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Abstract
Background  End-of-life care practices in 
long-term care facilities (LTCFs) are the focus 
of growing attention in Europe, due to rapidly 
increasing number of older persons living 
in LTCFs. The knowledge about end-of-life 
discussions or existence of written advance 
directives in the European LTCFs is scarce. This 
study’s aim is to investigate the prevalence 
of written advance directives and their 
sociodemographic associates, among recently 
deceased LTCF residents, in six European 
countries.
Methods  Data from the European Union-
funded PACE database were collected from 
322 LTCFs in six European countries in 2014. 
The assessments were performed by using two 
questionnaires designed for LTCF administrative 
staff and for staff member.
LTCFs were selected within each country by 
using proportional stratified random sampling 
procedure. Facilities with certain types and sizes 
were included from each country.
Multilevel multivariate analyses were performed 
to evaluate associations between written 
advance directives and selected predictors.
Results  In total, 32.5 % of the 1384 deceased 
LTCF residents had a written advance directive 
with a range from 0% to 77 % between 
countries. The proportion of the most common 
advance directive, ‘Do not resuscitate in case 
of cardiac or respiratory arrest (DNR)’, varied 
correspondingly from 0% to 75%.
LTCF type (OR 2.86 95% CI 1.59 to 5.23) and 
capability of expressing at the time of admission 
(OR 3.26 95% CI 2.26 to 4.71) were the 
independent predictors for advance directive. 
Residents living in LTCFs where physician was 
available were less likely to have advance 
directive compared with residents from LTCFs 
where physician was not available.

Conclusion  Extensive differences for prevalence 
of written advance directive exist between 
countries among older LTCF residents in Europe. 
Timely and appropriate response to LTCF 
resident’s health needs and preferences efforts 
advance care planning.

Introduction
End-of-life care practices in long-term 
care facilities (LTCFs) are the focus 
of growing attention in Europe, due 
to rapidly increasing number of older 
persons. A written advance directive (AD), 
such as a living will, is in many countries 
a legal document to provide guidance for 
medical and healthcare decisions in the 
event that a person loses his or her ability 
to make such decisions.1 Advance care 
planning (ACP), where ADs are consid-
ered, is an important part prior to the 
decisions.2 Earlier scientific evidence has 
shown that ADs have a positive impact 
on the quality of end-of-life care among 
older persons.3–6

ADs are statements of wishes and pref-
erences which may be oral or written. 
Often they include declining treatment 
options such as, ‘do not attempt cardio-
pulmonary resuscitation (DNR-order)’, 
‘do not hospitalise (DNH-order)’ or 
‘no blood transfusions’. ADs could also 
include a wish for the medical team to 
make all efforts to sustain life. Depending 
on cultural context, some of the prefer-
ences such as euthanasia may or may not 
be discussed.3 4 7

Efforts to define and standardise ACP 
have been promoted by a Delphi study 
which proposed an international defini-
tion (2017) supported by European Asso-
ciation for Palliative Care:
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Advance care planning enables individuals who have 
decisional capacity to identify their values, to reflect 
upon the meanings and consequences of serious 
illness scenarios, to define goals and preferences for 
future medical treatment and care, and to discuss 
these with family and health-care providers. ACP 
addresses individuals’ concerns across the physical, 
psychological, social, and spiritual domains. It 
encourages individuals to identify a personal 
representative and to record and regularly review 
any preferences, so that their preferences can be 
taken into account should they, at some point, be 
unable to make their own decisions.6

Prevalence of completed ADs in the general popula-
tion varies within and across countries, due to varying 
concepts and legislations and according to the popu-
lation investigated.8–11 In a national sample from 
Belgium, the oldest age group showed a higher preva-
lence of AD (12%) than the younger age groups.12 In 
the Netherlands, those 60 years of age or older AD 
prevalence was 10%.13

