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● Life expectancy 83.9 years

● Singaporeans spent 10.6 years in ill health in 2017. This is 
1.5 years longer than in 1990.

Quick Facts About Singapore

It is always too early until it is too late when it comes to ACP 
Missed opportunities at engaging our patients and loved ones



Why do we need to plan ahead?

• Most of us will die from a chronic, progressive and 
ultimately fatal illness

• When the time comes to make important end-of-life 
decisions, approx. 50% of patients are not capable of 
participating in these decisions

• When healthcare professionals are uncertain about what 
decision to make, the default is to treat

• If caregivers have not spoken to a patient about end-of-life 
issues, they cannot reliably predict what the patient would 
have wanted



* Relatives & doctors don’t always get it right
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(2016, Singapore) Significant differences noted in their preferences on EOL
care options among patients, relatives & health care professionals.
Ang Guat Cheng, Zhang Di, Jim Lim Kim Hwa. Differences in attitudes to end-of-life care among patients,
relatives and healthcare professionals. S’pore Med J 2016; 57(1): 22-28

* Patients desire autonomy over EOL decisions
(2012, Singapore) Choice of ICU in EOL: concurrence is 20 out of 30 pairs of
patient-surrogate. 80% of patients desired autonomy over their decision.
Foo ASC, Lee TW, Soh CR. Discrepancies in End-of-life Decisions Between Elderly Patients and Their
Named Surrogates. Ann Acad Med S’pore 2012;41:141-53





The letter warns that, as hospitals are inundated 

with Covid-19 patients, those with serious conditions 

such as incurable cancer, motor neurone disease, 

and untreatable heart and lung conditions were 

“unlikely to be offered hospital admissions” and 

“certainly will not be offered a ventilator bed”.

It goes on to ask the patients to complete the form 

as “scarce ambulance resources can be targeted to 

the young and fit who have a greater chance” of 

recovering from the virus.

Chris Elmore, the Labour MP for Ogmore, and 

Welsh Assembly Member Huw Irranca-Davies say 

they were “deeply concerned” on Monday when they 

were contacted by a number of “worried 

constituents” in “distress” over the GPs’ plea.





Advance Medical Directive / AMD

• A legal document 

• When you do not want your life 
to be artificially prolonged in the 
event you are unconscious, 
terminally ill and dying

• Form is signed in the presence of 
2 witnesses, one of which must 
be a doctor

Credit: agewell.com.sg



As part of:

Advance Medical Directive / AMD

• The form only comes into effect 
when a patient is certified to be 
terminally ill by 3 individual 
doctors

• Doctors will not know that you 
have an AMD, unless you tell them

• An AMD can be made a GP clinic, 
polyclinic or hospital (form is 
found online)

Credit: agewell.com.sg



Lasting Power of Attorney / LPA

• A legal document

• When you (donor) want to legally 
appoint someone (donee) to help you 
make decisions on your behalf when 
you lose your mental capacity

• The appointed person can make 
decisions regarding your personal 
welfare and/or your financial matters

Credit: msf.gov.sg



Lasting Power of Attorney / LPA

• However if the decision is regarding 
life-sustaining treatment or 
treatment in preventing a serious 
deterioration of the donor, the final 
decision will be made by the doctor

• The form comes into effect when the 
donor loses mental capacityCredit: msf.gov.sg



Lasting Power of Attorney / LPA

• Doctors will not know that you have 
nominated an LPA, unless you tell 
them

• The LPA form can be made by an 
accredited doctor, a lawyer or a 
psychiatrist (form is found online)Credit: msf.gov.sg





History of Advance Care Planning in Singapore

2009

•National Healthcare Group End-of-life taskforce invited Respecting Choices 
(RC) Faculty from the Gundersen Health System, US to train a pool of ACP 
facilitators

2010
•Pilots started in Cardiology, Respiratory & Critical Care Medicine & 
Neurology

2011

•Agency for Integrated Care (AIC) bought the ACP license from Respecting

•Choices® (USA), adapted the ACP framework for Singapore. 

•Branding of ACP as Living Matters, https://livingmatters.sg

2012
•With funding from AIC, various project teams in hospitals started its 
implementation, planning and development.

