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[bookmark: _Toc198277141]Guideline statement 
The purpose of this document is to provide guidance to Justice Health Services (JHS) staff to assess, plan and provide end of life and palliative care to detainees in custody at the Alexander Maconochie Centre (AMC) and Canberra Health Services (CHS) facilities. 
Definitions
“Palliative care is an approach that improves quality of life of clients and their families facing the problem associated with life-threatening illness, through the prevention of suffering by early identification and impeccable assessment and treatment of pain and other problems, physical, psychological and spiritual." (World Health Organisation). 
End of life care refers to the care that a client receives once it is expected that they are within 12 months of dying. 
Voluntary assisted dying (available from 3 November 2025) allows an eligible person the option to end their life by administering an approved substance at a time of their choosing.  
Background
Dying is a normal part of the human experience. End of life is a time in which a client must be empowered to direct their own care where possible. 
People in custody at end of life are likely to suffer from complex and advanced illness and to have multiple co-morbidities with limited treatment options. It is often difficult to identify signs that precede dying. Recognising that end of life is approaching is important in the provision of appropriate, compassionate and timely care. 
Palliative care is an approach that is client and family-centred and sits within best practice end of life care. Palliative care provides safe and high-quality care for cultural, spiritual and psychosocial needs alongside the client’s medical needs. Achieving this requires staff to explore the values, needs and preferences of a client and their family. It also requires engagement of other health professionals to provide appropriate multidisciplinary care. Identifying supportive and palliative care needs early enhances the quality of care at the end of life.
It is important that clinicians become skilled in recognising end of life, the terminal phase of life and implementing a palliative approach. If impending death is not identified, it can lead to uncontrolled symptoms, inappropriate medical interventions, and a failure to meet spiritual, psychological and cultural needs of a client and their family contributing to complex grief and bereavement. A palliative approach should be implemented as soon as there is no curative treatment available or accepted by the client. 
It is important to recognise that many people detained in the AMC have histories of trauma ranging from childhood abuse, intergenerational trauma, trauma from a refugee experience, or traumatisation of previous incarceration. Any palliative care approach in the AMC will be trauma informed and work to identify and reduce triggers for re-traumatisation. 
The provision of health services to people in custody at the AMC including end of life and palliative care are governed by the Corrections Management Act 2007. The responsibility for health service provision in AMC is exercised by the doctor appointed under Section 21 and by JHS as part of CHS. Winnunga Nimmityjah Aboriginal Health and Community Services (WNAHCS) provide health services in accordance with a tripartite agreement between CHS, WNAHCS and ACT Corrective Services (ACTCS). The care provided by WNAHCS is provided in accordance with the Memorandum of Understanding.  JHS will provide consultation and support as required to ensure people receive appropriate end of life care.
From 3 November 2025, ACT residents will have another option for end of life care through access to voluntary assisted dying. The Voluntary Assisted Dying Act 2024 has been developed and passed to support a person’s end of life choice aligning with their rights, preferences and values. For a person to be found eligible they must meet strict criteria through a legislated assessment process. This process can work within a palliative approach to ensure a person has continual access to pain and symptom management at end of life.
Key Objective
This guideline outlines the provision of an evidence-based, best practice approach to:
· palliative care for someone where the primary goal of care is not a cure
· end of life care in the last 12 months to days of a client’s life. 
It is a guide for all health staff at AMC to facilitate the identification and provision of end of life and palliative care to clients in the end stages of their life.
Alerts
It is essential that all end of life and palliative care practices remain client and family centred. Considerations for practice include:
· providing the client and their family with an opportunity to reflect, and tell you what brings meaning to their life, what they value, and how they wish care to be undertaken
· regularly reassessing goals and priorities to ensure that the client, their family, JHS multidisciplinary team, WNAHCS and ACTCS are working together to maximise the client’s comfort and dignity in the last days of life.
All care must be documented in the client’s Digital Health Record (DHR). 
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This guideline applies to CHS staff providing care for people held in custody at AMC. This includes Nursing, Medical and Allied Health staff in the Division of Mental Health, Justice Health, Alcohol and Drug Services (MHJHADS), working within their scope of practice. 
This document also applies to supervised students on placement and staff of other CHS services such as the Advance Care Planning (ACP) team who may go into AMC to provide care.
[bookmark: _Hlk32224658]For the purposes of this document, the term ‘client’ refers to a person held in custody at AMC, Clare Holland House, (CHH) or Canberra Hospital.
A client may be under the care of JHS or WNAHCS. This guideline provides governance for CHS staff only, end of life care may be provided in collaboration with ACTCS, WNAHCS, and/or other CHS services. 
ALERT: Palliative or end of life care services for a client at AMC may be led by JHS (CHS) or WNAHCS (primary care) teams. JHS will collaborate with WNAHCS, ACTCS, and other CHS services when needed. 
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It is essential that all members of the health team are familiar with and recognise the signs and symptoms indicating that a client may be approaching their end of life and/or when they are dying. This will ensure that the right information, care and support are provided to the client and their family at the right time. 
Identifying clients approaching their end of life 
People are approaching the end of life when they are likely to die within the next 12 months. This includes those with:
· advanced, progressive and incurable conditions
· frailty and co-existing conditions where they are expected to die within 12 months
· existing conditions, if at risk of dying from a sudden acute crisis from this condition
· life-threatening acute conditions caused by sudden catastrophic events. (Australian Commission for Safety and Quality in Health Care (ACSQHC), 2015)
A client approaching their end of life is likely in greater need of a palliative focus to their care. People approaching end of life can be identified through: 
· the ‘surprise question’ screening mechanism 
· Supportive and Palliative Care Indicators Tool (SPICT™) (Attachment 2).
The surprise question screening mechanism 
The surprise question should be used by clinicians as a screening mechanism at the 7-day health review following induction into custody, and/or after a change in health status to recognise a client who could benefit from end of life care interventions. Clinicians should ask themselves:
· Would you be surprised if this client died in the next 12 months?
· Would you be surprised if this client died in the next days or weeks?