The proportion of LTCF residents with ADs is 
known to vary by country. However, knowledge about 
existence of ADs in the European LTCFs is scarce. 
Contents of ADs have been investigated earlier in 
European studies, but the definition for ACP in these 
studies has varied extensively. Until recently, prevalence 
of ACP among older persons has only been explored 
in some European countries. According to a recently 
performed systematic review on palliative care studies, 
scientific evidence about effective ACP documentation 
and communication on older person’s end-of-life care 
wishes and preferences with healthcare professionals 
has been insufficient.14 There is an explicit need for 
population-based scientific analysis on ACP and AD 
among LTCF residents.3 8 15

In this article, we aimed to investigate the prevalence 
of ADs and their association of sociodemographic vari-
ables, among recently deceased LTCF residents, in six 
European countries. This will draw on data from a 
larger European Union-funded study, called Palliative 
care for older persons living in care and nursing homes 
in Europe (PACE).

Methods
Study design
The PACE study involved a cross-sectional and retro-
spective design using a large-scale survey to examine 
end-of-life care among LTCF residents in six European 
countries (Belgium, Finland, the Netherlands, Italy, 
Poland and United Kingdom). With its extensive study 
population of 1384 older LTCF residents, PACE is the 
largest cross-sectional study of older person’s palliative 
care in Europe. Detailed information about the study 
design and procedure has been published previously.16 
LTCFs were grouped into three categories according 
to the level and availability of healthcare professionals. 
Type 1 LTCFs had physicians and nursing staff with 

care assistants available in the facility 24 hours a day 
and 7 days a week. In type 2 LTCF, nursing staff with 
care assistants were available 24 hours a day and 7 days 
a week in the facility, and physicians available offsite. 
In type 3 LTCF, care assistants were available 24/7 in 
the facility and nurses and physicians available offsite. 
There was a nurse available 24 hours a day in most of 
the participating LTCFs.

The researchers in all countries visited each facility 
and delivered information for the data collection. Data 
were collected during 2015 from the residents who 
had died not more than 3 months prior to the research-
er’s visit. The questionnaires were translated into each 
country’s language via forward–backward translation 
procedures and they were tested in advance and final 
modifications were added to them. Two reminders to 
complete the questionnaires were sent after the first-
round deadline. More detailed information about the 
study protocol has been published previously.16

Sampling
LTCFs were selected within each country by using 
proportional stratified random sampling procedure. 
For the representative sample, facilities with certain 
types and sizes were included from each country. 
Participant LTCFs were selected from different strata 
based on national or regional register. In the United 
Kingdom, a national LTCF research support network 
was used to increase the number of participants. In 
Italy, a convenience sample of a cluster of LTCFs inter-
ested in research from three areas where the largest 
number of population lives was used as strata.

In the facilities, staff nurses were responding to 
the questionnaires regarding deceased resident’s end 
of life. Each facility had one contact person from the 
administrative staff who responded to the question-
naire regarding the care home.

Data collection
The contact persons in the care homes delivered the 
questionnaires regarding deceased resident’s end of 
life to the staff nurses. Moreover, the contact persons 
received personal guidance in filling in the question-
naire from a researcher. The staff members (preferably 
nurses), who completed the questionnaire, were chosen 
among staff by the contact person based on how well 
the staff nurse had known the deceased resident. The 
responding staff nurses were allowed to look in the 
resident’s case notes to help them recall any ADs.

A questionnaire for LTCF administrative staff and 
a questionnaire for the staff member most closely 
involved in the care for the resident were used to 
collect the data for the current study.

The questionnaire for LTCFs administrative staff 
included questions about the resident’s age, gender 
and the organisational type of the resident’s LTCF. 
The questionnaire for staff member contained ques-
tions about resident’s health status before death and 
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his or her end-of-life care from the staff member’s 
perspective. The questionnaire items regarding resi-
dent’s health status were presented using structured 
answering categories or yes–no alternatives. Staff 
members in all the participating countries were asked 
about the resident’s ADs.

