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A Novel Decision Aid to

@ ‘ Help Pian for Serious lliness

Improving the Quality of End-of-life
Care in Long-Term Care (LTC)

COMMON BACKGROUND & RATIONALE

Improving communication, decision-making, and documentation
about what a LTC resident would want when they become seriously
ill is an important care gap that needs to be addressed in LTC.
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OVERALL CONCLUSIONS

+ LTC residents are at risk of ‘over-treatment’ during times of serious illness and acute
clinical change.

+ The health care system needs to encourage all clinicians and patients to start engaging
and documenting GoC and ACP discussions well before LTC admission so that
documentation is readily available and accessible in LTC.

+ Decision aids, like the “Plan Well Guide” (www.planwellguide.com) improve older
adults’ and their family’s knowledge and preparedness to make health care decisions
and could reduce the barriers to engagement by clinicians .

+ Developing and evaluating interventions that address SDM-identified areas for care
improvement could inform local quality initiatives and influence corporate policies to
improve the EOL care provision for LTC residents.
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