A response of “No” to the above questions should prompt consideration from the medical officer of implementing a palliative approach to the client’s care with the key aspects of this influenced by how close dying is thought to be.
Supportive and Palliative Care Indicators Tool (SPICT™)
SPICT™ (see Attachment A) is a tool which describes clinical signs that can help identify people who are at risk of deteriorating and dying from one or more advanced conditions (www.spict.org.uk). SPICT™ combines indicators of advanced conditions with general indicators of deteriorating health. 
The SPICT™ is a useful guide for clinicians to: 
· prompt consistent recognition of clients who are at risk of dying within 12 months 
· trigger a review of a client with advanced conditions, multiple comorbidities or general frailty, especially if they have had multiple hospital admissions 
· trigger a conversation with a client and their family about goals of care, their priorities and values at this time of life, and to assess and plan supportive and palliative care needs 
· identify people for whom decisions about the treatment of an acute illness with limited reversibility are required, and whose medical treatments might be limited to what is available in AMC. 
· identify people for whom a cardiopulmonary resuscitation (CPR) attempt would not be beneficial
· identify people who have complex needs and require extra supports including specialist palliative care assessment. (The Department of Health and Aging, Government of South Australia (2016) 
SPICT™ criteria are met when there are at least two indicators of deteriorating health and at least one indicator of an advanced condition. 
Consideration that a client is suitable for end of life or palliative care is to be made by the JHS health team in conjunction with a specialist in the presenting disease. A discussion with the client needs to be frank about their diagnosis, the options for care available as well as the limitations due to the environment. 
It is recommended that a referral for psychosocial follow up from the CHH Social Work Service be offered to the client after the discussion to ensure the client can access appropriate emotional support. 
All parties including the client at end of life must agree to:
· a Goals of Patient Care Plan for Optimal Comfort Care, or 
· Ward Based Management with a Focus on Comfort, 
If there is consideration or determination that a client may require comfort care, staff should commence the Comfort Care Pathway observations and care plan on DHR and regularly review the client’s condition. The comfort care pathway can be discontinued if the client’s condition improves.
Identifying dying or the terminal phase
Many diseases have a natural history of progression and exacerbations which make the transition to the terminal phase difficult to identify. 
The experience of dying is different for each client. A client may tell you that they feel they are dying. They may also have the following symptoms common to a client entering the terminal phase. Having three or more of these signs makes it more likely that a client is approaching their last days:
· getting worse day by day or hour by hour
· reduced mobility, or becoming bed-bound
· extreme tiredness and weakness
· needing assistance with all personal care
· little interest in getting out of bed
· little interest in food or drink
· noisy chest secretions
· mottled skin and feeling cold to the touch
· difficulty swallowing oral medication
· being less able to communicate
· not wanting to socialise
· sleepiness and drowsiness
· reduced urine output
· new incontinence
· increased restlessness, confusion and agitation
· changes in their normal breathing pattern
Where it is recognised that a client is actively dying or in a terminal phase, optimal comfort care measures are to be implemented, and all active treatment ceased. 
See Section 7 – Implementing Comfort Care.
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All clients who are given a diagnosis of a life limiting illness should have a Goals of Patient Care discussion instigated by the treating clinician responsible for care as soon as possible after diagnosis. Goals of Patient Care conversations should be had in a timely manner to allow for good planning and appropriate treatment (See Section 9 ‘Talking with a Person and their Family about End of Life and Palliative Care’ for further information).
[bookmark: _Hlk184715528]Important issues for discussion with the client (if possible) and their substitute or supported decision maker include:
·  preference for place of care at end of life, 
· the place of cardiopulmonary resuscitation, 
· limitations on care that can and cannot be provided such as use of syringe drivers, 
· administration of artificial hydration and intravenous antibiotics. 
See Consent for Healthcare Treatment for detail on substitute or supported decision makers. The client retains the right to make decisions around their healthcare. Patient autonomy must be respected, even though it may not be possible to receive their preferred care in the way sought. A client has the right to refuse care. These discussions, and the preferences of the client, are informed by the safe and appropriate limits and access determined by ACT Corrective Services and the health carers involved.
An Enduring Power of Attorney (EPA), Advance Care Plan (ACP) and Health Direction which outlines the client’s wishes may assist with the conversation about appropriate Goals of Care. For clients under the care of JHS, these documents are to be uploaded by JHS staff to the client’s record on DHR. The information contained in the ACP and Health Direction is to be provided to ACTCS via the Primary Health Notification Form to provide advice to ACTCS on how to manage the palliative care needs of the client.
Invite the client to revisit their ACP and Health Direction regularly. Where there is no ACP or Health Direction on file, a conversation on Goals of Care should be considered in a timely manner, and an invitation to the client to participate in process of advance care planning, with referral to the Advance Care Planning Team if required. Where the client identifies as Aboriginal and Torres Strait Islander, they should also be offered a referral to the MHJHADS Cultural Specialist Service to assist with ACP discussions
The ACP team will work with JHS staff at AMC to complete ACPs.
A client and their family may be challenged or confronted by changes in medication and treatment. Clear communication explaining the reasons for the changes and revisiting the goals of care are important, particularly as different phases of end-of-life care are transitioned. 
Refer to Section:
· 4 for information on End of Life and Palliative Care Pathways
· 7 for information on Implementing Comfort Care
· 13 for information on staff training in Advanced Care Planning. 
See Attachment B for Palliative Approach Trajectories Flowchart for Clients at AMC.
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Using a palliative approach for clients with life limiting illness or at end of life is intended to improve the client’s quality of life by:
· encouraging open and early discussions about advance care planning as well as death and dying which assists the client and their family to understand and accept the implications of disease progression
· involving the client and their family in care planning and decision-making.
· facilitating the early identification of changes in the client’s condition and the prompt management of emerging symptoms which provides opportunities for improved control of pain and other symptoms
· reducing unnecessary transfers to hospital through the development of the knowledge and skills of AMC staff and buddy carers to successfully manage the palliative care needs of people which may:
· enable the client to be cared for by familiar staff with whom they have a close relationship
· enable the client to die in a safe and preferred place where possible.