To investigate the presence of ADs, the question-
naire for staff members asked:

‘Did the resident have a written living will with 
regard to the following requests?’. The options that 
were then presented differed per country as these 
are linked to the different regulations on end-of-life 
options in the different countries. In all countries, 
the options included: ‘Do not resuscitate in case of 
cardiac or respiratory arrest (DNR)’, ‘Do not transfer 
to a hospital (DNH)’, ‘Discontinue or do not use 
other treatments (please specify)’, ‘Request to try all 
life prolonging measures’ and ‘None of the above’. In 
Belgium and the Netherlands, euthanasia was added as 
an option, and in Belgium, terminal sedation was also 
added as an option. In the questionnaire, there was 
an open space for free answer where the respondents 
could add text according to their own considerations 
about other personal statements that were not listed in 
the questionnaire (see online supplementary annex 1).

A question about resident’s surrogate decision-maker 
was formulated as: ‘Did a resident, in prior living will, 
give a power to a third party to take decisions for him 
or her in case he or she would be no longer competent 
to do so?’

Statistical methods
For the current analysis, a variable ‘Written advance 
directive (yes/no)’ was created from all the indi-
vidual different variables included under the concept 
of living will. Postmortem directives were removed. 
Total number of the deceased residents by country 
is presented in the baseline characteristics (table  1.) 
Missing values and the returned questionnaires, in 
which the particular question about written living 
will was not answered, are included in the table 1 but 
they are removed from further statistical analysis. The 
predictors of written ADs were examined with multi-
level univariate and multivariate analyses with facility 
as the random intercept. All analyses were performed 
using SAS 9.3 statistical software (2002–2010 by SAS 
Institute, Cary, North Carolina, USA).

Results
Altogether 1707 deceased residents in 322 LTCFs 
were identified and nursing staff questionnaires were 
returned for 1384 residents. Response rate was 81.4% 
for staff member’s questionnaires being highest in 
Finland with 95.1% and lowest in England with 
54.2%.

LTCFs of 302 were included in the current analysis. 
The sample from Belgium comprised 45 LTCFs with 
a range of 1–18 deceased residents per facility. The 

corresponding figures for Finland were 90 and 1–14, 
for Italy 32 and 1–28, for the Netherlands 46 and 1–32, 
for Poland 48 and 1–31 and for England 41 and 1–10. 
Of the nurse’s questionnaires regarding the deceased 
resident, the question about resident’s written living 
will and different options included in this concept 
were not completed for 76 deceased residents.

Characteristics of the study population
Table 1 shows that older age and predominantly female 
gender of the deceased residents were common in the 
study population. The age distribution of the residents 
was otherwise fairly similar across countries except for 
Poland, where deceased residents were substantially 
younger than in other countries. Two in three residents 
(69%) were estimated to have possessed the capacity 
for decision-making at the time of admission to the 
LTCF, least often in Italy or Poland and most often in 
the Netherlands and England.

Incidence of written AD
In total, one in three of the deceased residents (32.5%) 
had written AD with a range from 0% to 77% from 
country to country. Figure 1 shows variation of pres-
ence of any written AD between countries from staff 
member’s view.

Different types of ADs
The proportion of the most common AD, DNR, 
varied from 0% to 75%. Table 2 shows a similar cross-
national variation in all the other measured AD items.

‘Palliative sedation’ was a country-specific answer 
option for Belgium, and 5.2% of the Belgian LTCF resi-
dents had signed it in their written living will. Eutha-
nasia was another country-specific option included 
in questionnaires in Belgium and in the Netherlands 
and 3.4% of the Belgian and 5.0% of the Dutch LTCF 
residents had chosen it in their written living wills. 
However, one resident in Finland had also mentioned 
it in their AD. The item ‘discontinue the use of or do 
not use of other treatments’ was answered in Finland 
(4.8%) and in the Netherlands (5.4 %) (table 2).

