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Definition
“Process that supports adults at any age or stage of health in

understanding and sharing their personal values, life goals,
and preferences regarding future medical care”

Sudore R, et al. Defining advance care planning for adults: A consensus definition
from multidisciplinary Dephi Panel. J Pain Symptom Manage 2017

A1SIMUHUNTSHUAdIIU (Advance Care Planning) Aanszuiung
N15MLRUALAFUNINNAYIN LInaunKirasnuaaIudgnisalunng
aadulandatdrgscasiiauasdin anAdunivnisudaliitunienis Tae
21 lFnSruIUNISFUNUILTNBI9MMNAUSENINNTIE ATaUAST LAzl
UAaINSFUNIN BdaKraa1ri lananulay uealsnuwduignasaunsn
naalanw1uAaINSgUNIN

A1UnvIUFUNINUIVI6 aTrIFUAINanIclsaau TaaiauLfjiisinag (Operational definition)
YavAlAaITavAULsavn1TeuAauLVLsEAuL/scAav (Palliative care) d1vsuilsane Ine



Advance Care Plan VS. Advance Directive

« Documents outcomes of advance care planning discussion to inform care
provision of a person’s preferences for future health care and preferred
health outcomes should they become seriously ill in the future and are
unable to make decisions, and/or communicate their wishes to others.

In_|t|at|on of —
discussion

Discussion to clarify
persons’ preferences ==
for future care

Statement of wishes
(verbal or written)

Advance Care
Plan

Advance
Directive

« Written advance care plan signed by a
patient who has decision making capacity

« Consent to, or refuse, specified medical
treatment (life supports) for specific
condition (end of life) in the future




Why Concern?

*Increasing numbers of elderly and chronic iliness situations
* Improvement of medical technology

*Increased education of population

* Growing acceptance of patient autonomy

4

Importance of Advance Care
Planning
Future health care needs &

AA‘IAIAI‘A



Limitation of AD

» Take up rate very low
* Only in terminally ill, refusal of life-sustaining treatment

ACP

Define goals and preferences for future medical treatment
Health outcomes preferred by that person

More acceptable by the health care team

Take up rate higher



Why is ACP Important?

* Used extensively across the world

A cornerstone in improving end of life care

* Encourages pre-planning of care

* Enables better provision of service, related to the patient needs
 Empowers and enables patients and family

* May increases QoL, sense of control, preserve normality and hope

e Save medical care cost Detering KM, et Al. MJ 2010,340:c1345
Zhang BH, et al. Arch Intern Med. 2009;169(5):480-488

Teno JM, et al. J Am Geriatrics Soc. 2007,55(2):189-194



When - Triggers

* Following a new diagnosis of life limiting condition
* [N conjunction with prognostic indications

* Multiple hospital admissions

* Admission to care home

* Expressed need of patient or family___
Who - Facilitators

 Patient & family — supporting early discussion eg. introductory leaflet
* Primary health care provider: GP, community nurse

« Secondary care — specialist consultant, ward staff, etc.

« Palliative care specialist

e Sometimes trained non-clinical facilitator



Integrate ACP into Various Life Stages & Care Settings

* Healthy adults: Consider values and what matters most in the future
Primary/community care
Public awareness

* Chronic disease patients: Discuss disease progression and
preferences in medical crisis
Specialist OPD
Hospital in-patient

* High needs/frail patients: Preferred care interventions and to
express personal last wishes
LTC and nursing home
Palliative services



Hospital - In-Patient

|dentification: Doctors and other health professional
|dentification criteria

ACP introduction: Doctors and other health professional

/\

ACP done by primary team Refer to ACP team
Needs training (Most common - PC team)

—— ==

ACP documented in hospital IT system

Revise from time to time




Outcome - KPI

* % of patients who have ACP
Healthy adults
Chronic disease patients
Elderly: general; in LTC
PC patients 100%