2017
•Embark on ACP 2.0 to develop and integrate ACP as part of care in all 
patients as well as healthy individuals.
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National programme adapted fromRespecting  Choices model
and renamed LivingMatters

Early onset & medically
stable patients

Patients with < 12months  
prognosis /  “No surprise”  
group

Patients with progressive,  
life-limiting illness,suffering  
frequentcomplications

Disease Specific(DSACP)  

Determine what 
goals of  treatment 
should be  followed if 
complications  result 
in “bad” outcomes

Preferred Plan of Care(PPC)  

Establish a specific plan of 
care  expressed in the PPC
form

General ACP  

Nominate 
Healthcare  

Spokesperson 
and  consider when 
aserious
neurological injury 
would  change goals 
of treatment

ACP documents are not legally-binding directives and are to be used as guides when the person  loses mental 
capacity. Doctors can step in then to be the final decision-maker, bearing in mind the  person’s best interests 

(includes views of loved ones, past and present wishes in the ACP, etc)



What is ACP?
ACP is a voluntary process of communication on future care preferences 
between an individual, his or her family and healthcare providers.

ACP describes the type of care the person would prefer, if he or she is to 
become very sick and unable to make healthcare decisions in the future.

The ACP process guides physicians, patients and their loved ones in making 
decisions based on the patients’ values, beliefs, wishes and personal goals 
of care.





ACP is suitable for everyone, in any stage of health, when
he/she is ready to talk and plan for future healthcare.

When an individual makes his ACP preferences known, it saves
his loved ones from having to make guesses about the type of
care he may or may not want, should an unexpected medical
emergency happen.



Benefits of ACP
• * When approached sensitively, no evidence that

ACP takes away hope.

• More information earlier in the course of the ESRD focusing
on the impact on daily life empowered patients: a key factor in 
sustaining patients' ability to hope.
• Sara N Davison, C. Simpson. Hope and advance care planning in patients with end

• stage renal disease: qualitative interview study. BMJ, 2006 Oct 28; 333(7574): 886.
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Benefits of ACP
2
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*ACP improves end of life care, and reduces stress, 
anxiety & depression in surviving relatives

• Melbourne (2010), RCT (n=309)

• Of the 56 patients who died 6 mth later, EOL wishes were known in 86% 
(intervention group) vs 30% (control group).

• In the intervention group, surviving relatives had less stress, less anxiety &
depression than the control group; and family satisfaction was higher.

Detering KM, Hancock AD, Reade MC, Silvester W. 
The impact of advance care planning on EOL care in 

elderly patients: randomised controlled trial.
BMJ. 2010;340:c1345.



ACP National Office ( Agency for Integrated Care)

• Track Programme KPIs 

• Report progress to funders

• National standards & 
guidelines  

Quality Improvement 

• Hospitals

• Community care providers
• Grassroots Civic groups
• Religious groups 
• General public Engagement

• Facilitator training

• Advocacy training

• Certification 

• Publicity and patient education
Training & 
Education

• Develop ACP IT system

• Maintain central registry of 
facilitators and instructors

• National ACP forms

System 
Infrastructure

Role of HQ 
ACP Office
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Patients 
receive that 

is aligned 
with his/her 

needs 

ACPs are lodged in 
National IT system 
by provider, which 

flows into NEHR

ACP Work process in PHIs 

24

Mr Tan,78, is admitted due 
to fluid overload. He has 
been dialyzed in the past 10 
years. This has been 3rd 
admissions this year due to 
fluid overload. 

Patient is being 
cared for by the 

primary care team 
and proactively 

identified for ACP 
initiation or review 
by the care team. 

ACP is initiated by 
primary care team 

doctor

Identification

Initiation 

ACP referral is 
made to ACP Office

Referral
ACP is conducted by 
facilitator from ACP 

Office in ward or 
outpatient^ 

ACP Facilitation

Documentation, 
sharing and 
storage

Care 
provision

ACP is conducted by 
facilitator from 

primary care team in 
ward or outpatient^

ACP Facilitation 

Facilitator works 
in partnership 
with physician IC 

Care team 
members 
functioning as 
facilitator    

Or

^Option for outpatient include tele-ACP and physical session  

Review



25/<Total>



Barriers to Communication in ACP
2
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1. Patient / Family factors
• Anxiety, denial
• Desire to spare patient / protective family members
• Low health literacy

2. Physician factors
• Prognostic uncertainty
• Reluctance to disclose a dire prognosis, ‘too early’,
• fear of diminishing hope
• Inadequate communication skills, own emotional 

distress, lack of training for EOL conversations
• Perceived low health literacy of patient
• Lack of time



Barriers to Communication in ACP

2
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3. System factors

• Life-sustaining care is the default

• Fragmented institutional systems for end-of-life 
care (eg. must resuscitate if collapse…)

• Quality of ACP documents may vary, 
inconsistent across care settings Ambiguity 
about who is responsible
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Ethical Considerations
1. Respect for Autonomy:
-> does not mean allowing unguided choices regarding medical treatment. It is

important that physicians provide the necessary information to enhance the person’s
decision-making ability.