A number of other directives were reported in the 
free answers. They included restrictions in initiating 
chemotherapy (n=11), radiation therapy (n=4), tube 
feeding or other artificial nutrition (n=11), antibiotics 
(n=4) or any life-sustaining procedures, including 
liquids (n=9). Some statements defined the types of 
care desired such as (n=3), wish for adequate pain 
relief was stated by three and comfort care by four 
residents.

Sociodemographic and other factors and their association 
with ADs
Table  3 shows bivariate associations between one or 
more written preferences of the resident and socio-
demographic factors. The oldest residents and those 
who were widows were significantly associated with 
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Figure 1  Any written advance directive by country, all 
residents (n=1384 individuals), %, in 2014.

Table 2  Preferences of LTCF residents for written advance directives by country in 2014

Belgium 
(N=291)

Finland 
(N=269) Italy (N=200)

The 
Netherlands 
(N=222)

Poland 
(N=311)

United 
Kingdom 
(N=91)

n % n % n % n % n % n %

One or more advance directive 134 46.0 108 40.1 1 0.1 117 52.7 15 4.8 70 76.9
expressed in the living will
Do not attempt cardiopulmonary resuscitation 121 41.6 98 36.4 0 0.0 103 46.4 2 0.6 69 75.8
 �
Do not hospitalise 96 33.0 21 7.8 1 0.1 0 0.0 6 1.9 18 19.8
Request to try all life prolonging 6 2.1 5 1.9 0 0.0 2 0.9 7 2.3 0 0.0
measures
Palliative/terminal sedation 15 5.2 NA NA NA NA NA
Wish for euthanasia 10 3.4 NA NA 11 5.0 NA NA
Treatments not used or 0 0.0 13 4.8 0 0.0 12 5.4 0 0.0 0 0.0
discontinued
Other personal statement 28 9.6 10 3.7 0 0.0 6 2.7 2 0.6 2 2.2
Resident's preferences 16 5.5 11 4.1 9 4.5 10 0.5 24 7.7 6 6.6
not filled in
Surrogate decision-maker appointed by the resident 94 32.3 86 32.0 30 15.0 NA 103 33.4 52 57.1
LTCF, long-term care facility; NA, not answered, question not asked.

the existence of a written directive. The younger the 
resident, the less was the likelihood for a written AD. 
In the multivariate multilevel analyses presented in 
table 4, LTCF type (OR 2.86, 95% CI 1.59 to 5.23) 
and capability of expressing at the time of admission 
(OR 3.26, 95% CI 2.26 to 4.71) were the independent 
predictors for written AD. These variables and their 
subcategories are presented as percentages for all the 
study population in figure 2.

Discussion
Main findings
This study’s findings show from the staff member’s 
view that written ADs were performed by about a 
third of older recently deceased residents in LTCFs 
across Europe. The presence of any written AD, in our 
study, varied substantially among these LTC residents 
within and between the six European countries. Being 
over 90 years also increased the likelihood for having 

written ADs. Most often, older resident’s ADs were 
statements to restrict medical treatment such as ‘do 
not resuscitate in case of cardiac or pulmonary arrest’.

Written ADs were most often prepared by residents, 
who were capable of expressing himself or herself at 
the time of admission. According to multivariate anal-
ysis, likelihood for having any ADs available before 
death was more than threefold if the person had been 
capable of expressing his or her wishes at admission. 
This study’s results indicate that timing for end-of-life 
care discussion and ACP with a resident is at its best 
when a resident has the ability to express himself or 
herself.

Residents living in nursing or care homes where a 
physician was available 24 hours a day and 7 days a 
week were less likely to have written AD compared 
with facilities where physician was not available in the 
facility. The presence of nursing or medical profes-
sionals in a facility might promote feelings of security 
in terms of medical treatment at the end-of-life for resi-
dents. They were more likely to take the opportunity 
to make a written AD statement when a physician was 
not routinely available. This result seems to contradict 
an earlier study, which showed that resident’s might 
be willing to have end-of-life discussion with their 
physician before they make any written statements 
regarding their end-of-life care.12

Strengths and limitations

This study’s sample of 1384 older LTCF residents 
is the largest analysis performed about written ADs 
among LTCF residents in Europe. Response rate for 
staff questionnaires was high, 81.4% in total.
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Table 3  Selected sociodemographic variables and written advance directive in 2014.

