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Palliative Care Project ECHO- Advance Care Planning

Advance Care Planning Australia’s VISION is 
that people:

•Have a voice

•Can document their wishes and preferences

•Are listened to by care providers

•Have their wishes and preferences enacted

Leading to care that is in line with their wishes 
and preferences.

Advance Care Planning Australia’s OBJECTIVES:

1.To engage and inform the community about advance 
care planning

2.To engage and educate the health and aged care 
workforce about advance care planning

3.To engage, connect, and inform key stakeholders, 
working collaboratively to improve systems that support 
and enhance advance care planning

4.To contribute to the evidence base and knowledge 
sharing for advance care planning
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Advance care planning is a process that 
supports adults at any age or stage of 
health in understanding and sharing 
their personal values, life goals, and 
preferences regarding future medical 
care.
The goal of advance care planning is to 
help ensure that people receive 
medical care that is consistent with 
their values, goals and preferences 
during serious and chronic illness.
- Sudore et al. 2017

What is advance care planning?
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Resources

- Factsheet for health professionals fact-sheet-health-
professionals.pdf (advancecareplanning.org.au)

https://www.advancecareplanning.org.au/__data/assets/pdf_file/0022/217642/fact-sheet-health-professionals.pdf
https://www.advancecareplanning.org.au/__data/assets/pdf_file/0022/217642/fact-sheet-health-professionals.pdf
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Resources

- New guiding principles for VAD/ ACP 
S1868_ACPA_GuidingPrinciples_QUT_FinalWEB.pdf 
(advancecareplanning.org.au)

https://www.advancecareplanning.org.au/__data/assets/pdf_file/0016/220039/S1868_ACPA_GuidingPrinciples_QUT_FinalWEB.pdf
https://www.advancecareplanning.org.au/__data/assets/pdf_file/0016/220039/S1868_ACPA_GuidingPrinciples_QUT_FinalWEB.pdf
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ACP and VAD
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Resources

QUT - Advance Care Directives

https://end-of-life.qut.edu.au/advance-care-directives
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Statewide Office of ACP - Key functions

Provide information and resources about ACP.
Receive and review copies/scans of ACP documents.
Upload ACP documents to the QLD Health electronic health record.
Share health care wishes with clinicians involved in care.
Notify the GP about uploaded documents.
Connect people to ACP services in their local area. 

A team of clinicians and administration officers
Helping plan and share a person’s health care wishes
A free service funded by the Queensland Department of Health
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• 4.6 FTE Clinical Nurse Consultants +1 FTE Nurse Unit Manager working across 
Acute Care Hospitals and Community settings

• ACP facilitation
• Professional education
• Capacity building
• Community education and awareness
• Outpatient Clinics – Community Health Care setting

ACP Facilitators
Metro South ACP Service - Key functions
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ACP is a process that involves

Thinking and talking about what is 
important to you and learning about 
treatments and outcomes

Choosing a trusted decision-maker who 
will advocate for you; and ideally formally 
appointing them as your substitute 
decision-maker(s)

Writing down your views, wishes, preferences/directions 
for health care and completing ACP document.  

Sharing documents with those 
involved in your care i.e. 
family/substitute decision-maker(s)

Reviewing your documents
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What are the benefits of ACP?

Health wishes and expectations are discussed, known 
and more easily met by your health team.

Reduced stress and anxiety for loved ones if they are 
making decisions.

Improved family and decision-maker(s)  
satisfaction with care provided.

Reduced hospital transfers when/if it is the 
preference not to go.
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ACP activity bites



mycaremychoices.com.au

14     |    Statewide Office of Advance Care Planning 

ACP Tracker

An online repository providing real-time access to ACP documents 

For registered health professionals across care settings including Queensland Health 
Hospitals and Health Services, primary care and general practice, residential aged care 
facilities and Queensland Ambulance Service. 

