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1. Toinform clinicians regarding advance care planning requirements and its role in consent for
medical treatment according to the Medical Treatment Planning and Decisions Act 2016.

2. Toinform clinicians of their role and responsibilities to optimise the delivery of person-centred
care.

Background:

Advance care planning is a process of planning for future health and personal care whereby the
person’s values, beliefs and preferences are made known to guide decision-making at a future time
when that person cannot make or communicate their decisions.

People accessing health services may have advance care planning documentation to share, and
they should have the opportunity to participate in advance care planning if they choose to.

The Medical Treatment Planning and Decisions Act 2016 outlines the requirements of clinicians
when treating people who do not have decision-making capacity. Advance care planning
documentation assists the consent process for people that lack capacity.

Overview of the Medical Treatment Planning and Decisions Act 2016

The Medical Treatment Planning and Decisions Act 2016:

e (gives statutory recognition to Advance Care Directives and establishes a single framework for
medical treatment decision making for people without capacity, ensuring people receive treatment
consistent with their preferences and values.

e s part of a broader shift towards empowering people to make their own treatment decisions. This
includes clear recognition that, wherever possible, people should be supported in making their
own decisions.

¢ replaces most of the medical treatment provisions in the Guardianship and Administration Act
1986.

e repeals the Medical Treatment Act 1988 (no new Refusal of Treatment Certificates or Medical
Enduring Power of Attorney documents).

¢ introduces a new Medical Treatment Decision Maker hierarchy with new Appointment of
Medical Treatment Decision Maker document.

¢ introduces a new Medical Support Person role with relevant documentation.

e changes the responsibilities of clinicians in the consenting process for people who do not have
capacity and introduces new definitions of “routine” vs “significant” medical treatment and includes
consent for pharmaceuticals.

Competent paediatric patients can write an Advance Care Directive and appoint a Medical Support
Person if at least one of the witnesses is a registered medical practitioner or psychologist with
the prescribed training and experience.
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Definitions:

Advance Care Planning (ACP): The process whereby persons, in consultation with health care
providers, family members and important others, make decisions about their future health care
should they become incapable of participating in medical treatment decisions. ACP assists with the
documentation of these wishes and ensures that they are identifiable and available to clinicians at a
time when these medical treatment decisions need to be made

Adult: a person of or above the age of 18 years.

Capacity: to have decision-making capacity, a person must be able to:

a. Understand the information relevant to the decision and the effect of the decision;

b. Retain that information to the extent necessary to make the decision;

c. Use or weigh that information as part of the process of making the decision; and

d. Communicate the decision and the person’s views and needs as to the decision in some
way, including by speech, gestures or other means.

Emergency Treatment: a health practitioner may administer medical treatment without consent if
the practitioner believes the medical treatment is necessary, as a matter of urgency to:

e Save the person’s life
o Prevent serious damage to the person’s health
o Prevent the person from suffering or continuing to suffer significant pain or distress

The health practitioner is not permitted to administer medical treatment to a person if they are aware
the person has refused the particular treatment in a valid Instructional Advance Care Directive. The
Instructional Advance Care Directive must be readily available for this to occur.

Instructional Advance Care Directive: a statement of a person’s medical treatment decision that
is directed to that person’s health practitioners. It takes effect when the person loses decision-making
capacity, and will apply as though the person has consented or refused the treatment. It is legally
binding and it is unprofessional conduct to knowingly disobey an Instructional Advance Care
Directive. The scope includes physical illness and mental illness. A Refusal of Treatment
Certificate written prior to 12 March 2018 is considered an Instructional Advance Care Directive.
Both an Advance Care Directive and Advance Statement may need to be considered for those
admitted for treatment of a mental illness who do not have decision-making capacity but are not
receiving treatment under the Mental Health Act 2014.

Interstate Advance Care Directives are considered Values Advance Care Directives in Victoria.

Medical Treatment: The treatment must be for one or more of the purposes listed below, and must
be one of the forms of treatment listed below.

Purpose Treatment

e treatment with physical or surgical therapy
e treatment for mental illness
e treatment with

¢ diagnosing a physical or mental condition
preventing disease

e restoring or replacing bodily function in the
face of disease or injury » prescription pharmaceuticals

* improving comfort and quality of life > an approved medicinal cannabis product

e dental treatment
e palliative care
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Medical Treatment Decision Maker (MTDM): makes medical treatment decisions on behalf of a
person who does not have decision-making capacity, and may consent or refuse medical treatment
on behalf of the person. This person may be appointed in writing, or allocated according to the MTDM
hierarchy (see below). At any one time, there will only be one MTDM. This ensures it is clear who is
responsible for making the medical treatment decisions. There is a hierarchy for determining the
person’s medical treatment decision maker, and the first available and willing person from the list
below will be the MTDM.