Univariate multilevel analysis: Belgium, Finland, the Netherlands, Poland and the United Kingdom combined. All analyses adjusted by 
country. Facility as random intercept

Variable n (%)  � Directive exists P value OR 95% Confidence 
limitsn %

Country 
 � ‎‎Belgium 275 (24.6) 134 48.7 ref 1
 � Finland 258 (23.1) 108 41.9 0.124 0.73 0.49 to 1.09
 � The Netherlands 212 (19.0) 117 55.2 0.340 1.24 0.80 to 1.91
 � Poland 287 (25.7) 14 4.9 <0.001 0.05 0.03 to 0.10
 � United Kingdom 85 (7.6) 70 82.4 <0.001 4.72 2.45 to 9.07
Age ≤80 291 (23.1) 70 24.1 ref 1
Age 81–89 552 (43.8) 177 31.1 0.781 1.06 0.71 to 1.58
Age ≥90 416 (33.0) 170 40.8 0.136 1.37 0.91 to 2.07
Sex: male 428 (33.9) 132 30.8 ref 1
Sex: female 835 (66.1) 293 35.1 0.086 1.30 0.96 to 1.76
Marital status: married 
or in a long-term 
relationship

270 (21.6) 89 33.0 ref 1

Marital status: never 
married

50 (4.0) 11 22.0 0.864 1.09 0.42 to 2.78

Marital status: 
widowed

720 (57.5) 268 37.2 0.037 1.46 1.02

Marital status: 
divorced

142 (11.3) 31 21.8 0.231 0.71 0.40

Marital status: 
unknown

70 (5.6) 17 24.3 0.781 1.11 0.52

Type of LTCF=1 276 (25.3) 54 19.6 ref 1
Type of LTCF=2–3 814 (74.7) 372 45.7 <0.001 2.86 1.59
Resident capable of expressing at admission 
Yes or partly 305 (27.5) 383 47.6 <0.001 3.26 2.26
No 804 (72.5) 56 18.4 ref 1  �
LTCF, long-term care facility.

All countries involved in the study had similar data 
collection procedure and structured questionnaires. 
Staff members who were involved in resident’s care 
knew resident’s individual situation well because data 
were collected retrospectively within 3 months after 
the resident’s death.

Regarding the statistical analyses, multilevel analyses 
accounted for cluster sampling. This made the results 
less affected by the cultural differences of LTCFs 
within the country.

The limitations of our study include the nature of 
data collection and concerns about representative-
ness. Nurse’s questionnaire’s answers were collected 
from different sources. Completing the answer cate-
gories did not mean that there has been a conversa-
tion between a nurse and a resident. For example, in 
the United Kingdom it is possible that the nurses had 
drawn on the ACP document which was part of the 
Gold Standard Framework records to obtain their 
answer. A specific limitation for the English data is that 
the nurses and care assistants might have indicated that 
there were living wills in the nursing home file that 
in fact were Advance Decisions to Refuse treatment, 

hence not documents initiated or filled in by the resi-
dents themselves.

Another potential bias in the data collection is that 
the staff who were asked to fill in the questionnaire, 
was not aware of resident’s written living will docu-
mentation. For example, the resident may have told 
some staff members but not the respondent about 
their living will. The sampling procedure for LTCFs 
varied between countries and within countries and it 
may have had an impact on the comparability of data 
between countries.