* Awareness survey

* % of preferences honored



Cultural Consideration

* Western countries - emphasis on autonomy:
- Truth telling
- Share decision making
- Self-directed care planning

« Eastern countries — emphasis on family and society:
- Conspiracy of silence
- Family is key decision maker
- Taboo In talking about death



ACP In Asian Countries

Talwan Natural < 2016 Patient Right to Autonomy ACT advocates AD

Death through ACP aimed at patients with: terminal ill; irreversible
ACT coma; terminal dementia; incurable diseases.
(2000) « >100 clinics in hospitals provide ACP consultation

« Pay out of pocket to do ACP consultation
« AD stored on an online electronic platform and ID card
2010 ACP implemented by the government (not legalized)

Singapore Advance

Medical < Seeding fund from government for ACP pilot project
Directive + ACP clinic in restructured hospitals and in community
(1996) « ACP upload and can be access on electronic storage

« 2011 “Living Matters” was set up for national ACP program



ACP In Asian Countries

y

Korea Yes - e 2016 Act N0.14013 — decision on LST for patients in
Physician hospice & PC at the EOL
orders for  Document uploaded in National Agency for Management

LST (POLST) of LST registry

* Reimburse payment for LST document
Japan No « 2018 ACP introduced in the GL on decision making

process on EOL care

* Project “Education For Implementing EOL Decision
(E-FIELD) provided interdisciplinary team with 1-d WS on
ACP throughout the country



Current Situation of ACP in Thailand

Current situation:

* ACP done mostly in PC patients by the PC teams
* ACP is recognized as AD

* AD is legalized in 20

* ACP is one of national PC KPI

Purposed policy

 Establishment of common ACP form
*egalization?

* Training of facilitators: hospital-base and community-base
* Public and professional awareness

* Electronic access of patients’ ACP?



ACP Forms

* General healthy person
» Chronic disease form include elderly

119 consensus

. LI IYUEIRITAE JeU.

e UNATIGW: WANE WENUNA LA UndvAN
* Public hearing

e 191 AFY. LNaN155U52Y [ nOMNN



ACP Process

« Understanding of medical condition

 Reflection of their goals, value, and preferences

« Communicating and document their wishes and goals.
* Choosing a health care spoke person

* ACP document can be changed at anytime.



Baﬁic Communication Skills

| dgunaulun1svisilsnsn
1. BuAU (opening)
« U55EINIATF LU 1TuaIUG V7 Llwdaguingu Tgn1e191e9
- vinng uusingnddlulas unarnuiaaeiw iy fdunaunigvineiu
2t lsuasyin ludvsavunwarnanu
2. i1 lsaiiuilenn
« pufivileunineineg Fnauavlusiaazidan IRA1RUAINIIATY
- vinAugiNlaFesineg A diaeiuilouvin Widiaian (uses clarification)
3. salwmane (goal setting)
- Aanilaynnfinyiaze
e #3195 P LR VU UAMUE Ay ArvuatruasIuAU
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Junanluni1slvifd1usnen

4. nsunilegyin (problem solving )
lgdrarudaretla/itlaatnaimrnnzau
* N15797A (active listening) dqlusuidin
e N9 AL ANINNITUNNELUIENNLFNALNULHU
‘lwwﬂfaUuahu'smLLau‘lwmﬂ?q’u‘lamﬂmuLao
+ N5 AN TIAITIUAS |
» d9Uiflusroe maug niudlsafuiidndoy

5. AsgfinszuUNIs Id13ne (closing)
- d5U1sudiui ldwaneain
« I IUFIA19AT1D AF29FDLAINAR aaumummsﬁﬂmﬂaauuﬂao
. u,amm'meﬁwﬁu‘lummmuummﬂLmvlsuﬂﬂmw
- ANSAUNNLRRAIN U3aN15NA1IAN TALTVIAN1IiauE
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maummmaumsﬁamsmsmuwuquammm

