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[bookmark: _Hlk42067424]Palliative Sedation Therapy (PST) is the monitored use of medications to lower a patient’s awareness in order to provide relief of symptoms that are refractory to usual measures, are distressing and result in considerable suffering if unrelieved (Cherny et al 2009, Morita et al 2005).

The use of the word ‘terminal’ in this Guideline is not limited to cancer, but appropriate for any end stage disease including dementia.
This Guideline should empower all medical clinicians, including General Practitioners (GPs), to feel confident that palliative sedation is safe, and a standard care intervention where there is suffering and intractable symptoms.
The impact of severity and intractable symptom is based on patient assessment rather than clinician assessment.
The concept of palliative sedation can give rise to a variety of moral questions and emotional distress. It is a complex issue, and this document does not seek to provide all the answers to these concerns, but to provide a clear explanation and guide to its safe use. 

Palliative sedation is used only when patients are terminally ill; the precondition for its application, therefore, is in those patients who are predicted to have a very limited expected survival. A decision to use PST is not dependant on nor does it influence other end of life decisions i.e., nutrition support or organ donation. 

Back to Table of Contents
	[bookmark: _Toc91169871]Scope



The Clinical Guideline Use of Palliative Sedation Therapy applies to all clinicians working in an inpatient setting under the clinical governance of the Canberra Health Service (CHS).

Paediatric patients are excluded from this guideline. In the rare event that palliative sedation is considered in the paediatric setting the local ACT paediatric palliative care service should be contacted, and the Sydney Children’s Hospitals Network Paediatric Palliative Care Programme (including after hours) should be consulted for medical advice.  
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The focus of PST is the relief of refractory and distressing symptoms in order to provide patient comfort. PST is:
A mechanism to achieve patient comfort by reducing the awareness of symptoms through decreasing a patient’s consciousness.
A management strategy that should be considered in the setting of care for the dying patient to manage severe and refractory symptoms.
Not an isolated intervention but a symptom control strategy consistent with palliative care provision at the end of life. 
Carried out in a manner that is administered according to standards of best practice and acceptable to the patient, family (refer to Section 5 below) and health-care providers.
Inclusive of a range of types of sedation (continuous/intermittent, and mild/deep).

PST needs to be distinguished from the more common practice of managing symptoms such as anxiety, restlessness and/or insomnia through use of medicines with sedative properties.

Examples of use of PST:
Occasionally patients in the Intensive Care Unit (ICU) may be conscious prior to withdrawal of ventilatory support. Examples of such patients would include a ventilator-dependant patient with end-stage motor neuron disease or a ventilator-dependent patient with a high spinal lesion. Optimal care of these patients could involve pre-emptive administration of anaesthetic or sedative drugs to reduce awareness and mitigate suffering during the dying process.
Potential organ donors in ICU or ED at end of life may require PST. The focus and intent of PST in these cases is the same as for any patient at end of life, namely the relief of refractory and distressing symptoms. PST should not be withheld or limited because a patient is an organ donor.
Examples outside the ICU context would include people who were suffering significant refractory distress from advanced cancer, or end organ illnesses who were being cared for in an inpatient setting and were thought to be close to dying. These people can request the use of sedation as a therapy for their suffering, symptoms, or distress if other options seem unhelpful or unwanted. 

Terminal restlessness may occur as death approaches. A wide range of factors can contribute to terminal restlessness including refractory symptoms, biochemical abnormalities, and unrelieved urinary retention. The recognition and management of these factors is crucial in the care of people experiencing terminal restlessness. Palliative sedation is sometimes required to maintain comfort, particularly with more severe and refractory cases of terminal restlessness.

PST can also be trialled for patients. For example, a patient with refractory distress may decide with clinicians that PST will be utilised for a pre-agreed period prior to the sedation being reduced to allow the clinicians to verify with the patient that they want the therapy to continue. 

It may be appropriate to treat psychological symptoms and existential distress with PST in some situations. A robust decision-making process involving the multi-disciplinary team and advice from relevant specialists should be utilised to make decisions to utilise PST in situations when it is considered for use to treat psychological symptoms and existential distress. 
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[bookmark: _Hlk42067697]The intent of PST is to relieve severe and refractory symptoms by lowering the patient’s consciousness (sedation) to the appropriate degree to maintain/achieve comfort as part of optimal palliative care. The precondition for its application is in those patients who are expected to have a very limited survival.  

PST, as distinct from euthanasia and assisted dying, is provided to treat symptoms rather than to hasten death. PST is provided in proportion to what is required to relieve symptoms. A decision to use PST is not necessarily counter to other end of life decisions. For instance, it does not necessitate that particular treatments, beyond the PST itself, be started or stopped.