Prevalence of written AD and earlier evidence
The majority of the prevalence studies of AD conducted 
in Europe vary methodologically and their results are 
not fully comparable with this study. Similar results of 
the existence of ACP, among 34% deceased residents, 
have been found in earlier prevalence study from the 
Netherlands and Belgium.9 13

When comparing this study’s findings to North 
American scientific evidence on the topic, it can be 
seen that the prevalence for any AD among deceased 
LTCF residents in Europe (32.5%) was less than half 
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Table 4  Any written advance directive and sociodemographic variables in 2014. Results of multivariate multilevel analysis

Multivariate multilevel analysis: Belgium, Finland, the Netherlands, Poland and the United Kingdom combined. Country adjusted. 
Facility as random intercept

Variable P value OR 95% Confidence limits Overall p value

Country 
Belgium ref 1 <0.001
Finland 0.284 0.79 0.51 to 1.22
The Netherlands 0.018 2.04 1.13 to 3.70
Poland <0.001 0.09 0.04 to 0.19
United Kingdom <0.001 4.22 2.13 to 8.37
Age ≤80 ref 1 0.635
Age 81–89 0.425 0.83 0.53 to 1.31
Age ≥90 0.832 0.95 0.59 to 1.53
Sex: male ref 1 0.236
Sex: female 0.236 1.23 0.87 to 1.75
Marital status: married or in a 
long-term relationship

ref 1 0.099

Marital status: never married 0.721 0.84 0.32 to 2.22
Marital status: widowed 0.253 1.27 0.84 to 1.93
Marital status: divorced 0.084 0.59 0.33 to 1.07
Marital status: unknown 0.869 1.07 0.46 to 2.48
Type of LTCF=1 ref 1
Type of LTCF=2–3 0.002 2.78 1.46 to 5.33
Resident capable of expressing at admission 
Yes or partly <0.001 3.23 2.17 to 4.80
No ref 1
LTCF, long-term care facility.

Figure 2  Any written advance directive according to the type 
of facility 1 and resident’s capability of expression at the time of 
admission, %, in all countries, in 2014. LTCF type 1 is defined 
as a long-term care facility (LTCF) with physician and nursing 
staff with care assistants available 24 hours every day. In type 
2 LTCF, nursing staff with care assistants are available 24 hours 
a day and seven days a week in the facility, and physicians 
available offsite. In type 3 LTCF, care assistants are available 
24/7 in the facility, and nurses and physicians available offsite.

from the studies conducted in North American LTCFs 
(71%–72%).8 The reason for this finding can largely 
be accounted for by Italy and Poland, where end-of-
life planning was generally not found in the LTCFs. 
However, even if these two countries were excluded, 
prevalence of ADs in the remaining countries was 

lower (63.1%) than reported from the US or Canadian 
LTCFs.17 Prevalence of 76.9% found in the United 
Kingdom is in line with the North American findings. 
However, the low percentage of returned staff ques-
tionnaires from the United Kingdom suggests caution 
should be shown in drawing conclusions.

The most often seen AD in European LTCFs was 
DNR (0%–76%). DNR may be the one most often 
offered by physicians, and the nursing staff for the 
older individuals to consider. The appointment of a 
surrogate decision-maker was seen almost equally 
often with some variations between countries. Prev-
alence of DNH showed a variation from 0% to 33%, 
and all other statements remained under 4% in average. 
Results of our study suggest that DNR and DNH are 
used as AD in LTCFs more frequently than previ-
ously reported. This is true at least in Finland, where 
in 2004, DNR order was documented among 13% 
older persons’ medical records in a study that inves-
tigated 67 LTCFs.18 Of those only 0.6% had DNH. 
This finding is in line with previous trend in general 
population, shown from the USA by Silveira et al17: 
The proportion of deceased people with an AD had 
increased during 2000 to 2010 from 47% to 72%.17

Medical restrictions and written AD
According to this study’s results, medical treatment 
restrictions are the ones most often included in 
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resident’s written living will. This is in alignment with 
evidence from earlier studies, where ADs are shown 
to be most often conceptualised as limitations for 
care.3 7 19–22

Apart from items in the structured questionnaire 
that were used as variables in this study’s analysis, 
there were also open written statements in the ques-
tionnaires which referred mostly to restrictions. 
Only six residents had stated in their written living 
will about comfort care and three of them mentioned 
pain relief.