MTDM hierarchy:

e an appointed medical treatment decision maker*;
e aguardian appointed by VCAT to make decisions about the person’s medical treatment;
o the first of the following with a close and continuing relationship with the person:
o the spouse or domestic partner;
the primary carer of the person;
the oldest adult child of the person;
the oldest parent of the person;
the oldest adult sibling of the person.

O O O O

*An Enduring Power of Attorney (Medical Treatment) written prior to 12 March 2018, Enduring
Power of Attorney (Personal Matters) written between September 2015 and 11 March 2018, an
Enduring Power of Guardianship written prior to 1 September 2015, and a valid interstate
appointment of a substitute decision maker for medical treatment decisions are considered an
appointed MTDM.

If a MTDM consents to treatment, a health practitioner may proceed with that treatment. If the MTDM
refuses treatment, a health practitioner cannot provide that treatment.

Should none of the above be willing and available, the Office of the Public Advocate must be
contacted (via the completion of a Section 63 on-line) before proceeding with significant treatment if
it is not an emergency (phone 1300 309 337).

The MTDM may access relevant medical records to make a properly informed decision. This is the
only circumstance in which a MTDM may access a person’s medical record.

Routine Treatment is any medical treatment other than significant treatment.

Significant Treatment is any medical treatment of a person that involves any of the following:

A significant degree of bodily intrusion
A significant risk to the person
Significant side effects

Significant distress to the person

The Department of Health and Human Services have developed a guideline outlining examples of
significant treatment.

For further information:

https://www?2.health.vic.gov.au/hospitals-and-health-services/patient-care/end-of-life-care/advance-
care-planning/medical-treatment-planning-and-decisions-act.
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Support Person: supports a person to make their own decisions and to help ensure these decisions
are enacted. They may collect and collate information from the medical record to help inform medical
treatment decisions. The Support Person and the MTDM may be the same person.

Please note, the Support Person is not the same as a ‘Nominated Person’ (see Nominated Person
Practice Guideline) whose role takes effect once a person is being treated in accordance with the
Mental Health Act 2014.

Values Advance Care Directive: a statement of a person’s preferences and values as the basis on
which they would like any medical treatment decisions to be made on their behalf. It must be
considered by the health professional when offering medical treatment, and the Medical Treatment
Decision Maker when making medical treatment decisions for that person. Documents written prior
to 12 March 2018 such as Advance Care Directives or Advance Care Plans are considered Values
Advance Care Directives.

Table 1. Terminology for Advance Care Planning

Previous Terminology Medical Treatment Planning and Decisions
Act 2016 Terminology

Refusal of Treatment Certificate Instructional Advance Care Directive

Advance Care Directive or Values Advance Care Directive

Advance Care Plan or
Statement of Choices

Enduring Power of Attorney (Medical Treatment) | Appointed Medical Treatment Decision Maker
or

Enduring Power of Attorney (Personal Matters)
written between September 2015 and 11 March
2018 or

Enduring Power of Guardianship written prior to
1 September 2015
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1. Allregistered health practitioners are obliged to make reasonable efforts in circumstances to
ascertain whether a person (who does not have capacity to make their own decisions) has
either or both an Advance Care Directive or Medical Treatment Decision Maker.

All patients will be asked on first presentation (via admission paperwork) if they have any of
the following documents:
o Advance Care Directive
o Appointment of Medical Treatment Decision Maker (may also be Medical
Enduring Power of Attorney form, Enduring Power of Attorney for personal
matters both used until 11"" March 2018 or an Enduring Guardianship form used
until 31" August 2015)
o Appointment of a Support Person
o Refusal of Treatment Certificate (used until 11th March 2018)

2. If a health practitioner is aware of an Advance Care Directive (Instructional directive) they
must comply with it — except in very limited circumstances

3. Medical Practitioners have particular responsibilities as authorised witnesses to the
completion of Advance Care Directives

4. A health care professional must consider that all Advance Care Plans are valid (that is, in the
absence of evidence otherwise, an Advance Care Plan was completed by a competent adult
without coercion)

5. All ACP documents must be referenced in the medical alert system. These documents
include:
o Advance Care Directive for adults
o Appointment of Medical Treatment Decision Maker
o Appointment of a Support Person

6. Any ACP documents developed are recommended to be communicated with the local
hospital
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Promotion and engaging patients

Building ACP into core business is essential to make sure all patients are offered the opportunity to
participate, and sustainability of ACP. It is also important to reassure patients that ACP is part of
everyone’s healthcare and therefore ‘normal practice’.