The means used to achieve this outcome are the intentional monitored use of sedative medication in appropriate dosages and combinations, and with the appropriate supervision. Sedation is not the ultimate aim of the intervention but a means to achieve the aim of comfort. 
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· Terminally ill patients suffering from severe distress should be evaluated urgently.
· The patient must be evaluated by a clinician (ideally a palliative care specialist) with sufficient experience and expertise in palliative care. If the evaluation is carried out by a trainee, it should be corroborated by a specialist team member. One of the team members undertaking an assessment should ideally have an existing relationship with patient where possible.
· The assessment/evaluation should include: 
· The patient’s medical history.
· All relevant investigations.
· A physical examination of the patient.
· Current goals of care and potential to achieve goals of care.
· Any psycho-social and environmental factors, including sources of spiritual or existential distress, which may be adversely affecting the level of distress.
· Whether all options to relieve distress e.g., pain management have been considered; and
· Clear determination that this person has entered a terminal phase. Indicators of this might include:
· the extent of disease, as determined by validated prognostic instruments (inpatient setting only)
· the rate of decline in functional status
· the presence or absence of vital organ failure
· the presence or absence of adverse prognostic factors such as very poor performance status (inpatient setting only)
· dyspnoea
· anorexia
· the degree of oral intake
· the presence of delirium and oedema.
· If uncertainty remains regarding the appropriateness of PST for a patient after clinical assessment, e.g., uncertainty of time until dying, a referral to the Clinical Ethics Committee would be recommended. 
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· The decision to use palliative sedation should be discussed, unless there is urgent clinical need, among an interdisciplinary team, with input from a senior ward / unit consultant who has experience in palliative care and symptom management i.e., Intensive Care physician in ICU setting. Where possible input from a specialist palliative care team member, a nursing and allied health team member and the patient’s primary physician should also occur.  
· PST may happen in an urgent clinical setting where time to discuss a decision is limited. Patients or their substitute decision-makers must be included in decision making to the degree that that is possible. Outside of an urgent and acute clinical situation it would be expected that suitable time and discussion had been provided for the patient or their proxy to make an informed decision about the need for this intervention (see talking with patients and families below). Family members should be informed and included within the process of decision-making to the degree appropriate depending on the context and inclusive of full disclosure of the potential benefits, risks, and alternatives. 
· Decision-making should strive for agreement (consensus) between all parties. Where no consensus is reached within 24 hours, a referral to Specialist Palliative Care Services and/or the Clinical Ethics Committee should be made to provide consultation to all members.
· For further information on decision-making in end of life care please refer to the End of Life and Palliative Care intranet page.
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Prior to implementing palliative sedation, if there is uncertainty among either family or health care providers, or health care providers are not confident in their skills with palliative sedation, a referral to an experienced clinician or the Specialist Palliative Care team needs to be considered. 

What should be discussed with the patient?
· The scope of these discussions should be predicated on the general goals and priorities of care.
· In non-critical situations in the management of patients with decisional capacity, the aims, benefits, and risks of the proposed sedation should be discussed including reference to the following: 
· The patient’s general condition including the cause of the intolerable distress, treatments that have been attempted, limitations of other options of care and, if relevant, limited anticipated survival.
· Alternative treatment options, the likelihood that they may relieve distress, and the expected survival associated with each.
· The rationale for the decision that sedation is the only method available for achieving symptom relief within an acceptable time frame.
· The aims of sedation, the distinction between Palliative Sedation and euthanasia and assisted dying.
· The method of sedation, including the depth of planned sedation, patient monitoring, possibility of planned weaning (in some circumstances), with an option to discontinue sedation (in some circumstances).
· The anticipated effects of sedation including degree of reduction in consciousness levels, estimated effects on mental acuity, communication, and oral intake.
· The potential uncommon risks such as paradoxical agitation, delayed or inadequate relief, and the possibility of complications including hastened death.
· Medical treatments and nursing care to be maintained during sedation: treatments and care to maximize patient comfort are continued and the patient’s and their family’s wishes are respected.
· The expected outcomes if sedation is not performed including other treatment options, degree of suffering likely to persist with each option and expected survival with each option; and
· Commitment to the patient’s wellbeing and provision of best possible care irrespective of patient treatment choice of PST. 
· Any culturally sensitive care that the patient / family might require

Informing the family
With the permission of the patient, it is generally preferable to conduct this discussion with the participation of significant family members. This approach maximizes communication and often facilitates important meaning-related discussions between patients and their families while the opportunity still exists.

Type of information needed by relatives to inform decision making should typically include:
· Patient, family, and clinician goals of care. 
· Patient’s inability to communicate.
· The patient’s symptom distress and treatment. 
· The dying process and what can reasonably be anticipated about symptoms, and
· when the patient is expected to die. 

Where the patient / family / carer is from a cultural and linguistically diverse (CALD) background it is important to use Translating and Interpreting Service (TIS) and translated information/resources.