There is no fixed ‘best time’ to commence a palliative approach. Best practice is to implement a palliative approach alongside treatment for a life-limiting illness.  The latest a palliative approach should be started is when aggressive curative treatments are no longer appropriate for the client and the focus of care is on symptom management, quality of life and comfort. 
The Revised Palliative Approach Trajectories Framework (See Attachment C) underpinning these guidelines uses a client’s estimated prognosis to trigger three key processes. These are central to the successful implementation of a palliative approach: 
· advance care planning, 
· a palliative care needs round as part of the Complex Care Meeting 
· use of an end-of-life care and comfort care pathway as required.
All new and existing clients requiring a palliative approach are assigned to one of three trajectories based on the revised Palliative Approach Trajectories Framework and their estimated prognosis: Trajectory A, Trajectory B or Trajectory C. Each trajectory triggers specific processes and actions intended to meet the care and related needs of the client.
Estimated prognosis refers to a prediction made by a suitably qualified health professional about how long a client has to live based on expert knowledge and clinical judgement about the client’s condition and specific disease process(es).
Prognostication is often imprecise. For this reason, clients should be reviewed frequently by the JHS medical team for changes in their clinical condition.
Whenever a client experiences an acute event or illness they are to be reassessed. In the absence of any acute changes in the client’s condition:
· A client assigned to Trajectory A should be reviewed every six months.
· A client assigned to Trajectory B should be reviewed monthly.
· A client assigned to Trajectory C should be reviewed daily.
The decision to commence end of life and palliative care must be supported by the JHS multidisciplinary team in consultation with the client, their family, the client’s supported decision maker and WNAHCS where required. 
See Section 13 for information on staff training on implementing a palliative approach.
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Early release under exceptional circumstances for Palliative Care
The ACT Government uses the principles of the Human Rights Framework which identify that the care of those who are dying within a custodial environment should align to a humanitarian care approach to allow a client access to appropriate and better palliative care than can be provided in a custodial environment. The option of early release under exceptional circumstances should be considered where a client is identified to be at end of life, to enable an individual to spend as much time as possible in a more suitable environment with their family members. 
Early release under exceptional circumstances is to be considered when a client is expected to die within the next few weeks, and appropriate care is unable to be provided within the scope of Justice Health. 
The decision to recommend a client for early release under exceptional circumstances is to be made in conjunction with the JHS or WNAHCS Medical Team, Specialist doctors involved in treating the life-limiting illness, and Specialist Palliative Care Practitioners. The Corrections Management (Support for Detainees and Offenders with Additional Needs) Policy 2022 outlines how ACTCS considers leave, early release or parole on compassionate grounds. The decision is made by the Clinical Director, Justice Health Services through the General Manager MHJHADS Division, CHS to the Commissioner, ACT Corrective Services.  
Furthermore, consideration is to be given to dying on country for clients who are Aboriginal and Torres Strait Islander. Consultation with MHJHADS Cultural Specialist Service, and referral made to the service for the client (with consent). 
This decision to release will be made by ACT Corrective Services, the Court, ACT Sentence Administration Board or the Attorney General’s Department and will take into account the clients preferred place of death prognostication, the nature of the offense and community acceptance of the decision for early release under exceptional circumstances on medical grounds.  
End of Life and Palliative Care In-Reach Services
The ACT Human Rights framework states that a client must have access to community equivalent care.  Access to end of life and palliative care services will be available for a client who has been identified as having palliative needs, has a prognosis of less than 12 months to live, and/or requests a palliative focus to their care. 
The JHS multidisciplinary health team will provide all end of life or palliative care in consultation with ACT Specialist Palliative Care Services excepting those under the care of WNAHCS. Specialist Palliative Care staff will attend/participate by teleconference in the JHS Complex Care Meeting on a regular basis or as requested.
People whose end of life or palliative care is provided by WNAHCS will require JHS consultation with WNAHCS and be brought to a Complex Care Meeting for specialist palliative care review. 
Indicators to identify clients to be brought to the JHS Complex Care Meeting for specialist palliative care review include: 
· little surprise if the client died in the next 6 months
· physical and cognitive decline or exacerbation of symptoms in the last month
· a need for specific specialist palliative care interventions e.g. complex pain and symptom management, transfer to CHH for end-of-life care
· buddy carer (another detainee responsible for caring for a client who is unwell or has physical disabilities) or staff providing care are unable to continue to provide care.
During the Complex Care Meeting, identified clients will be discussed and Specialist Palliative Care staff will work with the medical team to develop a care plan based on the needs of the client and discussions with family and carers. 
To inform the Complex Care Meeting, a Palliative Care Needs form (see Attachment C) will be completed to ensure appropriate information regarding the client’s needs and goals of care is available to those in the Complex Needs Round.  
Following the Complex Care Meeting, the JHS medical team will implement the care plan, in consultation with WNAHCS where required. Specialist Palliative Care staff will be available for follow up and ongoing consultation with staff via video conferencing or AMC Clinic as required. 
It is important that a decision to implement an end of life and palliative care plan is made in conjunction with the client and their family. A referral to the MHJHADS Cultural Specialist Service may be offered to the client as appropriate.
Specialist palliative care advice is always available by calling Canberra Hospital Switchboard phone 5124 0000 and requesting to speak to the on-call Specialist Palliative Care Consultant.
Palliative Care where palliative needs are outside of scope of AMC services
Palliative care needs of a client may be determined to be outside the scope of AMC services such as when pain and/or distress is not able to be controlled by the means available in AMC. 
The decision that palliative care needs are outside the scope of AMC services will be jointly made by JHS, a Specialist Palliative Care Consultant and ACT Corrective Services. 
Where multiple and complex health care needs are no longer able to be provided by JHS, the client will either be provided accommodation outside AMC or will be considered for early release under exceptional circumstances.
Where there is no acute medical episode, a referral will be made to CHH for the admission of a client under constant guard if the client’s needs can be met in that context. Referrals to CHH are triaged according to priority of care needs. Where a referral is provided to CHH, advice will be given by CHH on the availability of a bed and any wait time that may be required. 
Note: Case by Case consultation must be had with CHH regarding client requirements and any security detail prior to attending CHH. 