Posters and information brochures should be available in waiting areas. Appendix 1 are the posters
provided by Department of Health and Human Services (DHHS) and are available in hard copy free
of charge or in electronic format — email: acp@dhhs.vic.gov.au

Appendix 2 is an example patient information brochure which is available in electronic format —
e-mail acp@bendigohealth.org.au
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Identify if there are existing Advance Care Planning documents

When a patient first presents to the clinic it is important to ask of the existence of ACP documentation
in your admission paperwork*. Include the following questions:

o Do you have an appointed Medical Treatment Decision Maker (this may be a Medical
Enduring Power of Attorney document)?

o Do you have an Advance Care Directive or Advance Care Plan?

o If you answered ‘yes’ to either of the above questions please provide us a certified copy or
bring in your original documents.

During the consultation to clarify this information you may ask (see Figure 1):

o “Do you have an Advance Care Directive”, or ‘Have you ever written down your goals, values
and beliefs or your preferences about specific medical treatment in case you become
seriously ill or unable to make your own decisions?”

If the patient does present documents a clinician must check:

o Are the person’s documents valid?

¢ If the person wants to make any changes to their Advance Care Planning document arrange a

further discussion if required.

e Are the appropriate alerts on the system? If not, update them.

e Ensure the copy of the document is then entered into person’s medical record.

Figure 1. Advance Care Planning responsibilities in initial assessment of a patient with

capacity.

Ask if the person has a
Medical Treatment Decision
Maker

No

Yes
Yes

Ask if the person has an
Advance Care Directive

el

Are the documents valid?

Yes

Are there corresponding

alerts?
Yes l

Are the documents in the No

Medical Record?

Is el

Competent clinician must
complete MTDM
paperwork and GP with
one other person must
witness the signing of the
document/s.

Ask if the person in their '
MTDM hierarchy is No
appropriate to be their

MTDM.

Yes l

Is information correct on —
clinical systems? No
Provide a brochure about —)
advance care planning

Inform the person that_thelr I
documents are not valid. Do Yes

they want to update their

documents?
| No

Enter an advance care
planning alert into system

Ask the person or the MTDM
for a copy of their
documents, and place them
in the Medical Record.

Ask clerical staff to
update the system to
correct MTDM

Do they want to complete
an Advance Care
Directive?

s |

No

Refer to competent
clinician or GP

No further action required

*A summary of current DHHS document templates is available in Appendix 3.
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MBS items that can support ACP

This section describes how Medicare Benefits Schedule (MBS) Item numbers may be used by GPs
for Advance Care Planning where clinically appropriate. For example existing terminal illness or
chronic disease with potential to impact on the duration and/or quality of life, or when it is requested
by the patient.

Note:
e There is no dedicated MBS Item for Advance Care Planning.

e The GP must ensure that the requirements for the services, as set out in the MBS, are met
(http://www.mbsonline.gov.au). This information is current at June 2017.

e The time required to undertake a general attendance in consulting rooms or a residential
aged care facility (RACF) or a Health Assessment service may only include the activities
described in the Health Insurance (General Medical Services Table) Regulations 2018. Any
aspects of an Advance Care Plan that are not covered by the requirements of the Regulations
may not be included in the time taken to provide the service.

e MBS Items 701, 703, 705, 707 and 715 (Health Assessments) must be provided by a GP
personally attending a patient. Suitably qualified health professionals, such as general
practice nurses, Aboriginal and Torres Strait Islander health practitioners, and Aboriginal
health workers, may assist GPs in performing Health Assessments. Such assistance must
be provided in accordance with accepted medical practice and under the supervision of the
GP. This may include activities associated with information collection and providing patients
with information about recommended interventions.