For further information on talking with patients and families at end of life please refer to the End of Life and Palliative Care intranet page.
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The patient’s family and loved ones should be allowed and offered the opportunity to be with the patient. Relatives may need to be provided with information once a decision has been made to proceed with PST. They may need:
· Advice to prepare for the patient’s death.
· Advice to tell the patient any important information that they would like to pass on before the start of sedation in case they don’t regain consciousness.
· Knowledge that the maximum efforts for symptom relief have been made and that there were no alternative methods available.
· Information that cares will be provided to ensure that the patient’s comfort is maintained and that the patient’s and family’s wishes are respected.
· Advice to the patient’s family and loved one’s about the dying process, including the likelihood of noisy respiration, peripheral cyanosis, and decreased urinary output.
· Reassurance that other methods have been sufficiently tried and/or carefully considered but were assessed as ineffective, and that sedation is unlikely to shorten the patient’s life and that sedation can be discontinued or reduced if needed. 
· Regular information updates including: 
· the patient’s condition
· degree of suffering
· anticipated changes or, when appropriate, notification that death is approaching
· what can be expected in the dying process; and
· Advice on how relatives can be involved in the palliative sedation process, for example, by:
· spending time with and observing the patient and providing physicians and nurses with information about the patient; and
· ways to be of help to the patient (e.g., by being with, talking to, and touching the patient, providing mouth care, and managing the atmosphere of the patient’s care e.g., providing the patient’s favourite music, scents, singing favourite songs, saying prayers, or reading to the patient). 

The care team must provide supportive care to the members of the patient’s family and/or friends. This includes listening to their concerns, giving attention to grief and physical/psychological burdens, and being aware of any perceived feelings of guilt. Where family and/or friends do not believe they are listened to, they may contact the Specialist Palliative Care team during office hours, place a CARE Call, or contact the After Hours Nursing Coordinator after hours.
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· The decision to act on palliative sedation relies on obtaining informed consent either from the patient or their substitute decision maker through a Health Direction (Attachment 1), or guidance from either a previously completed Statement of Choices (Attachment 2) or (Attachment 3) Informed consent is outlined in the Informed Consent-Clinical Policy entitled substitute decision makers on the CHS policy register and requires the use of TIS and translated information/resources for those from a CALD background. 
· [bookmark: _Hlk40861862]For terminally ill patients who are actively dying, and in severe distress, an opportunity to obtain consent by the patient or their health care proxy may not arise. In the absence of consent, the provision of comfort measures including, if necessary, the use of sedation, PST should be considered as an urgent clinical necessity for care in specific circumstances:
· death in ICU; and
· distress in last hours.
This will require clinical judgement and information provision (i.e., not an uninformed decision).
· [bookmark: _Hlk40861096]In situations in which the family members are not readily available as part of the consent process, all efforts should be made and documented, to communicate with next of kin/guardian/enduring power of attorney or nominated carer. Any delays in contacting should not adversely impact or delay patient care. In some cultures, family consent  may be deemed necessary or desirable. Where this is the case and family members do not consent to the treatment plan, the care team should:
· provide enough information to help families better understand the patient’s conditions and suffering.
· support the patient and their family by talking with each party and finding a solution that is acceptable to both; and
· provide psychological support to families to relieve them of factors that contribute to conflicts or distress, such as grief and guilt. 
· Where consent is to be gained by a health care proxy, those involved should be informed of the information as per the ‘Talking to patients and family’ section.  An inclusive discussion will enable the proxy to indicate what the patient would have wanted and the reasoning that leads them to their conclusion. 

Documenting consent
· Where the patient is conscious and/or there is a delegated decision maker, in an Enduring Power of Attorney, documentation of the informed consent and the provision of sedation in the clinical record should include the following statements:
· The patient or Enduring Power of Attorney has been offered information about their condition and the treatment options; and
· The patient has been provided with all the information that he/she wanted to receive about their condition, the treatment options, and the likelihood of benefit and risks involved.
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· The medication chosen should be based on the degree of sedation required i.e., light, or intermittent.
· The administration of the drug(s) is titrated according to the need to relieve symptoms (proportionality rule) and is based on best evidence and individual clinical characteristics.
· Benzodiazepines or a sedating antipsychotic are used most often for palliative sedation and should be the drug of first choice.
· In light or intermittent palliative sedation, medication choices can include lower potency agents (such as lorazepam, which is a benzodiazepine) or lower doses of more sedating agents.
· In deeper palliative sedation, medication choices may require more sedating agents (a benzodiazepine such as midazolam, or sedating antipsychotic such as olanzapine) and at higher doses.
Different strategies to “induce” the appropriate degree of symptom control through sedation and to “maintain” this control may be required. Both phases of care should be considered, and an appropriate care plan determined.
Opioids should not be used as the primary agent of sedation but will often still be required for comfort and to support the achievement of sedation in PST.

Palliative Sedation outside of the ICU setting
1st line agent: A benzodiazepine, such as midazolam (other benzodiazepines, such as oral or sublingual lorazepam, may be appropriate if light sedation is required) 
Approach to use of midazolam for palliative sedation
· Give stat doses of 1mg intravenously (IV) or subcutaneously (subcutaneous) every 15-30mins until desired sedation has been reached. Stat doses may need to be increased and a range of 1mg-5mg may be required.
· Continue sedation with a midazolam continuous infusion (subcutaneous or IV) with dosing informed by the dose needed to induce sedation. Doses of between 10mg to 60mg over 24 hours may be required. If midazolam doses of greater than 60mg over 24 hours are needed to maintain palliative sedation outside of the ICU additional pharmacological agents may be required to achieve sedation and a palliative medicine specialist should be contacted for support.
· Prescribe PRN (‘when required’) subcut doses of midazolam for management of breakthrough agitation or alertness every 30minutes. PRN doses of 5mg subcut or more are likely to be required if the patient is on a high dose continuous infusion. 