All visitors to the client whilst at CHH will continue to come through the Visitor Desk at AMC for approval to visit. CHH will require advice from ACTCS if there are visitors that may likely be of concern to other patients and families. 
Where there is an acute medical episode, a client is to be referred to the Canberra Hospital for admission under the appropriate team. See Persons in Custody as Inpatients Procedure for further information on communication, transfer of a client to Canberra Hospital and CHH, and role of Correctional Officers. 
[bookmark: _Hlk188367849]Consideration is to be given to ACT Corrective Services staff wearing plain clothing instead of custodial uniforms when palliative care clients are in both CHH and Canberra Hospital to support the comfort of both the client and those around them. 
During the terminal phase, Correctional officers may be asked by medical or nursing staff to leave the inpatient room. In such cases, officers should position themselves in a way that maintains visual contact or to impede a route of escape.  
Voluntary Assisted Dying
If a client is known to have a life limiting illness and enquires about voluntary assisted dying, they should be directed to have a formal appointment with the JHS team to discuss this as soon as possible. Under legislation this must occur even if the person who takes the first request is a conscientious objector. 
The client will then require a formal first assessment by an authorised voluntary assisted dying practitioner. If the client is found eligible at their first assessment, all efforts should be made to ensure they can attend the legislated further assessment appointments. The client can decide to stop the process at any time and must retain medical decision-making capacity throughout the process. It does not fall within the capacity of AMC to provide for the administration of the voluntary assisted dying substance and the client, if not eligible for compassionate early release, will require transfer to a Canberra Health Service inpatient facility.
For further guidance to staff on voluntary assisted dying, please refer to the CHS Voluntary Assisted Dying procedure available from the Policy and Guidance Document register. 
Transportation
JHS are to advise ACT Corrective Services where a client is to be transported to CHH or requires acute care in relation to their life-limiting illness and needs to attend Canberra Hospital. JHS will advise the mode of transportation required based on the client’s physical and security requirements as per the above guidelines. Transportation will be arranged by ACT Corrective Services dependent on the client’s physical and security requirements.
Clients being transferred to CHH or Canberra Hospital who are ambulant and not receiving active treatment may be transported via a Corrections Service Van to ensure arrival at their destination in a timely manner. Where a client is not ambulant and there is no concern for deterioration during transport, a non-emergency patient transport (NEPT) booking can be organised by phoning the NEPT booking number 62004126.  If the client’s condition may likely deteriorate during transportation and require comfort care, it is advised to book an Emergency Ambulance via the booking number 62004126. JHS will be required to contact the ACT Ambulance Service (ACTAS) Consumer Liaison Officer via ambulanceCLO@act.gov.au to develop an Individual Management Plan for any clients using Emergency Ambulance.
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Justice Health Services 
JHS nursing staff are onsite at AMC seven days a week from 07:00 to 21:30 hours. JHS medical officers are onsite Monday to Friday during business hours. A JHS doctor is on call after hours for general care requirements with escalation to Specialist Palliative Care Practitioners as necessary. A referral to CHH Social Work Service multidisciplinary team and/or the MHJHADS Cultural Specialist Service can be given for psychosocial support to a client and their family members in AMC who are assessed as having distress. 
On recognition of end of life, JHS will review all current medications and interventions. All non-essential and unnecessary medications and interventions are to be discontinued.
Symptoms such as pain, breathlessness and restlessness occur with increasing prevalence as death approaches. JHS pre-emptively order medication(s) to manage these and any other symptoms that the client may experience.
When a prisoner is dying and receiving terminal care, medication may be provided subcutaneously by JHS. Medication provided will be long acting to cover overnight where possible. 
Where required, medication provision after hours will be negotiated on a case-by-case basis by JHS and the Community Nursing Link team noting the opening of the cell after hours will need clearance in advance by the Commissioner. 
Corrective Services Staff
If a client experiences unpredictable pain overnight and requires more medication, ACT Corrective Services staff may be requested to open the cell for after hours medication delivery by an external agency. This is done following telephone consultation with JHS staff or specialist palliative care services.
Specialist Palliative Care 
The Specialist Palliative Care Service based at CHH will provide consultation to JHS in relation to any client who is identified as being at the end of life and/or having palliative needs. 
Input into care through case discussions can be provided by Specialist Palliative Care Practitioners either face to face or by teleconference to the JHS Complex Care Meetings, or as required by Justice Health medical staff. 
Where a client has a life limiting illness and requires treatment or appointments at Canberra Hospital, efforts will be made for them to be seen concurrently by specialist palliative care staff as needed.
The Specialist Palliative Care Service can provide phone advice to JHS or WNAHCS multidisciplinary team 24 hours a day 7 days a week as required.   
If specialist staff need to engage with the client face to face, and the client is ambulant, referral should be made to the Specialist Palliative Care Outpatients Clinic at CHH or Canberra Hospital. If they are not ambulant, consultation with a Specialist Palliative Care practitioner should be arranged through CHH and facilitated through JHS for visitation during work hours.