ITEM TYPE

MBS ITEM NUMBER

COMMENTS

General Consultations
(Level A-D)

A Simple

B <20 mins

C 20-39 mins

D At least 40 mins

The appropriate item numbers
for levels A-D apply as follows:
Location

* GP consulting rooms

* RACF

* Place other than consulting
rooms or RACF

Note: If ACP constitutes part of
an afterhours consultation it is
important to make an
‘exceptional circumstances’
notation in your clinical
records.

A Level B, C or D consultation must
include any of the following activities that
are clinically relevant:

a) taking a (C — detailed, D — extensive)
patient history

b) performing a clinical examination

C) arranging any necessary
investigation(s)

d) implementing a management plan

e) providing appropriate preventive health
care, in relation to one or more health-
related issues, with appropriate
documentation.

Advance Care Directives will usually
involve a discussion of medical conditions,
prognosis, management options, and
planning ahead for future care needs.

Advance Care Plans may be completed
over a number of short consults or may
require long consult/s such as Level C or
D.

In addition, although short for most
Advance Care Planning activities, at times,
the Level A consultation may be
appropriate, for example, to conclude
discussions and complete documentation.
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Health Assessments 701 Simple; <30 mins

(time-based)

(including for people 30—45 mins
aged 75+)

45—-60 mins

period.
Frequency: for the

703 Standard; not complex;

705 Long; needing in-depth
consideration and strategies;

707 Prolonged; complex
patient with significant long-
term health issues; 60+ mins

Frequency: for the Health
Assessment for People Aged
75 years and older — not more
than once in a 12-month

Comprehensive Medical
Assessment (CMA) of
Permanent Residents of
Residential Aged Care
Facilities (RACF) —on
admission to the RACF,
provided that a comprehensive
medical assessment has not
already been provided in
another RACF within the
previous 12 months, and at 12-
month intervals thereafter.

A Health Assessment must include the
following elements:

« information collection, including taking a
patient history and undertaking or
arranging examinations and
investigations as required

* making an overall assessment of the
patient

* recommending appropriate
interventions

* providing advice and information to the
patient

* keeping a record of the Health
Assessment, and offering the patient a
written report about the Health
Assessment, with recommendations
about matters covered by the Health
Assessment, and

» offering the patient’s carer a copy of the
report or extracts of the report relevant
to the carer.

Consider addressing Advance Care
Planning as part of a Health Assessment
for people aged 75+. As this Health
Assessment must include the activities as
listed above, there may not be time to
complete all Advance Care Planning
activities, however, as an example, it may
be possible to offer printed information and
a follow-up consultation.

Chronic Disease
Management 721,723,729,732

Patients in the community

Patient in RACF 731
Practice nurse or Aboriginal
health practitioner monitoring
of a care plan 10997

Including ACP in chronic disease
management discussions promotes
collaborative decisions with patients and
allows these to be shared with other health
care providers.

Aboriginal and Torres | 715 (not time-based)

Strait Islander Peoples
Health Assessment(for
people aged 0-14, 15—

Frequency: not more than
once in a 9-month period

In relation to item 715, in addition to
specific requirements of the three age
cohorts (0-14, 15-54, and 55+), an
Aboriginal and Torres Strait Islander

54, and 55+) Peoples Health Assessment must include
the elements outlined above.
Case Conferencing Patients in the community and | May include pain management and
RACF: palliative care specialists
GP organises and coordinates:
735, 739, 743
GP participates:
747, 750, 758

Practice nurse incentive program (PNIP)

Nurses and Aboriginal health practitioners can provide ACP support, follow-up and interventions

under PNIP funding.

For more detailed information about MBS item descriptors and explanatory notes visit MBS online
http://www.mbsonline.gov.au or phone the Department of Human Services (Medicare) provider

enquiry line on 132 150.
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Triggers for introducing ACP

These time points identify where discussion of ACP may fit as part of routine care. The
practitioner can include prompts in the appointment reminders and initiate discussions
during these key visits.