2nd line agent: A sedating antipsychotic
In cases of severe distress (such as profound delirium), profoundly sedating antipsychotics (such as levomepromazine) may be required in conjunction with benzodiazepines.
A Palliative Care Specialist must be involved if a person (outside of ICU) requires palliative sedation using multiple agents.
Approach to using levomepromazine for palliative sedation
· Give stat doses of 12.5mg-25mg subcutaneous or IV every 1 hour until desired sedation has been reached.
· Continue sedation with a levomepromazine infusion (subcutaneous or IV) with dosing informed by the dose needed to induce sedation.  Doses of 100mg-300mg per day by infusion (subcutaneous or IV) are usually effective.
· Prescribe PRN doses of levomepromazine 12.5-25mg IV or subcutaneous every 1 hour for management of breakthrough agitation or alertness. 

3rd line agent: Alternative sedating agents (barbiturate or propofol)
The use of propofol or phenobarbital (phenobarbitone) infusion for PST may be appropriate in some situations when other agents are not available or appropriate.
A Palliative Care Specialist must be involved if a person (outside of ICU) requires palliative sedation using multiple agents, or if phenobarbitone or propofol are thought to be required.
· Any agents prescribed to achieve sedation prior to the phenobarbital can be continued along with the phenobarbital infusion. 
· The patient’s existing prescribed medications for comfort care should be continued unless they are contraindicated or thought or be ineffective.
· Approach to using phenobarbital for palliative sedation
· Give a loading dose of 200mg via slow IV push (no faster than 50mg/min) for initial loading. Additional doses of 100mg - 200mg IV can be given hourly to induce required sedation. Subcutaneous bolus injections are generally avoided due to the risk of injection site reactions (e.g., tissue necrosis).
· Continue sedation with 1000mg – 2000mg (IV/subcutaneous) over 24 hours with titration to required effect. Continuous subcutaneous infusion is appropriate and injection site reactions are less common.
Note:
Levomepromazine is not registered in Australia and requires consent and completion of Therapeutic Goods Administration (TGA) Special Access Scheme (SAS) form. 

Levomepromazine is on the CHS formulary ‘for use according to Special Access Scheme (SAS) requirements by specialist Palliative Care Consultants’; and requires an Individual Patient Use application if a specialist Palliative Care Consultant is not involved in the care.



Palliative Sedation in the ICU setting
The following medications guidelines are recommended for Palliative Sedation Therapy in the ICU setting.
· The administration of the drug(s) is/are titrated according to the need to relieve symptoms (proportionality rule) and is based on best evidence and individual clinical characteristics, inclusive of sedation requirements during active treatment.
· Benzodiazepines (e.g., midazolam) should be the drug of first choice. Opioids will most often be required for comfort and to support the achievement of sedation in the ICU patient.
· The use of a propofol /barbiturate infusion for PST may be appropriate in some situations in consultation with the palliative care clinician. 
· In palliative sedation therapy in ICU/High Dependency Unit for symptom management post trial of therapy where death is expected to take longer than 24 hours it may be appropriate to covert IV to subcutaneous administration and a sedating antipsychotic medication may also be required in addition to benzodiazepines and opioids. These patients should have referrals placed for palliative care involvement especially if discharge to the ward is likely.
· Utilise unit- based drug protocols to guide preparation of and administration of specific drugs noting appropriate approach to dilution and any potential issues with drug admixture compatibility.
· [bookmark: _Hlk46933275]The Richmond Agitation and Sedation Scale (RASS) and Critical Care Pain Observation Tool (CCPOT) should be used as tools to assist in achievement of sedation and comfort.
· The patient’s existing prescribed medications for comfort care should be continued unless they are contraindicated or thought or be ineffective.
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An experienced clinician along with the patient (if possible), family and staff should evaluate the below-mentioned parameters.

Patient monitoring
· Both indices of symptom control and depth of sedation should be monitored simultaneously. The required depth of sedation should be at the level, which enable the patient to be able to tolerate the targeted refractory symptom while all other symptoms are controlled. 
· The below parameters should be monitored:
· adverse effects of PST.
· the severity/relief of suffering; and
· the patient’s level of consciousness or level of sedation. 
· The above-mentioned parameters can be assessed by:
· measuring relief of suffering by verbal comments of the patient, facial expressions, and body movements.
· assessing the level of consciousness by evaluation of the patient’s response to non- painful stimuli; and
· using the eyelash reflex to assess the level of consciousness. 
· Scales to help assess distress in patients with lowered consciousness that may be considered for use are:
· the depth of sedation and agitation: Richmond Agitation Sedation Scale (RASS) 
· symptom control: Edmonton Symptom Assessment Scale. This may be completed by caregivers and family members; and 
· Critical-Care Pain Observation Tool (CCPOT).
· Initially, the patient should be assessed at least once every 20 minutes to ensure relief of symptoms is achieved, and subsequently at least three times per day after adequate sedation has been achieved.
· The attending physician/nurse practitioner should be informed when the maximum dose range of midazolam has been reached.
· In all cases, the care team must maintain the same level of humane dignified treatment as before sedation. This level of care includes talking to patients and adjustment of the environment. Oral care, eye care, toileting, hygiene, and pressure wound care should be performed based on the patient’s wishes and the estimated risks/harms in terms of the goals of care. 