After hours
Care is to be taken by JHS to provide medication to meet necessary pain and distress levels 24 hours a day 7 days a week.
If required, and following negotiation with JHS, after hours medical/nursing consultation is available through Community Nursing Link team or escalated by the Link team to the on-call consultant.  
Where it is deemed necessary for after-hours provision of medical care e.g. unpredictable pain, the ACT Corrective Service Manager must be contacted by the Medical Officer on call for JHS for approval for attendance. If further Specialist Palliative Care advice is required after hours, advice can be sought through the Palliative Care Practitioner on call through Canberra Hospital switch board.  
Supportive Care
A referral to the ACTCS Supports and Intervention Unit (SIU) may be considered for assistance with supportive care planning. Peer assistance through a buddy carer is currently available in AMC for a client that may have difficulty with activities of daily living (ADLs).  Training in a palliative approach will be provided to the designated buddy carer by the Practical Experience in a Palliative Approach (PEPA) educator. 
Multidisciplinary Communication
The client’s DHR is to be used by all members of the multidisciplinary care team, including specialist palliative care staff. Documentation should include information about changes in the client’s condition, concerns expressed by family members and/or it may be used as a method of communication between care team members about any issues relating to the client and their family.
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Comfort care refers to care provided to a client who is at end of life whereby all active treatment, including cardiopulmonary resuscitation, is no longer provided. This is in line with best practice palliative care provision in any setting and should be discussed as part of a client’s Goals of Care conversation and reflected in the client’s DHR. This should prompt a discussion about transfer to CHH or consideration of early release under exceptional circumstances.  
Comfort Care Measures
Assessing the client’s comfort needs and initiating strategies to enhance comfort is essential as a client nears the terminal phase.
Physical problems that must be anticipated and proactively addressed for the comfort of the dying client include:
· pain, 
· delirium/agitation, 
· dyspnoea, 
· respiratory secretions, 
· mouth and skin care, 
· bladder and bowel care,
· nausea and vomiting. 
Burdensome interventions which do not improve the dying client’s comfort should also be ceased whenever possible.
A Comfort Care Chart requires all care staff to document symptom assessment and care provided to the client. A new chart is commenced each day. 
The effectiveness of all further actions should be monitored and documented. Some further actions such as repositioning a client for comfort can be assessed and documented immediately. Other actions will require some time to monitor effectiveness, e.g. the administration of analgesic medications.
Assessment of symptoms and delivery of routine care
When a client is receiving comfort care, symptom assessment and delivery of physical care should be attended to at least every eight hours by the JHS medical team during working hours. Psychosocial care should be addressed at least twice during the day.
All interventions delivered should be evaluated in a timely manner to check their effectiveness.
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[bookmark: _Hlk184715690]JHS multidisciplinary staff will discuss with the client and/or their family any spiritual, religious and cultural needs and provide referral to appropriate services.
Accommodation
As end-of-life progresses, a client’s physical and medical condition will deteriorate, and their needs will increase.  Consideration will be given to housing a client in a special cell that can allow access to mobilisation aids and other equipment as well as a buddy carer where appropriate. Access to ensuite bathroom facilities as well as a family room can also improve the experience for detainees, family members, and staff.
Consideration needs to be given for easy access to showers, clean bedding and clothing due to physical health needs including incontinence related to end of life. 
Often people who are dying require subcutaneous medication delivered through a syringe driver as their ability to swallow becomes compromised. 
This method of providing medication may also be needed for months prior to a client’s death to meet their palliative needs. Requiring a syringe driver does not automatically mean that a client meets the criteria for admission into a specialist palliative care inpatient service such as CHH. Consideration will be given to the level of restriction placed on the client to enable provision of a syringe driver required as part of end-of-life care medication.  It is recognised that segregation will not always be appropriate. 
A client who needs a syringe driver overnight cannot be cared for at AMC. 
Transitional accommodation at AMC may be utilised for a client who is palliative and their buddy carer. Transitional accommodation is unsuitable for someone who may require regular care from the health clinic.
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Ongoing communication with the client, their family, substitute or supported decision maker is essential to ensure that they are aware of changes in the client’s condition and that they understand and support care and treatment strategies.
Ensure family contact details are up to date.
Consider provision of additional special family visits to support the client who is dying and allow the appropriate and natural grieving process for family members. Offering a referral to MHJHADS Cultural Specialist Service is to be considered for those identifying as Aboriginal and Torres Strait Islander at this time if they are not already involved. 
