Additional file 1: Key items in total fidelity scale for ACP
	Item description
	Item number
	Recommendations
	Key references

	Implementation subscale
	
	The unit should
	

	Meeting
	1
	Organize at least one meeting about the implementation of ACP with key staff.
	(1)

	Action plan
	2
	Make an action plan that is known to the staff.
	(1, 2)

	Program philosophy
	3
	Be committed to a clearly articulated program philosophy consistent with the evidence-based practice (EBP) where the entire ward is involved. 
	(2-7)

	Coordinator
	4
	Appoint a coordinator to help implement and sustain the practice. Relevant tasks will be providing internal training and supervision to local personnel and overseeing implementation efforts.
	(1, 2, 7)

	Training and supervision
	5
	Provide all clinicians with basic competence and skills, to ensure that ACP becomes one of the cornerstones of treatment.
	(1, 7)

	Systematic identification of eligible patients
	6
	Have a system to identify eligible patients for ACP. 
	(1, 7, 8)

	Continuous implementation measures 
	22
	Establish an implementation team to organise and supervise the implementation process.
	(2, 7)

	Quality subscale
	
	Clinicians in the unit should
	

	Assessing decision-making capacity.
	7
	Assess the patient’s decision-making capacity for having an ACP-discussion as part of the identification of eligible patients. If the patient lacks decision-making capacity, the conversation should strive to include the next of kin to support the patient and adjust the conversation to the patient’s level of cognition to support the patient’s autonomy. 
	(8-10)

	Verbal and written invitation.
	10
	Give verbal and preferably written invitations to patient and/or relatives. The invitation should include that the conversation is voluntary, the purpose and the content of the conversation, and who should participate.
	(8, 10)

	Level of involvement
	11
	Recognize the person’s level of readiness and tailor information and the discussion to the person’s willingness to engage, as well as recognize the patient’s preferences about who should be involved. 
	(4, 5, 9)

	Provide information
	12
	Provide the patient with information about their current health status and what choices they may face in the future, tailored to how much information the patient is seeking. This can also be an opportunity to clear up eventual misconceptions about their health. 
	(4, 9, 11)

	What is important to the patient
	13
	Try to get an understanding of the patient’s values and beliefs, for example by asking what is important to the patient. 
	(4, 5, 8-10)

	Elicit preferences regarding future and current treatment and care
	14
	Open up for talking about different care and treatment options. This can be issues like inpatient hospitalization, the utilization of “life support” or CPR. 
	(4, 5, 9, 11) 

	Previous documentation of patient’s values, goals and preferences.
	15
	Check for previous documentation of patient’s values, goals and preferences (for instance in a living will).
	(4, 9, 10)

	Permission to pass on information to other health personnel
	16
	Ask for permission to disseminate the content of the ACP-discussion to others who would benefit from the information, for instance family members, family doctor or others.
	(9, 10)

	Summing up and evaluating the ACP-discussion
	17
	Sum up and evaluate the ACP-discussion. This includes the following four points: summing up and checking if there is a common understanding of the information given in the ACP-discussion, asking the patient/ and next of kin how they experienced having the discussion, inviting them to give feedback about needs that weren’t met in the discussion, and informing the patient/ next of kin that the patient can revise his or her care plan at any time.
	(4, 5, 9, 10)

	Quality of documentation
	19
	Document ACP-conversations in the medical record of the patient. This includes the following five points: who participated, the assessment of decision-making capacity, the most important content of the ACP-discussion, that documentation is accessible for other health personnel, and that patient and next of kin were given a copy for their perusal. 
	(4, 5, 8-10)




	Dissemination of ACP in discharge summary
	20	
	Disseminate ACP in the discharge summary of the patient.
	(7-9)

	Penetration rate subscale
	
	
	

	Proportion invited to ACP
	8
	Maximize the proportion of patients invited to ACP among the total number of admitted patients.
	(2, 8, 10)

	Proportion given ACP 
	9
	Maximize the proportion of patients given ACP among the total number of admitted patients.
	(2, 7)

	Proportion of patients where the unit checks for previous documentation ACP
	18
	Check in the patient record for previous documentation of ACP/AD for newly admitted patients.
	(4, 9, 10)

	Proportion of patients where ACP figures in discharge summary
	21
	Maximize the number of patients who have documented ACP in their discharge summary.
	(7)
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