Family Monitoring
· Family should be assessed for psychological and spiritual distress.
· Family should be offered support, encouraged to ask questions and to be allowed an opportunity to grieve.
· Family should be offered social work/psychosocial palliative care or pastoral care as required.    
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· Care of staff involved in PST is needed due to the complex responses that it can engender.
· The care team should recognise the potential for staff distress.
· Staff distress can be mitigated by:
· fostering a culture of sensitivity to the emotional burdens involved in care
· participating in the deliberative processes leading up to a treatment decision
· understanding the rationale for sedation and goals of care
· sharing information
· engaging in multidisciplinary discussions both before and after the event that offer the group or individual opportunities to discuss the professional and emotional issues related to such decisions
· providing information on staff support services i.e., Employee Assistance Program (EAP).
· A staff member may choose to responsibly exercise their right not to provide or participate directly in treatments to which they have a conscientious objection. In such circumstances, staff members must respectfully inform relevant colleagues of their inability to be involved in this manner of care provision, and ensure the patient has alternative care options in place (adapted from Nursing and Midwifery Board Australia, 2018).
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Where there is concern that a patient may have better quality of care with the introduction of palliative sedation however this has not been provided for in care planning, the concerned staff member should contact the Specialist Palliative Care Consult and Liaison Team Monday to Friday 8:30am – 5:00 pm Ph 0401376949 or the After Hours Nursing Coordinator through SWITCH for advice. 
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The prescriber or palliative care consultant should ensure that the discussion of the following issues is documented on the health record: 
· medical rationale and criteria for recommending sedation.
· decision-making process.
· aims of sedation and the planned depth and duration of sedation.
· patient or their substitutedecision-maker’s consent.
· agreed goals of care amongst the patient, family, and prescribers/health care providers.
· The steps to achieve sedation including initial choices of medications and doses.
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Outcome
· Reduction in consumer complaints.
· Palliative sedation will be implemented in a timely manner.
· There will be no significant incidents related to the use of palliative sedation.

Measure
· Regular reporting to relevant managers of use of palliative sedation and any concerns or feedback regarding palliative sedation.
· Clinical and quality outcomes are evaluated through patient experience questionnaires and CFET Data.
· Incident data will be regularly reviewed by the senior manager.
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Policies
Informed Consent- Clinical 
ACT Language Services Policy
Medication Handling Policy

Procedures
Infection Prevention and Control-Healthcare Associated Infections Procedure
Language Services- Interpreters and Translated Materials Procedure
Goals of Patient Care Plan (Adult and Paediatric not Neonates)
Optimal Cancer Care Pathway for Lung Cancer Patients (Adults only)
Subcutaneous Medication Management in the Care of the Palliative Patient-Adults Only
Patient Identification and Procedure Matching 

Guidelines 
Consensus Statement on the use of Palliative Sedation in the ACT
National Palliative Care Strategy 2018
ANZSPM Palliative Sedation Therapy Guidance Document. 
ANZICS Statement on Care and Decision-Making at the End of Life for the Critically Ill Edition 1.0 2014
Nursing and Midwifery Board of Australia Code of Conduct for Nurses 2018
Australian Medical Association Position Statement on Conscientious Objection 2019

Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Powers of Attorney Act 2006
Medical Treatment (Health Directions) Act 2006

Other
Australian Charter of Healthcare Rights

Medication Standing Orders
Palliative care Medication Standing Orders for each division are accessible on the Clinical Forms Register.
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Clinician: in an acute inpatient setting this may refer to nursing, medical or allied health staff. In a community setting it may refer to the GP and Registered Nurse. In a Residential Aged Care Facility this may refer to a Registered Nurse, Nurse Practitioner or GP.

Refractory: the intervention is to be used when symptoms are refractory, that is, they cannot be satisfactorily relieved by any other means. The suffering should have been appropriately diagnosed, and treatments for individual symptoms sought and tried, or at least carefully considered and determined to be futile. The ideal approach to determining psychological symptoms as refractory should include:
· Assessment(s) by clinicians, including a psychologist where possible, and the treating team which has established a relationship with the patient and their family; and 
· Trials of routine best approaches for anxiety, depression, past trauma and existential distress, and psychological and physical exhaustion. 

Terminally ill: this refers to a person who is in the end of life period where death is foreseeable and near. 
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Palliative Care, Palliative Care Sedation Therapy, Sedation, PST, ICU, terminally ill
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Attachment 1 - 	Health Direction located on the Intranet, Patient Experience, Advance Care Planning https://healthhub.act.gov.au/patient-care/patient-experience/advance-care-planning
Attachment 2 - 	Advance Care Plan Statement of Choices – Competent Person Clinical Form 15305
Attachment 3 - 	Advance Care Plan Statement of Choices – No Legal Capacity Clinical Form 15306
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HEALTH DIRECTION

Medical Treatment (Health Directions) Act 2006

IMPORTANT NOTICE:

o I this direction is inconsistent with an enduring power of attorney for a health care
‘matter or a medical research matter that you have previously given, your attorney must
‘comply with tis direction.

o I this direction is inconsistent with an enduring power of attorney for health care
‘matters or medical research matiers that you make in the future, your attorney must
‘comply with your enduring power of atorney.

o You can revoke this direction by clearly expressing o a health professional or someone
else a decision to revoke the direction, or by making another direction

o Subject to the above, the power to make decisions relating to the withholding or
withdrawal of medical treatment to you, including reatment involving medical research,
will now be exercised according fo your instructions on ths form.