Loss and grief issues need to be broached by the JHS multidisciplinary team at the time a comfort care plan is implemented. Bereavement information is to be given to the client (if appropriate) and to family members, both those in the community and detained at AMC. 
Wherever the death is expected to occur, the service caring for the client and their family should be informed beforehand that the death will be considered a death in custody, and all made aware of the required process. The service in which the client is being cared for is responsible for notifying JHS and ACTCS of the death. It is ACTCS responsibility to inform the family of the death. 
See Section 9 Dying and Bereavement for information on bereavement needs of families. 
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Consideration is to be given to dying on country for clients who are Aboriginal and Torres Strait Islander. When consent is provided by the client, consult with and refer the client to the MHJHADS Cultural Specialist Service.
Cultural rituals are to be undertaken in preparation for dying and following death in accordance with existing policies and procedures at AMC.  
Most families appreciate and benefit from bereavement support. It is important to ensure that the relatives and friends of the dying client are offered information about loss and grief. 
Loss and grief issues are to be followed up by the JHS multidisciplinary team and bereavement information given to family members both in AMC and in the community. It is important to identify risk of complicated grief and offer a referral to appropriate services.
Bereavement support to family members inside of AMC will be arranged by JHS in consultation with CHH Social Work Services and any other services that are engaged in care.   A referral to CHH Social Work Service for psychosocial support is to be offered to family members where there are complex grief issues presenting. 
Bereavement support is available for family members in the community. A referral can be made JHS through DHR, or by the family member, or Complex Care Service by phoning CHH as required. Where a family member in the community identifies as Aboriginal and Torres Strait Islander, a referral will be offered by JHS to both the CHH Social Work Service, and MHJHADS Cultural Specialist Service for ongoing support. 
Buddy carers and other people in custody may be impacted by the death of a client, as are other family and carers who have looked after a dying client. Bereavement support to other clients in custody will be provided by the JHS multidisciplinary team. Where a buddy carer or other client in custody is a client of WNAHCS, consultation with WNAHCS around provision of bereavement support is to be held. 
CHH Social Work Service will provide palliative psychosocial consultancy to JHS multidisciplinary staff to respond to family members or buddy carers as required.
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When a client dies it is important to ensure family/carer know what will happen next and provide a referral for any support that may be required.  The ‘When someone dies’ booklet is a helpful resource for family/carers to assist in post death planning.
An overview of tasks to be completed, and all relevant people to be informed of the client’s death, is provided in the below documents:
· Death at AMC or Canberra Health Service: Providing Care After Death Procedure 
· When a person in custody dies at AMC, or whilst a patient at Canberra Hospital or CHH the incident will be subject to the Coroners Act 1997 and the body must be released to police. 
	Note: All deaths of a detainee of AMC are considered “death in custody” and as such are subject to investigation by the Coroner.
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A client may be identified as being at end of life or palliative either prior to or during a custodial sentence. Where a client is at end of life and/or palliative and is to be released, prior to release a discussion on the Goals of Care following release is to occur. This discussion should include the client and JHS, WNAHCS where the client is a patient of WNAHCS, with input from specialist palliative care services as required to determine appropriate palliative care service provision post release.  
Referrals to other services are to be completed at least two weeks prior to release to optimise service planning for seamless care post release. Where sudden release is granted, discussion on release date must occur with any supporting agencies to confirm necessary care requirements. This includes having home-based support in place prior to the client being released.
In addition to palliative care services, if an eligible client is wanting to commence or continue a voluntary assisted dying process, this must be facilitated prior to release to ensure that the client has appropriate follow up consultations in place.
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Training and support are provided for custodial officers and health staff expected to care for a client who is dying. 
Medical, Nursing and Allied Health staff
Education is provided in the complex care meetings. If a client is identified to be palliative, ACT PEPA will provide joint hour training sessions on end of life and palliative care by request to Medical, Nursing and Allied Health staff working for JHS. Sessions will be organised by ACT PEPA in conjunction with the Nurse Manager
Staff Supportive Care
Most custodial officers do not expect to be working with terminal illness and death when they commence work in a custodial setting. Their role with a client who is dying may feel more like that within an aged care rather than custodial setting. This can be confronting for staff and requires regular communication on the impact of working closely with those who are at end of life or die while in custodial care. 
This can be made more complicated by the custodial environment, community attitudes, and the professional relationship with a client that develop. Regular debriefing focussed on end-of-life care should be included in staff schedules where a client is at end of life in AMC.
Implementing care from a palliative approach