Question about terminal sedation was available 
only in Belgium and 5% of the deceased residents 
had responded positively. This may indicate that 
either ameliorating pain and other unwanted symp-
toms is well managed in Belgium LTCFs, and there 
is no need for particular wishes for comfort care, 
or discussions with the staff about end-of-life issues 
mainly offer negative options and restrictions on 
treatment.

Written ADs and provision of end-of-life care
Care home staff has ACP documentation available 
for a third of the residents, about the resident’s pref-
erences for end-of-life care. According to the results 
of this study, we know from nurses’ view that a resi-
dent who is capable of expressing himself or herself at 
the time of admission is more likely to have written 
ADs. Earlier evidence has also shown that sometimes 
residents have prepared their written living wills even 
before being admitted to a nursing or care home.9 11 
A staff member, most often a nurse or a physician, 
initiates ACP with a resident at the time of his or her 
arrival at the nursing or care home.1 13 23 In an ideal 
situation, resident’s end-of-life care provided at the 
facility is based on ACP.

This study’s results show extensive variation between 
countries in written ADs. The data were collected in 
a culture-specific context of nursing or care home 
where the questions were answered by a staff member 
(preferably, a nurse). The availability of the legally 
valid documentation of written ADs has varied in the 
nursing or care home setting according to national 
regulations and legislations. Same ADs, in particular 
euthanasia, are not legal in all participating countries. 
Consequently, it was not possible to ask about their 
existence in all the countries. Moreover, those LTCF 
residents, who for some reason preferred to express 
their living will verbally and not in a written docu-
ment, were not taken into account.1

The absence of written ADs among the majority of 
older LTCF residents, as shown in the results of this 
study, is partly due to their lack of ability to express 
themselves at the time of admission. Depending on the 
resident’s knowledge and cognitive capacity, different 
alternatives to medical treatments are known. Atti-
tude toward ADs might be influenced by the resident’s 
health condition, closeness of death or the resident’s 

burden on close relatives or friends.4 23 24 The resi-
dent’s earlier acquaintance experiences with death and 
dying among friends and family might encourage older 
residents to prepare for their end-of-life care. At the 
last phase of life, older residents’ health situations may 
become complex, and dependency on other caregivers 
increases.8 24 25 Even when there is no doubt about the 
importance of ACP, an elderly person still wants to 
have trust in his or her physician, healthcare profes-
sional or family member before he or she is willing to 
make choices regarding future end-of-life care.14 26

ACP is a sign of the recognition of a person’s needs 
and preferences and it demonstrates a person’s involve-
ment in own end-of-life’s care planning.24 27 Even in a 
situation where the LTCF resident’s health condition 
changes, the resident and the surrogate(s) need to have 
a chance to change their mind and make changes to 
the living will.13

In the light of this study’s results and earlier scien-
tific evidence, we may suggest that LTCF resident’s 
health situation, especially impaired cognitive capacity, 
provides indication of a resident’s involvement in 
completing ADs. The way resident’s health needs 
are met at the LTCF facility by the care professionals 
appears to have an impact on the resident’s willingness 
for end-of-life care planning and ADs. To answer the 
questions
1.	 Whether meeting resident’s health needs and completing 

ADs are linked to each other
2.	 Assess what kind of communication is preferred,

further research about consistency between LTCF resi-
dent’s health needs and ADs is suggested.

Conclusions
In European LTCFs, prevalence of written AD varies 
from country to country. The contents of ADs are 
mainly restrictive and the most common AD is DNR.

LTCF residents who are capable of expressing 
himself or herself at the time of admission are more 
likely to have an AD compared with residents who are 
not able to express themselves at the arrival to facility. 
Residents living in a facility without physician avail-
able are more likely to have an AD than residents who 
have physician available.
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