. DIRECTION
L
[name]
‘Person making the
direction [address]

‘malce this direction to refuse, or require the withdrawal of, medical treatment generally or a
‘particular kind of medical treatment:

. PREVIOUS DIRECTION REVOKED

Irevoke all directions previously made by me under the Medical Treament Act 1994 (f any)
‘and all other directions made by me under the Medical Trearment (Health Directions) Act
2006 (i an).

AF2017- 45 e the Mecial Tresiment (Heslh Drectons)Act 2008521
S ———
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. CERTIFICATIO]

Tcenify tat
@ Tom an adult

(i1 do ot have a guardian sppointed or have impaived decision making capacity: and
(i) this divection is made voluntarly and withoutinducement or compulsion.

Signature of person
‘making direction

Date

oR
1 directed the following person to sign this direction on my behalf —

(Another person can sign the direction on your behalfin your presence ifyou are unable o sign it
yourself)

‘Name and address of [ [197E]

person sigmng by | Loddrese]
direction

Signature of person
signing by direction

Date

. WITNESSES

@tis recommended that you or the person you have directed also sign at the oot of the first page.)

(The wimesses must sign in the presence of each other and the person making the direction.)

Signature of witness 1

Name

Address

Date

Signature of witness 2

Name

Address

Date

AF2017- 45 e the Mecial Tresiment (Heslh Drectons)Act 2008521
S ———
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Canberra Health Services Compss st or amcavst
URN:

+

Famiy name:
ADVANCE CARE PLAN STATEMENT |Ghennsmes: —
OF CHOICES - COMPETENT PERSON | 100, -
Name of Attorney(s) under Enduring Power of Atiorney.
i Name: 2 Name:
Telephone number(s) of Attomey: Telephone number(s) of Atiomey:
(Home) (Home)
obie) (vosie)
Work) o)
Relstonshi: Relstionsni:
2 Name: 4 Name:

Telephone number(s) of Atomey: Telephone number(s) of Atiomey:

(Home) (Home)
vobie) (osie)
Work) Work)
Relstonsni: Relstionsni:

Date ofthe Enduring Power of Attorney (EPA):

v

The folowing dosuments have been complsted and are siashed

Enduring Power of Atlormey Oves Ono
Health Direction under ihe Medica Treatment (Heatih Direcions) Act 2006 Oves Ono
Registered on the Austalian Organ Donor Register: Oves Ono

For more informaton abou organ and issue donation contact Donate Life on 8174 5625

| gve permisson for this informaton t2 s snared wit my hesit cars eam.

Signes: T Dste:

Copies of your Advance Care Plan have been given to:
.9 Canberrs and Calvary Public Hospial: GP: Atiome(s) or Guardian; Residentsl Aged Care Faciiy: prvate
hospialhesti facity (conpiee 3 mny nes 2 ppicane)

1s505002)

e 1ol
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This Advance Care lan il be sed 0 guide tre mecical gecsions ONLY when you loe he bity o make or
communeateyour e restment deaons yousel. The faw requres hat i sstement o your wishes st b aken
ko sccoun when deteminig your resment

B
e

am of sound mind. and 1 have read and understand the importance of tis document_| have also had s
ocument explined t me and had all my questons answered fo my satisfacion. | request that my siated
Ghoioes recorded below, are respected by my family. appointed aiome(s) and by my doclors. I additon |
request that they respect my vakes and wishes as we have previously discussed.

1 understand that s most important o discuss my wishes with my Endiing Power of Atiomey(),famiy and
octors 50 that they ars sware of hem. | 20 understand tht the doctors il ony provi restmant that =
medicaly appropriste

Living well o an acceptable recoveryireasonable outcome afer liness or njury can mean:

(Exampie: o be ableto commnicate mearingully with famiy/Fiends: ot be completely bed bound; 0 not be
dependent on othersfor personal hygiens: 0 be able o eat and dink natrally: t have some mobiy)
"To me Tving well or an acoeptable recoveryifeasonable outcome means (please wrie what s imporiant 0 you)

My Chotces About Life Prolonging Treatments.
[ ———————
.g.breating machine (veniator), Kidney machine (dilysis),feeding ube (PEG tube or nasogastic
tube) operation, inravenous anibifics, blood ranstusion.

160 want e prolonging reatments f 5 medicaly appropriate.
or
I Gireumstancas ke those setout bsow | do notwant e prolonging restments st sl Iffe-
prolonging reatment s commenced contrary to my wishes | request hat t be discontinued
Circumsiances in which | would notwant ife-prolonging reatments incude:

To me e prolonging treatmens mean:

o
Vonly want s rofonging trstments i ths doctors expect an sooeptabl recoveryreazonsbie
outsome sz deserbed sbove.”

or

1wish toleave the decisions on fe prolonging restmenis to my Enduring Powerof Atomey
f sppointac) in consutation with my doctors.