Training in providing care from a palliative approach is recommended and is available online for JHS, WNACHS and ACT Corrective Services Staff through HRIMS end of life care program. This training can be supported by the ACT PEPA Program on request. 
Advance Care Planning
JHS nursing staff at AMC will undertake training in Advance Care Planning through the HRIMS online Advance Care Planning course. Following completion of the online training the CHS ACP Team will provide a session to Practice Nurses and General Practitioners on the use of ACT specific forms if required.
The CHS ACP Team work with nursing and medical staff at AMC to complete Advance Care Plans.
All JHS multidisciplinary team along with ACT Corrective Services staff can contribute to the effective implementation of the end of life and palliative care pathway by being aware of their specific care and documentation responsibilities in relation to it. These are summarised as:
· continuing to build their knowledge and skills related to the delivery of high-quality end of life care through completion of online and face to face training in end of life and palliative care 
· supporting and mentoring less experienced staff about how to implement the delivery of high-quality end of life care
· reflecting on their end-of-life care practices and participating in audit processes as an ongoing quality improvement process within AMC.
Clare Holland House
JHS staff will be available to conduct training for CHH staff on caring for clients of AMC JHS prior to a client being admitted into CHH. 
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[bookmark: _Hlk170467190]Outcome
[bookmark: _Hlk170467240]Detainees of AMC identified as requiring palliative or end of life care, receive care as per this guideline.
Measures
Annual audit of clinical records of detainees of AMC who received palliative or end of life care to ensure compliance with this guideline.  
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CHS policies/procedures/guidelines and ACT legislation related to this body of work:
Policies
· Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice
· Medication Handling Policy 
CHS Procedures
· Infection Prevention and Control Procedure
· Providing care after Death Procedure 
· Advance Care Planning
· Person/s in Custody as Inpatients
· Voluntary Assisted Dying
CHS Guidelines 
· Consent for Healthcare Treatment
· Comfort Care Guidelines
Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Corrections Management Act 2007
Coroners Act 1997
Carers Recognition Act 2021
Other
· Australian Charter of Healthcare Rights
· Coronial Business in ACT Health management – Framework
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Buddy Carer
A client’s peer who agrees to assist with activities of daily living needs whilst in custody. 
End of Life Care
End of life care refers to the health care that people receive in the last years, months and weeks of their lives that can assist to minimise the distress and grief associated with dying for the client, their family, friends and carers. End of life care is synonymous with primary or generalist palliative care, however, is a term the Australian Commission in Safety and Quality in Health Care has adopted and is gaining traction with the implementation of the Second Edition of the National Safety and Quality in Health Services Standards.
Palliative Care
Palliative care is client and family-centred care provided for a client with an active, progressive, advanced disease, who has little or no prospect of cure and who is expected to die, and for whom the primary treatment goal is to optimise the quality of life. 
Specialist Palliative Care
Specialist Palliative Care services provide care to people with more complex needs through multidisciplinary teams who have specialised palliative care competencies, skills, and experience. 
Substitute or Supported Decision Maker
Adults are encouraged to appoint a person of their choice, while they are competent, to become their substitute decision maker if they become unable to make their own decisions. This might be because of an accident, illness, injury, dementia or mental illness. See Consent for Healthcare Treatment Guideline. 
Terminal Phase/Actively dying  
The last days or hours of a client’s life when a client is irreversibly dying is often called the terminal phase or dying phase. 
Voluntary assisted dying (VAD)
Voluntary assisted dying is an end-of-life option which can be lawfully accessed by people in the ACT from 3 November 2025. It gives an eligible person an option to end their life by administering an approved substance at a time of their choosing. A person requesting access to VAD must meet all eligibility requirements and follow every step in the process. See VAD Procedure.
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End of life, palliative care, Alexander Maconochie Centre, AMC, client, prisoner, death, dying, terminal, comfort care, Voluntary assisted dying, VAD, custody, 
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Attachment A: Supportive and Palliative Care Indicators Tool (SPICT)
Attachment B: Revised Palliative Care Trajectories Framework 
Attachment C: Modified Bereavement risk index
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[bookmark: _Toc52973611][bookmark: _Toc198277161]Attachment A: Supportive and Palliative Care Indicators Tool (SPICT™)
[image: ]
[image: SPICT™ is a tool which describes clinical signs that can help identify people who are at risk of deteriorating and dying from one or more advanced conditions. The tool combines indicators of advanced conditions with general indicators of deteriorating health. ]
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[bookmark: _Toc52973615][bookmark: _Toc198277163]Attachment C: Modified Bereavement Risk Index for Client in Custody
Name of Client ____________________________________________
Name of Buddy Carer/ Family member   __________________________
If family carer: 
          Relationship to a client ___________________________________
          Phone contact details of family carer _________________________
Instructions:  Circle score for identified symptoms. Total all circled scores.  
Using total score identify appropriate bereavement response from below.
	