00 cC
Assess Planning Team Care

New admission:

. ensure you ask in your admission paperwork — do you have a MTDM or ACD and if
so please provide a certified copy

Person related:

. if it is raised by the person / family

. if the person has limited support people

. if conflict in decision-making is anticipated

. if the person has a carer

. is a resident of, or is about to enter, an aged care facility

. if the person is at risk of losing capacity e.g. early dementia
Disease related:

. if the person has a new or significant diagnosis (e.g. metastatic disease, transient
ischemic attack)

. if the chronic illness is advanced (e.g. COPD, heatrt failure)

. if the disease will cause loss of capacity e.g. early dementia

. at a key point in the disease pathway e.g. after discharge from hospital

Prognosis related:

. life limiting illness (e.g. dementia or advanced cancer)
. if you answer 'yes" to the 12 month surprise question or if another prognostic tool
such as SPICT (Supportive and Palliative Care Indicators tool) indicates risk of

deterioration

. if the person is about to enter a residential aged care setting

. if the disease is life limiting

. if the person is aged 75 or older, or if Aboriginal or Torres Strait Islander aged over
55 years

Determine if the patient has a Support Person

The MTPD Act 2016 introduced the role of the support person. If one has already been appointed
ensure a certified copy of the document is available in your patient’'s medical file.

If the patient has not appointed a support person information and documents are available from the
DHHS website:

o Checklist of steps for appointing your support person (medical treatment)
e Appointment of support person form
e Appointment of support person for someone signing on your behalf

https://www?2.health.vic.gov.au/hospitals-and-health-services/patient-care/end-of-life-care/advance-
care-planning/acp-forms
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Determine the patient’'s MTDM

It is the responsibility of all clinicians to ascertain who a person’s MTDM is. The MTPD Act 2016
establishes the legal hierarchy of who becomes the person’s MTDM once the patient has lost
capacity according to the following list:

1. Appointed MTDM

2. Guardian appointed by VCAT under the Guardianship and Administration Act 1986 (with
power under that appointment to make medical treatment decisions on behalf of the person)

3. The first of the following persons who is in a close and continuing relationship with the person
and who, in the circumstances, is reasonably available and willing and able to make the
medical treatment decision:

(a) spouse or domestic partner of the person;
(b) primary carer of the person;

(c) first of the following and, if more than one person fits the description in the
subparagraph, the oldest of those persons—

(i) an adult child of the person;
(i) a parent of the person;

(i) an adult sibling of the person.

The MTDM of a child is the child's parent or guardian or other person with parental responsibility for
the child.

The following are example questions you might ask your patient to determine their MTDM. Continue
down the list until the person states ‘yes’:

o ‘Do you have a legally appointed Medical Treatment Decision Maker, Power of Attorney, or
VCAT Guardian?’

‘Do you have a spouse or domestic partner?’

‘Do you have a carer who is unpaid?’

‘Do you have any children, which one is the oldest?’

‘Do you have any parents?

‘Do you have any siblings, which one is the oldest?’

O O O O O

Then ask:

o ‘Would they be willing, available, and able to make medical treatment decisions for you?’
o ‘If you were unable to speak for yourself, would you want this person to make decisions on
your behalf?’

If the answer is yes, document the person’s details on the ACP Summary Page (see appendix 4).
If the answer is no, the person should consider appointing a MTDM. The following documents are
available from the DHHS website:

Checklist of steps for appointing your medical treatment decision maker

Appointment of medical treatment decision maker form

Appointment of medical treatment decision maker form (long)

Appointment of medical treatment decision maker for someone signing on your behalf

https://www?2.health.vic.gov.au/hospitals-and-health-services/patient-care/end-of-life-care/advance-
care-planning/acp-forms

If the person does not want to list, or does not have a MTDM, the Office of Public Advocate (phone
1300 309 337) will need to be contacted to make decisions on their behalf if in the future they do not
have decision-making capacity.
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Developing an Advance Care Directive

There are a number of steps required prior to completing an Advance Care Directive:

1.

wnN

Encourage the person to think about what is most important to them in life based on their
values and goals, use the Advance Care Planning patient information brochure (see
Appendix 2) or the Instructions for completing the Advance Care Directive form (available on
the DHHS website https://www2.health.vic.gov.au/hospitals-and-health-services/patient-
care/end-of-life-care/advance-care-planning/acp-forms ) to assist this process.

Discuss their values and healthcare preferences.

Encourage the person to talk to their family and friends about these preferences so everyone
understands their choices.

If a person is interested in developing an Advance Care Directive, assist them to complete
the documentation.

