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Advance Care Plans

• Advance Care Planning is an ongoing process that helps people to plan for 
future medical care. 
– Discuss their values and beliefs 
– Discuss their wishes about preferences for medical care if they cannot 

make their own decisions.
– Discuss their  wishes with their family and other people who are close to 

them 
– Discuss with their General Practitioner or other health professionals about 

any medical conditions they have.



Advance Care Directive in NSW

• As part of the Advance Care Planning process, people may decide to write an 
Advance Care Directive (ACD)

• Often involves appointing substitute decision maker
• As a  treating doctor, the ACD is valid if:

– the patient had capacity when they wrote it and they made it voluntarily
– it has clear and specific details about treatments that they would accept or 

refuse
– it applies to the situation you are in at the time.



Advance Care Directives in NSW

• They only apply when a person does not have capacity.
• The ACD does not need to be witnessed
• An ACD is a legal document. No one can override an  ACD, not even the 

legally appointed guardian.
• As treating clinicians you can be charged with assault if you knowingly treat 

against the conditions set out in a valid ACD (Similar to a Jehovah Witness Card) 

• Everything else is considered to be an advanced care plan 
– ie signed by family,  Person Responsible, RACF manager, friend or Enduring Guardian



Capacity

• Capacity is decision specific
• People with cognitive impairment can have capacity
• A person has capacity if they are able to

– Understand and retain the information and consequences relevant to 
decision

– Use information to make decision
– Explain decision and communicate it



Advanced Care Planning audit at Belmont Chua et al 2020

• 92 patients from RACFs
– 49% had ACP documentation
– 69% had cognitive impairment

• Most ACPs lacked sufficient information for ED 
to make a decision
– 92% had nominated substitute decision maker
– 46% had medical treatment
– 17% had end of life wishes
– 8% had values



Why should people have an ACD?

RCT of Advance Care Planning in Melbourne
ACP resulted in:
• 86 vs 30% end of life wishes followed (p<0.001)
• 86 vs 37% Patient satisfied with quality of death (p<0.001) [Family 

perception]
• 83 vs 48% family satisfied with quality of death (p=0.02)

(Detering et al, 2010)



Advanced Care Plans are valued by older people

• Want to discuss end of life issues (Murray et al 2006)

• Reduced end of life hospital admissions (Caplan et al 2006)

• Residents of Residential Aged Care Facilities are complex 
and frail (Clegg et al 2013)

– 40% of residents die within 12 months of ED visit. (Hullick et al 2020)

• Improved compliance with care preferences
• Reduced depressive and stress symptoms (Waller et al 2017)



Person Responsible / Substitute Decision Maker 

• When a patient does not have capacity to make medical decisions– they require a 
Person Responsible

• Under the NSW Guardianship Act  (1987) the  “next of kin” has been replaced by 
the term Person Responsible

• The Person Responsible needs to be over 18 and agree to be a Substitute 
Decision Maker. 



Enduring Guardian

• An Enduring Guardian is a legal document detailing the appointment of a 
person of your choice to make important personal, lifestyle and treatment 
decision on your behalf should you lose capacity. 



NSW Guardianship Act Hierarchy

Guardian /Enduring or Public or Private
With the function of consenting to medical, dental and health care treatments

If there is no Guardian
A Spouse or De Facto Spouse

With whom the patient has a close, continuing relationship (de facto spouse 
includes same sex partners)

If there is no spouse or de facto spouse
An Unpaid Carer

Who is now providing support to the person or provided this support before 
the person entered care

If there is no Unpaid Carer
A Relative or Friend

Who has a close and continuing relationship with the person



What do clinicians need to know about ACP

• It is subject to change (patient or family) 
• If a plan exists then previous conversations have probably taken place
• It is a trigger for another respectful conversation ALWAYS! Preferably before 

aggressive treatment begins
– Other triggers for a respectful conversation may include the presence of a MOLST, an 

Enduring Guardian document, concerned family and friends, serious illness, 
hospitalisation

• The conversations should be with the right people ie Person Responsible or 
Enduring Guardian



What do Clinicians need to know?

• As a Doctor you cannot be forced to provide treatment considered futile 
treatment by your peers

• Symptom management and comfort measures is also an appropriate 
treatment plan ( it is NOT withdrawing treatment)

• Antibiotics (IV or oral) and other limited treatment options maybe part of 
symptom management plan or an ACP

• ACPs may include any, all or none of the of the available treatment options 
• Consider the “Goals of care”



Adult Resuscitation Plan triggers

• Patient is clinically deteriorating 
requiring Rapid Response

• If the patient is at high risk
– More than 2 admissions in the last 12 

months, metastatic disease, frail

• Would I be surprised if the patient 
dies in the next 6-12 months?

• Patient has an Advanced Care Plan 
or Directive

• If a patient’s recovery is uncertain



Hospitalisation is risky for residents

Community RACF
Pressure injuries 4.3% 19%
Delirium 8% 38%
Invasive procedures 49% 72%
Hospital acquired 
pneumonia

3 times risk

Death (ACE data)
During hospital admission 7%

33% die in the first 24 
hours

Died within 3 months of 
ED presentation

26%
(n= 4974) 

Died within 12 months of 
ED presentation

41%
(n=7638)

Dwyer R, Gabbe B, Stoelwinder JU, Lowthian J. A systematic review of outcomes following emergency transfer to hospital for residents of aged care facilities. Age Ageing 2014;43:759-66.
ACE 5 year evaluation. Hullick et al., 2020



• Why is the resident coming to hospital?

• What phase of care is the person requiring?

– Curative (pneumonia)

– Restorative (heart failure)

– Palliative (symptoms management)

– Terminal (end of life care)

• What is the Goal of care for this transfer to ED?

• What do you want the ED staff to address?

Goals of Care for ED transfer







HealthPathways: Central Coast and HNE

https://hneclassic.communityhealthpathways.org/732314.htm


Resources

• CFS website
– https://www.acutefrailtynetwork.org.uk/Clinical-Frailty-Scale

• End of life directions for Aged Care
– https://www.eldac.com.au

• CAPACITY Australia website
– https://capacityaustralia.org.au

• Advanced Care Planning Australia 
– https://www.advancecareplanning.org.au

• End of life law for clinicians https://palliativecareeducation.com.au

https://www.acutefrailtynetwork.org.uk/Clinical-Frailty-Scale
https://www.eldac.com.au/
https://capacityaustralia.org.au/
https://www.advancecareplanning.org.au/
https://palliativecareeducation.com.au/my/

	�Advance Care Planning�
	Advance Care Plans
	Advance Care Directive in NSW
	Advance Care Directives in NSW
	Capacity
	Advanced Care Planning audit at Belmont Chua et al 2020
	���Why should people have an ACD?���
	Advanced Care Plans are valued by older people
	Person Responsible / Substitute Decision Maker 
	Enduring Guardian
	NSW Guardianship Act Hierarchy
	What do clinicians need to know about ACP
	What do Clinicians need to know?
	Adult Resuscitation Plan triggers
	Hospitalisation is risky for residents
	Goals of Care for ED transfer
	Slide Number 17
	Slide Number 18
	Slide Number 19
	Resources