2. Patient’s Best Interests:
-> guided by the ethical principles of beneficence (doing good) and non maleficence 
(doing no harm).

-> shared decision-making approach is preferred among patient, family and
healthcare professionals.

3. Withholding & withdrawing treatment
-> medical team can withhold or withdraw treatment that is incompatible with the
patient’s wishes, or when the treatment burden outweighs its benefits.

-> time-limited trial of treatment may be started and eventually withdrawn when
treatment proves ineffective.



Jonsen’s Four Box Approach
Medical Indication

Medical problem ( acute, chronic, 
emergent)
Goals of treatment
Treatment options and alternatives
Likely success of treatment

Patient preferences

Informed of risks
Understand benefits
Patient has decisional capacity?
Preferences
Surrogates

Quality of life

Baseline functionality
Current lifestyle and independence
Expected time of recovery
Possible deficits resulting from treatment

Contextual features

Family
Conflicts of interest
Personal interests
Financial interests
Professional biases



● Jimenez et al. State of advance care planning research: A 
descriptive overview of systematic reviews. Palliative and 
Supportive Care, 1–11. https://doi.org/10.1017/ 
S1478951518000500

● Result. Eighty systematic reviews, covering 1,662 single 
articles

● Significance of results. Despite the surge of ACP research, 
there are major knowledge gaps about ACP initiation, 
timeliness, optimal content, and impact because of the 
low quality and fragmentation of the available evidence.
Research has mostly focused on discrete aspects within 
ACP instead of using a holistic evaluative approach that 
takes into account its intricate working mechanisms, the 
effects of systems and contexts, and the impacts on 
multilevel stakeholders. Higher quality studies and 
innovative interventions are needed to develop effective 
ACP programs and address research gaps

*Morrison et al. What’s Wrong With Advance Care Planning? JAMA. 2021;326(16):1575-1576.
Advance care planning (ACP) has emerged during the last 30 years as a potential response to the problem 
of low-value end-of-life care. 
However, the scientific data do not support this assumption. ACP does not improve end-of-life care, nor does its documentation 
serve as a reliable and valid quality indicator of an end-of-life discussion.





COMMENTARY

Advance care planning: It is time to rethink our goals
Chetna Malhotra MD, Lien Centre for Palliative Care, Program in Health Services and Systems Research, Duke-
NUS Medical School, Singapore, Singapore
Journal of the American Geriatrics Society







Art of Engagement
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Factsheet – CPR, Ventilation
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Factsheet on Tube Feeding

4
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The pandemic 
has been an 
impetus for 
change

Tele-ACP



Credit: mylegacy.gov.sg



Project ResPECT : 

Respecting Preferences, Empowering 
Conversations, Together  



ACP Directory in AIC

For more information

https://www.aic.sg/care-services/acp-directory

https://www.aic.sg/care-services/acp-directory


Credit: Agency for Integrated Care



Overseas ACP frameworks
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Awareness and advocacy
Identification by care 

team for ACP based on 
the defined criteria

Having the conversations Documentation Accessing and honouring

Awareness, desire and knowledge Action ReviewBehaviour

change 

Main 

processes

WORLD CAFÉ June 2023
ACP Quality 
Implementation 
Workgroup



Focus on the conversation
not the form, the process not 
the product

Anticipatory care planning for 
serious illness, not just death 
and dying 

Relevant for EVERYONE, not 
just the elderly and sick



Iterative Cycle of Conversations and Care Planning

NHS

Clinician

Person

Values history
Hypothetical scenarios

Preparing surrogates

Make Best Interest Recommendations

Start conversations 
early



Remembering the heart of ACP : 

Understanding what matters to the 

person



TALKING ABOUT  END-OF-LIFE  
CHOICES  IS  DIFFICULT, THERE  NEVER  
SEEMS  TO  BE  A  GOOD  TIME …. 

BUT  WE  DO  NOT  HAVE  TO  WAIT  
FOR  A  CRISIS BEFORE  HAVING  THE  
CONVERSATION 

http://sg.wrs.yahoo.com/_ylt=A0S0zu7HfqdLDmQA1EQu4gt./SIG=12ae3f2ug/EXP=1269354567/**http:/www.mdcustomrx.com/images/img_top_pallative.jpg