The following documents are available from the DHHS website:

e Advance care directive for adults
e Advance care directive for adults for someone signing on your behalf

https://www?2.health.vic.gov.au/hospitals-and-health-services/patient-care/end-of-life-
care/advance-care-planning/acp-forms

Amending existing ACP documentation or resignation of appointed person

If a person wishes to amend any of their ACP documentation (Appointment of support person,
Appointment of MTDM or ACD) it is best practice to write a hnew document or complete a revocation
form. The most recent dated document is the only valid document for a person.

e Revocation of support person form
e Revocation of medical treatment decision maker form
e Revocation of an advance care directive form

If an appointed person wishes to resign from their appointment they need to complete the appropriate

form:

e Resignation of support person form
¢ Resignation of medical treatment decision maker form

https://www?2.health.vic.gov.au/hospitals-and-health-services/patient-care/end-of-life-care/advance-

care-planning/acp-forms

Witnessing ACP documents
You may be asked to act as witness for a person completing:

o

An Advance Care Directive

Two adult withesses are required, one must be a registered medical practitioner, and neither
witness can be an appointed medical treatment decision maker for the person. The witnesses
both need to be over the age of 18 years. Both must be present at the same time to witness
the signature.

The medical practitioner must certify that the person appears to have decision-making
capacity in relation to each statement in their Advance Care Directive and that they appeared
to understand the nature and effect of each statement.

Medical practitioners are required to witness the document because of their professional skills
and knowledge. Medical practitioners also have professional obligations to ensure their
patients are properly informed. A medical practitioner witnessing an Advance Care Directive
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should discuss the document with their patient and ensure they understand the implications
of the statements made in the document and the potential outcomes if the Advance Care
Directive is enacted.

o Appointment of MTDM

Two witnesses are required. The witnesses both need to be over the age of 18 years. One
witness must be someone authorised to witness affidavits or a medical practitioner (See the
Department of Justice & Regulation website for a list of people authorised to withess
affidavits). In addition both witnesses must not be a MTDM.

o Appointment of Support Person
Two witnesses are required. The witnesses both need to be over the age of 18 years. One
must be someone authorised to witness statutory declarations. (See the Department of
Justice & Regulation website for a list of who can witness statutory declarations). Both
witnesses must not be a supportive attorney under the appointment.

Witnesses must certify that the person making the appointment has decision-making capacity to do
so, and that they acted freely and voluntarily.

Fact sheets for withesses are available from the Office of the Public Advocates’ website:

https://www.publicadvocate.vic.gov.au/medical-consent/information-for-witnesses

If a person cannot physically sign the form

If the person has decision-making capacity to make the document but cannot physically sign the
form, another person can sign the form at their direction and in their presence. This person must be
over the age of 18 years, not a withess and not someone being appointed. There is a specific
witnessing page for this.

https://www2.health.vic.gov.au/hospitals-and-health-services/patient-care/end-of-life-care/advance-
care-planning/acp-forms

Alerts and storing the ACP documents
It is essential that ACP documentation can be easily identified and located if required.
Consider the following elements in your practice:

e Use practice software to record discussions and create alerts for MTDMs and ACDs

¢ Have an agreed processes to code ACDs within practice software so that you can search for
patients with ACP documentation

e Store or file ACDs in a designated place where they can be quickly retrieved (not lost in pages
of correspondence) e.g. care plans
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Communicate the ACP documents across the health sector

Certified copies are recommended to be distributed to:
1. Local hospital
Bendigo Health details:

Fax: 5454 6435 (recommended settings 9600 baud, ECM OFF)
Email: acp@bendigohealth.org.au

Postal address: PO Box 126, Bendigo, Vic 3552
Phone enquiries: 5454 6386 (ACP Office)
2. Patient’'s MTDM and other family/friends

3. Attached to all referrals for specialist care (attached to BPAC referrals)

4. Assist the patient to create a PDF to upload their ACP into MyHealthRecord
https://www.myhealthrecord.gov.au/

As ACP documents are classified as patient ‘owned’ documents healthcare providers cannot
upload them into the MyHealthRecord on behalf of the patient. The patient or their
representative are the only legal people who can do this.