NSLEUAUFUNUILALUULUINTITIIULHNUALIFIN WU
PUNAUNTIFVIN N15IALAL

n15U5lu: Preferences anuiginladn1isdunin audnnneaa
Tidayawa1nsailsm (Share prognosis)

AunLInuNEN1TALEA Llaznaansiinasns/ lusavns
(Explore preferred outcomes)

vuninuazdatAutandns nuniutlusces



1. mswumuﬂuwm
LuLU1N15219 LLNILO) ULaaIMu uav‘numaum‘sm

° L“S?Jﬂuﬂu‘lflu’]

“UU/NLILIANININRE LANAASALINUFDIUAITUFUATNDDIA L
LardINENATin”

 N15UszlluAMUEN TAALINVNITIIULNUGUAAIINU
“@aulg11RLALIATUNIFITIUHLA AR 9D 191577

- M5 Widayaifisafiunisasunuguasd v
“N15I LN UALAFINWUIFINITAANLNIUALITULUININNITA LS
fFunnluauinnuavans IHun1sdaasliauiugitaslsadyainsy
FaanuasiuInIn1ssne L lntludefinausiaonis ilansdiianas)
Tuanni lidgunsasusvdadiunsadadissiudiinnnaylsd”



1. mswumuﬁuwm
uu.,mm'ﬂwuwuq uaaIMuU ua.,&lumaumsm

» WaAuFuITunaulun1ITinuNuguad I

- ‘uuﬁ 1 ﬂmmumumé’ﬂmmmmﬂm mmmﬁmsmm N152LH ATULATW
mmmm‘lummmamammﬂaaal'mvlﬁ amau"lmmoLﬂu?NMﬂmﬂamu”lu“lm
maumemiiﬂm'ﬁuﬂu‘lﬂwamﬂamuvlm

. qufl 2 Lﬁaﬂv&’ﬁﬂmﬁmo‘la‘lﬁé]’ﬂﬁu‘lmmu L?Jumﬂaﬁﬂmt%afjmﬁﬂa
ANFDINITUDIA U LLaummiamﬁu‘laLfsa\‘lm‘smLLaﬁﬂm‘Luamﬂmmmmu
mmmaomwaoﬂmmnmam Lwa‘luﬂﬁmmmammﬁu‘laL'-saomamvluvlﬂmwum
1T N LA NUN

3 HI v (=4 ¥ dl I ¥ al d‘dl
- 49uf 3 tuinAucavnIsuaInUadlulangsiinafadis iiuunnanga
nsuauaaInIsraInn wazalu il lsaisdunsalnandrsiiidngssuy
ARV LTNWLIUIANALATNABIAL LlazAuAIsHanaTuLAY 1IALAY



2. n1suUsein: Preferences

AN IAFENITHUAIN AMUIRNAIIA

s AUMNAMUNYNETDY “A15aLli” Tuarnufnuiunvavile fanssuuas
ﬂsvﬂumsmwmﬂmmmmsaqw A NEIafid uazarlsvinidan
aunune

“Nsatf luminuvuiauavnufaliluatels?”
“ar’lsvinliEInuavamiiniuving avlsifinanudrdadiusunm?”
“ar’l5 1 TuFeiguanIaIA NS U AUSITNIe”
“‘ar’lsfuduasundnnnnudfinAndvdnitzanuiduielunianianiiin’

“duasnurvzamIudInITaNIzaULantlavlinNdAtUsaALaEN 157
DIAUTILLRDAULEY LN laAuaausudnINc i Uag1e 157"

“drdn1izlsauavaaianatnnzatilunindu aonsasnisnissSneszaula’



2. N15Usulu: Preferences
AN IdENITHUAIN AMUIANAIIA

e AuvnAdnladnegunmatmuay Tsaflitiu n1s3flade wensollsa
"aasdlafsrfuan1Irgun Wi vavamatig 152"
“‘aniasnnnsudiayaaslstinafaafudnaiunisaldnamingrunisiduihauasno?”
e Aunsedunisalifaafuaaduilae
‘anufidssaunisalifaafualinutamineasanluasauasiviaiaunynialai?”
“|sedunisaitiuiluangls?”

e dAUurAIANANIa AN IefuAITdUNIN
“ar’lsAadvTinninnfivianiandifigaisdfuauinanNgunTwTay Ao ?”