My choices about treatment ifmy heart stops or there are no signs of ife (not moving, unresponsive, not
breathing, unconscious).

(CPR (Cardiopulmonary Resuscitation)can be attempted o restart a heart.

(CPR (Cardiopulmonary Resuscitatin) Initial the box that you want, put aline through the boxes that you
donotwant.

1o want CPR it s medically sppropriate

or

1o nomwant CPR st il

or

| only want CER ifthe doctors expect an acceptable recoveryreasonsbe outcome a5 descrived
stove.”

T

TS
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Canberra Health Services Compss st or amcavst
URN:

Famiy name:

ADVANCE CARE PLAN STATEMENT | Given names:
OF CHOICES - COMPETENT PERSON | 100, -

T your chteeeon 4 preioue page T 3 eaTens el sonRTon o an complreSHeakn Drseaan e
MeiarTrsamon et 008 Youca k10 your Aavancs CarsPanning Faatro docro 300 s

(Compete rappcabe)
My current medical conditon (ncude any chronic condiion o Ife limitng iiness)

1ish 0 make the olowing furiher requests egarding my treatment or the conditons desorbed above:

Other points that are important to me
1 ssk st my Enduring Power of Atimey (=) incude the ollwing people in my hesith care decisions  there s

11 am nearing my death | want the following (st hings tat would be important 0 you, .3 oareof a pet.
religious orsprtualuals, cufural customs):

171 am nearing my death and cannot speak. please give my famy and riends thefolowing message:

Fthee i ot anoughroom i wrte 3 your requests and wihes, lesse fach e pages 2 necessary.
‘Aol pages need o be signed, caied nd wivessec.

f ety cectars tht the informtion completed sbove i 3
e record of my wishes on this date.

Signaturs: = oste:
e
Winess sgnature: T Dste:
Winess name: Relatonshi:
H
g
H
g

PR
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Frequently Asked Questions

Whatis Advance Care Planning?

‘Advance care planning (ACF) s 2 seres ofsteps you can take fo help you plan foryour uure health care. ACP is
based on the principiesof autonomy and digny.

You hav the right o make decisions about your healt care, now and for the uture. Medica treatment should ony
e given with your fuly informed consent and you have the ight o refuse reatment.

1.inthe future, you become unable o express your choioes fo reatment, your doctors and famil/fiends may ot
Know what you would want. ACP gives you the opporunity o tink about,discuss and record, ahead of me. your
o

A ACP ONLY comes ino efect i you loselegalcapacity to make decisions and express,in some way,your
wishes and chaioes about your medical Featment.

Why is it important?

Up 10 50% of Ausiralians il not be able o make or express heir own decisions when they are near death. Dociors
3nc amiy members wil b unsware of any fresiment preferences st s ime f hese have not been discussed
and recorded s

(Often, families are unaware ofhei loved ones views about what they would want done when 100 1 o speak for
themselves. Families ofen fes burdened by te concern that they wil make a wrong choice.

Ithere s not aclear statement of a person's wishes, dociors mast reat them in the most appropriate way. This can
mean aggressive reatments that the person ight not have waniad

What documents do | need?

The hres ways you can record your choices these nclude:
1. Enduring Power of Attorney (EPA) -  lega document appointing a subsifute decision maker of
your ehoice.
2 Advance Care Plan - Statement of Choices (ACF) a guding cosument utining your wishes and
preferences fo future health care.
3. Health Direction a egal document wih iear decton about refsal or withdrawalof reatment

Where do I register them?

Itis mportant thatyou send copies all your documents 5 the ACT Health Advance Care Planning (ACP) Program.
Ty willbe scanned and plaoed on your slectronic medical record at the Canbera Hospial and aiso Calvary
Publc Hospital. You may also ke 0 give 3 copy o your GP and your atomeys (nominated subsiibte decision
makers).

Need further information?

1 you need assistance or woud ke more information please contact the Advance Care Planring Program.
5124 6274 or emal acp@act govau.

PO Box 825 Canberrra City ACT 2601 | phone: 02 5124 5274] www.act gov.au

ageaors

st




image7.png
Canbera Health Services Complete detats o affi abel
oR$-

Famiyname:

AADVANCE CARE PLAN STATEMENT
OF CHOICES - NO LEGAL CAPACITY

Given names:

boB_____ sec_____-|

Name of Attomey(s) under Enduring Power of Attorney

For more information abou organ and ssue donation contact Donate Life on 6174 5625

= |1 neme 2 Name:
| Tetephone number(s) of Attomey: Telephone number(s) o Attomey:
=- (Home) (Home)
= (Mobie) (Mobie)
= Work) Work)
= |Retonsnn Relatonship
= |a.name: 4. Name:
Telephone number(s) o Attomey: Telephone number(s) o Attomey:
+ (Home) (ome)
(Mobie) (Mobie)
Work) Work)
. | Retatonstip: Relatonship
I P ——
2 [ totowng documents have een competed and are atacned
£ b{ Enduring Power o Attomey or Guardianship Orders (as applicable) Oves 0o
£ | Health Direction under the Medical Treatment (Health Directions) Act 2006: Oves Ono
£ | Regtered on the Ausrlion Organ Donor Register Oves 0o
§
8

1 give permission for this information to be shared with my health care team.