	Risk Factor
	Symptoms
	Score

	1
	Anger
	None
	1

	
	
	Mild
	2

	
	
	Moderate (occasional outbursts)
	3

	
	
	Severe (spoiling relationships)
	4

	
	
	Extreme (always bitter)
	5

	2
	Self-Reproach (self-blame/guilt, feeling bad and/or responsible for something)
	None
	1

	
	
	Mild (vague and general)
	2

	
	
	Moderate (some clear self-reproach)
	3

	
	
	Severe (preoccupied with self-blame)
	4

	
	
	Extreme (major problem)
	5

	3
	Current relationships of client
	Close relationship with a partner 
	1

	
	
	Supportive family who visits regularly
	2

	
	
	Family supportive but live at a distance
	3

	
	
	Doubtful (client unsure if family are supportive or not
	4

	
	
	Unsupportive
	5

	4
	How will key client cope
	Well (normal grief and recovery without help)
	1

	
	
	Fair (probably get by without specialist help)
	2

	
	
	Doubtful (may need specialist help)
	3

	
	
	Badly (requires specialist help) *
	4

	
	
	Very badly (requires urgent help) *
	5

	                   
	
	*Will be automatically referred to specialist palliative care service for bereavement support                                                                                      TOTAL
	


Low risk score (less than 7)
· Provide written information on understanding grief
Moderate risk score (7 – 10)
· Provide written information on understanding grief
· Offer referral to Justice Health multidisciplinary team for support
High risk score (10 or more)
· Provide written information on understanding grief
· Offer referral to Justice Health multidisciplinary team for support
· Seek consultation with specialist palliative care service
Adapted from https://www.caresearch.com.au/Caresearch/Portals/0/PA-Tookit/Form%206%20Modified%20Risk%20Bereavement%20Risk%20Index.pdf
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Supportive and Palliative Care
Indicators Tool (SPICT™)

The SPICT™ is used to help identify people whose health is deteriorating.
Assess them for unmet supportive and palliative care needs. Plan care.

Look for any general indicators of poor or deteriorating health.

* Unplanned hospital admission(s).

* Performance status is poor or deteriorating, with limited reversibility.
(eg. The person stays in bed or in a chair for more than half the day.)

* Depends on others for care due to increasing physical and/or mental health problems.
* The person's carer needs more help and support.

* The person has had significant weight loss over the last few months, or remains underweight.
* Persistent symptoms despite optimal treatment of underlying condition(s).

* The person (or family) asks for paliative care; chooses to reduce, stop or not have treatment;
or wishes to focus on quality of lfe.

Look for clinical indicators of one or multiple life-limiting conditions.
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Record, communicate and coordinate the care plan.

Please register on the SPICT website (www.spict.org.uk) for information and updates

‘SPICT™, April 2017
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