“A52LASIUDNAUNSILLALINUAINNA VLI e UDIAUUFEUUINNNTALLATN AL
MavdnN15119a ld ag1v 15?”



3. Ivdayanea1nsallsa (Share prognosis)

s wennsailsanKilatu
 FyNaAAnTUlUIUIAR ANTUNTNTDU



4. puvivunansqua uasnaansnsnavnis/
"liisiavn1s (Explore preferred outcomes)

s AulMuNsuazTaLIYRYBINITINI
“tdrdgn1izauidvihguatanngaal tilhnuigvavaufaasls?”
“AOLATINVAVLVANITSN VAU 1511197

- AuMIHadNSAdavn1s idavnis
““@n1suuylatineiamaansu/oansylyle?”

- AunTaUIERTDINTS AT oINS

- aaAEIRUNSUARETIANSFaAU launudugun N

e AU VFAIFUINLALAMNLTINNNIRIUSTINTID1MDNENasan195an T U1
AUNITQUAFUNIN



5. dufinuazdatfiutandns nunutiussae

* YUNNAMUNDINTITHIN ACP LacrfIN WALt NTALIY 1TLNUAAN T
ACP a1aviilae

o LAV IYINIUIFgn15ataaulay ACP lamaantian

* NM5UAAUUINUN ACP aadni1adaAudnssuudayauat1sIna1u1a
- OPD card
AL LA TH]TN
- Hospital HO

e N15FIRNAUNALNUNTITAULAA WU U TURNFUN TN UNFINQLLA/F 61D



Proposed ACP Form: Scenario

AN AINTNAN LALLEAILARFTIUS LT TudIuil e lasun1satiiunng
salainndiguann laavalinuiiugia

- aoulIUL a8 1sa/NA1eNS N LinnaLazag Tussasinauay1se

152 Aaatadludn1iziilunnatiivniis naanautluduaviiauszau
JULSY G lldNsagiadaniiay gouliaaliudnuaznisilnAa

32 Aauthanitnnaadssduatfiinsiansei luduisasns i
NAUAUA Las lidusaligina la e luldinaavwean



Proposed ACP Form: Choices

mmwwuﬁuﬂoumuTsnlmomsnm‘lumﬂua.,aq‘lu's.,u.,mmm
Tan nsdlfinzunsndauiindunasAuunndiianuriuiinissng
navnaiiTanrdsandIntasuin

TIntINTaldann1sINIaINTSiaann1IsnauIulag luldin3as
WENTWKFAN155NBNEaTIR LacualiagInn1us550TIR

PYAWLINVALRANNITSNBIANT FAIUTINTITITLATDINENTW LLEIN

ni
LLWV]&ILHIL’J’]VLJJVLQNR aumm‘lmaamﬂ ‘58\1W EI\‘]‘D"I/\IVl,ﬂLl,au‘SﬂH’W]’UJ

a1n1siia lildnsunu LLaumaLﬁammmuﬁs'w‘mm
danidrualisnuduinTaa luildiasasnasdnauninasdodie
PN AFU LA Ndartivdala lu 1a



1A5IN1550159AN19Yi1 ACP Turjdvang)

* Train facilitators: iu PC, wa1u1a case manager
* WRMLANETT LWNUWU Alia Ja
*1i1 ACP °lu nursing homes, ful Long-term care ‘luauau

1A59N1550159AN15vi1 ACP 1u Chronic Diseases

 Train facilitators: iu PC

¢ d99ANATENUNLAsN1TRANAUSNLARINS LU TTINEIUNA
e 1@ ACP clinic Tulsynwaua

o 51952 UuAINALTUSEUY T 15IWLILNA
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