – should be encouraged to document their preferences.

 • The following conditions apply to people who lack capacity (as established through a 
formal capacity assessment).

 – Health professionals have a legal obligation to consider the resident’s expressed 
preferences when determining which treatments to offer. If there is a valid AD that 
relates to that specific treatment, it is legally binding.

 – Health professionals should make every attempt to include the person’s 
representatives (enduring power of attorney: personal care and welfare) in 
treatment planning. Note: The attorney cannot ‘refuse any standard medical 
treatment or procedure intended to save that person’s life or to prevent serious 
damage to that person’s health’ (Protection of Personal and Property Rights 
Act 1988). For example, they cannot refuse CPR on behalf of the resident (New 
Zealand Government 2021). 

 – All of the above processes inform decision-making. They do not replace clinical 
judgement or accountability for decisions about what treatment to offer.  
For example, health professionals may judge CPR to be clinically inappropriate 
(unlikely to save the life of a person with advanced frailty) and so make a ‘do not 
resuscitate’ decision.

 – An advance treatment plan is the outcome of reviewing decisions the person 
made when they had capacity, talking with the person’s representative(s) and 
applying clinical judgement.

Why this is important
Understanding the values, goals and wishes of the person living in care helps the health 
care team make decisions that are most likely to uphold the mana (dignity, status, esteem) 
of the person.

https://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWords=&keywords=mana
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Implications for kaumātua*
Given the basis for advance care planning is to honour the values and wishes of the 
individual and their whānau/family, it is important to involve all the necessary people and 
make sufficient time and space available for these conversations to happen. Providing 
support and guidance to the whānau/family throughout the process is also vital. 

The whānau/family members involved may extend to a much wider group of people than 
those typically considered immediate ‘next of kin’. The method of communication with 
whānau/family should also be flexible – for example, kanohi ki te kanohi (face to face) 
meetings, email, telephone or video conferencing. The whānau/family involved in each case 
should determine the method based on their own preference. 

Assessment 
Conversations about choices to do with frailty and care or treatment occur when a person 
is admitted to aged residential care, at routine reassessments and after significant changes 
in their condition. Having a standard process helps these conversations to take place  
(Siu et al 2020). As a general guide, it is helpful to discuss five levels of treatment with the 
person and their whānau/family when deciding about shared goals of care and advance 
care planning.

1. Restorative (full) for CPR:  
Treatment aims to preserve life and may require transfer to acute hospital for 
diagnostic procedures and treatments that are not available in aged residential care.

2. Restorative (conditional) not for CPR:  
Treatment aims to preserve life or maintain the best possible health outcome. It may 
require assessment in urgent care, while limiting treatment to the options manageable 
and/or available in aged residential care.

3. Active care on-site not for CPR:  
Treatment aims to slow decline and enhance quality of life. Generally, the guidance 
is not for hospital transfer. However, transfer to hospital may be necessary following 
advice from a general practitioner or nurse practitioner. Examples of such situations 
include traumatic injury (eg, suspected fracture) and acute surgical issues (eg, 
suspected bowel obstruction). 

4. Comfort care on-site not for CPR:  
Treatment aims to optimise comfort rather than to try to prolong life. This phase may 
be for a short or extended period. 

5. Care of dying: Treatment aims to provide comfort for the person living in care and their 
whānau/family in the last days or hours of life, when ‘dying’ has been diagnosed.

* Kaumātua are individuals, and their connection with culture varies. This guide provides a starting point for a conversation 
about some key cultural concepts with kaumātua and their whānau/family. It is not an exhaustive list; nor does it apply 
to every person who identifies as Māori. It remains important to avoid assuming all concepts apply to everyone and to 
allow care to be person and whānau/family led.

https://maoridictionary.co.nz/word/10799
https://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWords=&keywords=kanohi+ki+te+kanohi
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Key points
 • Research suggests it is almost impossible to predict when dying will occur. The levels 

of assessment outlined above are an approach to care, not an approach to dying (Stow 
et al 2020).

 • If a person experiences an acute illness, it is always necessary to complete a clinical 
assessment to determine whether it is possible to address the illness no matter what 
level of intervention the person has chosen.

 • All treatments (eg, subcutaneous fluids and antibiotics) may be considered at all levels 
of intervention (except active dying) but may be stopped if the treatment does not 
reverse the underlying condition. Thorough communication with the older person (as 
able) and their whānau/family is essential if treatments are stopped on the reasoning 
that they are futile, regardless of what level of intervention is involved. 

 • When competent older people with frailty become unwell, their ability to make rational 
decisions can be compromised. When they lack this capacity temporarily, the health 
care team must make sound clinical judgements on their behalf.

Care planning
 • Advance care planning www.hqsc.govt.nz/our-work/advance-care-planning/acp-

information-for-clinicians

 • Shared goals of care resources www.hqsc.govt.nz/our-work/advance-care-planning/
talkingcovid/arc-specific-resources

 • Shared goals of care form www.hqsc.govt.nz/resources/resource-library/shared-
goals-of-care-form-for-aged-residential-care

http://www.hqsc.govt.nz/our-work/advance-care-planning/acp-information-for-clinicians/
http://www.hqsc.govt.nz/our-work/advance-care-planning/acp-information-for-clinicians/
http://www.hqsc.govt.nz/our-work/advance-care-planning/talkingcovid/arc-specific-resources/
http://www.hqsc.govt.nz/our-work/advance-care-planning/talkingcovid/arc-specific-resources/
http://www.hqsc.govt.nz/resources/resource-library/shared-goals-of-care-form-for-aged-residential-care/
http://www.hqsc.govt.nz/resources/resource-library/shared-goals-of-care-form-for-aged-residential-care/
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Decision support

CPR = cardiopulmonary resuscitation

Advance care plan

Involve others as resident 
prefers

Provide information on 
 � Stage of frailty
 � Stage of chronic conditions
 � Reason for current medication

Review existing choice statement and 
ask about current preferences 

 � Advance care plan
 � Advance directive
 � CPR (if realistic options)
 � Shared goals of care
 � Potential invasive treatments
 � Medication preferences

Consider and share information on 
 � Stage of frailty
 � Stage of chronic conditions
 � Reason for current medication

Review existing choice statements 
 � Advance care plan
 � Advance directive

Consider and discuss residents’ most 
likely preferences and clinical options

 � CPR (if realistic options)
 � Level of care
 � Potential invasive treatments
 � Medication preferences 

Advance treatment plan

Consult available sources 
on resident preferences

Y

Does resident appear to have mental capacity?

Update clinical record

Prepare for conversations about care and treatment 
options
For Māori, the definition of ‘whānau/family’ can be 
broad. Consult kaumātua about who should be present 
for advance care planning conversations. Be prepared to 
find time and space for conversations. (Communication 
method preferences will vary: ask about this too) 

Review advance care plan on admission to services, at 
routine reviews and after significant clinical events

N
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