The ACP Tracker is launched on average 76,859 times per month (FY22-23)

ACP Tracker Overview
(via The Health Provider Portal)

https://player.vimeo.com/video/827478372?h=266a18e6bc&amp
https://player.vimeo.com/video/827478372?h=266a18e6bc&amp
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ACP Case Study
• Peter 79 years
• arrived in ED from home via ambulance
• multiple recent presentations with CCF and history of AMI x 3, obesity, DM2, PVD, OSA
• known to Palliative Care Service

Metro South ACP Service
• Day 2 of admission Metro South ACP CNC receives referral to talk to the Peter about ACP; 

asks Peter about any existing ACP documents – Peter has an EPOA document at home, in 
the filing cabinet. 

• Brief discussion with Peter about his current situation and future health care wishes. The TT 
had told him “things were getting bad” and he mentioned:

• he did not want CPR or to ever be on a ventilator – he spent a month in ICU and “it was 
hell”
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ACP Case Study cont….
• once he got home he only wanted to be transferred to hospital for an acute episode eg. 

fracture and then to return home asap. Peter said he was sick of coming to hospital 
• he wanted to die at home, surrounded by his family and with his Jack Russell “Jacko” by 

his side
• he didn’t want to suffer, wanted to be pain free with support and care from GP and 

community Palliative Care team
• His daughter was getting married in 3 months and he wanted to be there to give her away
• Peter wanted his wife and daughter to be part of the conversation
• He was going to be discharged that afternoon.
• An outpatient ACP clinic appointment was made for the following week for Peter to attend 

with his wife and daughter. 
• They were asked to bring the EPOA to the appointment.
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ACP Case Study cont….

• In Clinic the ACP facilitator, Peter, his wife and daughter had a conversation about formalising 
his views, wishes and preferences in an ACP document – 

• discussion around values based (Statement of Choices) or legal document (AHD). 
• Peter decides on Statement of Choices as he has an EPOA. 
• SoC completed and signed by Peter who knows it requires a GP signature before being 

sent to OACP

• Peter sends completed EPOA and SoC to OACP
• ACP facilitator makes a clinical note + Tracker comment
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ACP Case Study cont…
Statewide Office of ACP

• OACP reviewed both the SoC and EPOA received from Peter.  
(Please note: The OACP regularly receives ACP documents from local ACP 
services/facilitators, acute, community and aged care services as well as individuals)

• The SoC was assessed as complete and uploaded to the ACP Tracker
• The EPOA however must comply with the formal requirements of the legislation (s44 Powers of 

Attorney Act 1998) and was found to have an issue regarding the witnessing of the document – it 
had not yet been dated by the witness.

• The OACP:
• Notified Peter and supplied options of how to remedy the witnessing issue.

(Please note: The OACP will notify the service/individual who sends the document, of 
any issues preventing the successful completion of the documents)
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ACP Case Study cont…
• Entered a comment in the ACP Tracker to ensure that clinicians were aware that the 

document was not complete at this time.
• Peter contacted the witness who added the date to the original EPOA.  Peter then sent the 

finalised EPOA document to the OACP.
• The OACP:

• Uploaded the completed EPOA to the ACP Tracker where it was available to the QAS and 
clinicians to access.

• Notified Peters GP to advise that the documents had been uploaded to the ACP Tracker

• Peter was able to give his daughter away
• He died peacefully at home, a month later, with his symptoms well managed, surrounded by his 

family - in accordance with SoC and EPoA
• His family were grateful to have had ACP conversations which ensured his views wishes and 

preferences were respected
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More information

advancecareplanning.org.au

National Advance Care Planning Support Service
1300 208 582
9am - 5pm (AEST) Monday to Friday

Advance Care Planning Australia is funded by the Australian Government Department of Health and Aged Care 
and administered by Brisbane South Palliative Care Collaborative, Metro South Health.
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eNews

- Subscribe to Advance Care Planning Australia 
(vision6.com.au)

https://app4.vision6.com.au/em/forms/subscribe.php?db=810487&s=646255&a=75804&k=qCVR1ClOaXA5atew1WhOH1GBi8gtst4qn4TmpAudfDI
https://app4.vision6.com.au/em/forms/subscribe.php?db=810487&s=646255&a=75804&k=qCVR1ClOaXA5atew1WhOH1GBi8gtst4qn4TmpAudfDI

