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Outline for today 

• Define advance care planning (ACP) 

• Review the process of appointing a 

Substitute Decision Maker (SDM) in Ontario 

• Review role and responsibilities of the 

SDM/POA 

• Explore common misconceptions about 

advance care planning 

• Review resources for advance care planning 



Recent Headlines  



What is Advance Care Planning (ACP)? 

A process whereby a capable person may express: 
 

1.  Who they trust to act on their wishes and make 

healthcare decisions if they become incapable.    
– Indicated in a Power of Attorney for Personal Care (POA) and 

becomes the patient’s appointed Substitute Decision-Maker 

(SDM).   

 

2. Values and preferences to guide treatment 

decisions if they become incapable.  
– Planning in advance of a treatment or plan of treatment being 

proposed is documented in an Advance Directive or Living Will.  

– Inform and guide the patient’s SDM 
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Substitute Decision Makers in Ontario 

• The Ontario Health Care Consent Act includes a hierarchy of substitute 

decision makers (SDMs) 

• The SDM is the highest capable person over age of 16 who is willing 

and available. 

• Court appointed guardian with authority to give/refuse consent 

• Attorney for Personal Care (signed POA is required) 

• Representative appointed by Consent & Capacity Board 

• Spouse/Partner 

• Children 

• Parents 

• Siblings 

• Other Relative 

• Public Guardian/Trustee 

*If there are two or more people at the same level, they will need to make 

your treatment decisions jointly 

 



Why a Power of Attorney Instead of SDM? 

• The patient may not want to follow the SDM hierarchy 

outlined in the Health Care Consent Act legislation 

because: 

– There are two people in the patient’s life at the 

same level but they only want one of them to 

make treatment decisions (e.g. two sons) 

– The patient wants to appoint a person on a “lower” 

level to make the decisions (e.g. you prefer a 

sibling to make your treatment decisions because 

it would be far too stressful for your spouse) 

 



Appointing a Power of Attorney                        

in Ontario 

• If a capable patient wishes to formally appoint a 

SDM, they must complete a Power of Attorney for 

Personal Care and a copy must be placed in their 

chart.  The Ontario POA toolkit can be found at: 

http://www.attorneygeneral.jus.gov.on.ca/english/f

amily/pgt/poa.pdf 

 

http://www.attorneygeneral.jus.gov.on.ca/english/family/pgt/poa.pdf
http://www.attorneygeneral.jus.gov.on.ca/english/family/pgt/poa.pdf


Myth busters - True or 

False?  
A substitute decision maker (SDM) only 

has authority once the patient is deemed 

incapable of making his/her own health 

care decisions. 

 

True 

An SDM only has authority for as long as 

the patient is incapable and alive. 



Myth busters –  

True or False?  

We will diminish patient's hope if we offer them the 

opportunity for advance care planning and convey a 

message that the health care team has ‘given up’ on 

them. 

False 

Studies show that patients feel more empowered and 

more hopeful when they are able to engage in advance 

care planning. If health care providers tell and show the 

person that the team is not giving up on their care, the 

individual should feel more supported.  



What is an Advance 

Directive or ‘Living Will’? 

• Patients may choose to record their medical 

treatment preferences in a legal document 

called an advance directive to ‘pre-specify’ their 

treatment wishes in writing. 

Alleviates loved ones’ burden of responsibility for care 

decisions 

Assists care providers in offering 

treatments/interventions that align with patients’ goals 

and values as they define them.  



 

Patient-doctor end-of-life care talks happen 

infrequently in Canada: Study 

Patients and families also wanted to be able to talk about their fears, 

concerns and values, such as how unacceptable would it be for them not 

to be able to speak, or not recognize their loved ones, or to be dependent 

on others for toileting, feeding and walking. 

“For me personally that would be completely unacceptable,” You said. 

“Someone else might say something different. They might say, ‘If I was 

dependent for feeding, for me, that might still be okay if I could recognize 

and interact with my family.” 

“It’s not super complicated stuff,” You said. “They just want their care team 

to have honest conversations about the things that matter to them. We 

need that to happen more.” 

National Post, November 3, 2014 - Sharon Kirkey 



What is Advanced Care Planning? 

• On-going conversations with your care 

team that focuses on these questions; 
• What brings meaning to your life? 

• What’s important to you? 

• What are your core values and beliefs? 

• How do these values and beliefs inform your medical 

treatment decisions? 

• Do you have medical treatment limits based on those 

values and beliefs? If so, what are they? 

• Do you have someone in your life that could 

communicate your treatment preferences on your behalf 

if you were incapacitated?  

 



What is Advanced Care Planning? 

What are my options if my health quickly gets worse?” 

– “How will the treatment plan start? Is the treatment meant to 

cure the disease or just make me more comfortable or 

both?” 

 

“What is the best you can hope for with this treatment?” 

– “How will you know if the disease has progressed? Will there 

be any signs or symptoms?” 

– “How do we make decisions about whether I should be in 

hospital or at home?” 

– “What resources are available to support me at home? In the 

community? In a health care setting?” 

     



Ontario ACP Resources  



Speak Up! Workbook 

 Available at Patient Family Libraries at UHN 



Start the Conversation 





Understanding the Options 



Understanding the Options 



Vermont Advance Directive for Health Care 

Prepared by the Vermont Ethics Network 



U of T Joint centre for Bioethics –

Living Will 



 

 

 

In Light of Brittany Maynard's Death, Go Where You Need to 

Go - Nancy Sharp, Huffington Post, November 4, 2014 

“My own experience has taught me that we 

have to be brave enough to face uncertainty 

and adversity, and to hold all the dualities of joy 

and sorrow, health and illness, past and present 

and life and death together. Anyone who has 

faced loss -- which is everyone -- understands 

that all these paradoxes co-mingle. 

We have to be brave enough to have tough 

conversations and no matter what, to put 

ourselves on the path of living every day.” 

 