=
Signea: Date:

Copies of your Advance Care Plan have been given to:
.9, Canberra and Calvary Public Hospital; GP; Attomey(s) or Guardian; Residential Aged Care Facily; private.
hospitalihealth facilty (complee 3 many nes a5 applcatle)

1 4
2 B
3 B

15308(0820)

P
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This document refates to the following person:
Iunderstand that hefshe has been assessed as not having legal capacity.

I have made choices based on the best inferests of the person taking into account their wishes, the wishes
of family members and significant others, and the benefits and burdens of treafment. | request that the stated
choices recorded below are respected by health professionals now, and in the fuure

Please note: The law requires that ths statement be taken ino account when determining treament for this
person.

1. Life Prolonging Treatments

Inital the boxes you want and cross out the boxes you don't want. You may write specific requests on the lines.
provided.

| would ke fe projonging treatments to be commenced and continued, including Cardio
Pulmonary Resuscitation (CPR), while they are medically appropriate and remain in hisher best
interests.

You may wiite specifc requests here:

If helshe is acutely i, unable to communicate responsively with famiy and frisnds, and itis
reasonably cerain that helshe wil not recover, | want himiher to be allowed to die naturally and be
cared for with digniy. | do not want himiher o be kept aive by extraordinary of overly burdensome
reatments that might be used to prolong hisier e (¢.9. Cardio Pulmonary Resuscitation [CPR])
Ifany of these treatments have been started, | equest that they be discontinued. However, | do want.
Palliative Care that includes medications and ofher reatments to alleviate suffering and keep him/her
comfortable, and to be offered something o eat and drik.

You may wiite here specifc treatment(s) that you want or don't want

2. Other requests with regard to medical care
.. Such s Greumstinoes n which e dossordoss ot want i rEsimant

T

Page 20f4

tozs0

[ —————
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Canbera Health Services Complete detats o affi abel
RN

Family name:
ADVANCE CARE PLAN STATEMENT | Giveq names:

OF CHOICES - NO LEGAL CAPACITY
oo sec |

3. Other points that are important to the person

Ifthe person had other end of ifs wishes, e.g. organ or body donation, you may wish to attach documentation to
this plan. Please note: itis the next-ofinffamily that consent o organ donation

1 ask that doctors include the following persons i their health care decisions if there i time:

If the person is nearing death, | want the following (ist things that would be important to them, e.g. care of a pet,
relgious or spiriual tuals, cultural customs):

Signed by: == Date:

Attorney ! Guardian (Pisase i your relstionshp it th stjec)
Other persons present at discussion and formulation of this plan:
Name Relationship

Doctor's Review of the plan

Sor i Tesgraion e

15308(0820)

Pagedofd
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Frequently Asked Questions

What is Advance Care Planning?

‘Advance care planning (ACP) is a series of steps you can take {o help you plan for your future health care. ACP s
based on the principles of autonomy and dignity.

‘You have the ight to make decisions about your health care, now and fo the future. Medical reatment should oly
be given with your fully informed consent and you have the rght to refuse treatment.

1, in the future, you become unable o express your choices for treatment, your doctors and family/friends may not
Know what you would want. ACP gives you the opportuniy 1o think about,discuss and record, ahead of fme, your
choices.

A ACP ONLY comes o efectfyou lose legal capaciy to make decisions and express, n some way, your
wishes and choices about your medical treatment.

Why is it important?

Up to 50% of Australians wil not be able fo make or express their own decisions when they are near death. Dociors.

‘and family members will be unaware of any treatment preferences at this time if hese have not been discussed
‘and recorded earlier.

Often, families are unaware of thir oved one’s views about what they would want done when t0o il o speak for
themselves. Families often fes! burdened by the concern that they will make a wrong choice.

Ifthere is not a clear statement of  person's wishes, doctors must trat them in the most appropriate way. This can
mean aggressive treatments that the person migh not have wanted.
What documents do | need?
The three ways you can record your chaices these include:
1. Enduring Power of Attomey (EPA) - a legal document appointing a substtu decision maker of
your choice.
2. Advance Care Plan - Statement of Choices (ACF) a guiding document outining your wishes and
preferences for future health care.
3. Health Direction a legal document wit ciear direction about refusal o withdrawa of treatment
Where do | register them?

Itis important that you send copies all your documents to the ACT Health Advance Care Planning (ACP) Program.
“They willbe scanned and placed on your electronic medical record at the Canberra Hospital and also Calvary.
Publc Hospital. You may aiso ke to give a copy to your GP and your attomeys (nominated subsiute decision
makers).

Need further information?

1fyou nesd assistance or would ike more information please contact the Advance Care Planning Progra,
5124 9274 or email acp@act gov.au.

GPO Box 825 Canberra City ACT 2601 | phone: 02 5124 9274 | www.act gov.au
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