5. A certified copy for paramedics — recommended to be stored on the patient’s fridge at
home or with their medications

¢ Ambulance Victoria supports a person’s right to articulate wishes for medical treatment
and care in advance through an Advance Care Directive.

e A paramedic may provide or withhold treatment based upon the patient’s wishes as
recorded on an Advance Care Directive that is sighted by them or paramedics may
accept, in good faith, the advice from those present at the scene of the patient’s wishes
and that this supporting documentation exists.

e A patients Advance Care Directive must be followed even where the emergency is not
directly related to a pre-existing illness. If the person’s wishes are unknown or there is
doubt about the documentation or its existence, paramedics are to provide routine care.

o Paramedics are required to include discussions of patient’s wishes and decisions in their
documentation.

https://www.ambulance.vic.gov.au/wp-content/uploads/2018/07/Clinical-Practice-Guidelines-2018-
Edition-1.4.pdf
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Applying an Advance Care Directive

If a person does not have decision-making capacity, health practitioners must make reasonable
efforts to locate and follow a valid Instructional Advance Care Directive e.g. Check medical files for
alerts and documentation, ask their Residential Aged Care Facility or accompanying relatives if the
person has an Advance Care Directive or MTDM. However a health practitioner cannot be compelled
to provide particular medical treatment or futile or non-beneficial medical treatment.

If a person does not have an Instructional Advance Care Directive a health practitioner must gain
consent to significant treatment from a MTDM (unless the medical treatment is an emergency). It is
unprofessional conduct if a health practitioner does not fulfil this requirement. The practitioner must
consider the preferences and values of the person when offering a treatment, and the MTDM must
consider any previous Advance Care Planning (including a Values Advance Care Directive) to inform
treatment choice.

The Medical Treatment Planning and Decisions Act 2016 applies to any treatment for a mental iliness
for a person without decision-making capacity who is a voluntary patient (i.e. not receiving treatment
under the Mental Health Act 2014). Under the Mental Health Act, a person can appoint a Nominated
Person, and develop an Advance Statement in relation to the treatment they receive. If the same
person is not receiving treatment under the Mental Health Act 2014, the Advance Statement or an
Advance Care Directive can be considered for treatment decision making.
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Figure 2: Flow chart of gaining consent

Is there an emereency? >y Proceed with treatment unless aware
gency: es of refusal of medical treatment in an
l Instructional Directive or Refusal of

Treatment Certificate
No

Does person have decision- Yes Gain consent to treatment from the
making capacity? person.

|

No
Is there an advance care ) ) )
directive with a relevant > Yes Gllve effect to relevant instructional
instructional directive? directive.
No
Person’s MTDM can consent to or
Is there a MTDM as per .
. Yes| refuse treatment according to the
hierarchy above? ,
l person’s values and preferences.
No Attempt to locate an Advance Care
Routine treatment? ‘—}Yes Directive and MTDM. May administer
l treatment without consent.
No Decision i de by the Publi
L Yes ecision is made by the Public
?
Significant treatment? ' Advocate phone 1300 309 337.

Review existing documents

Create reminders for ACP review:

o Patient has a hospital admission
o The patient’s condition or circumstances change
o Regular time points - e.g. yearly / 2 yearly, over 75 health checks etc.

Also refer to Triggers for introducing ACP as they are also good review triggers

Staff Education and Training

All clinical staff have the opportunity to complete the Advance Care Planning Australia e-learning
course and attend ACP workshops (Bendigo Health offers regular workshops).

For more information see Advance Care Planning Australia website:

https://www.advancecareplanning.org.au/for-health-and-care-workers/workshops-and-specialised-
training
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State and Commonwealth Legislation

Medical Treatment Planning and Decisions Act 2016 (Vic) (commenced on the 12" March 2018)
Medical Treatment Act 1988 (Vic) Repealed 12" March 2018

Guardianship and Administration Act 1986 (Vic)

Powers of Attorney Act (Vic) 2014

Standards / Codes of Practice / Industry Guidelines

Advance Care Planning Australia www.advancecareplanning.org.au, ph. 1300 208 582

Department of Health and Human Services (DHHS) implementation strategy for ACP Advance Care
Planning: have the conversation A strategy for Victorian health services 2014-2018.

Medical Treatment Planning and Decisions Act 2016

Office of the Public Advocate https://www.publicadvocate.vic.gov.au/medical-consent/plan-your-
future-care

Significant treatment clinical guidelines for the Medical Treatment Planning and Decisions Act
2016: For health practitioners. Department of Health and Human Services.
https://www2.health.vic.gov.au/hospitals-and-health-services/patient-care/end-of-life-care/advance-
care-planning/medical-treatment-planning-and-decisions-act
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Appendix 1. Department of Health poster and fact sheet

Who would you trust

to make your important
medical treatment decisions?

Speak up about your preferences today-
so you can trust they’ll be respected tomorrow

Start advance care planning today:

ppoint a medical treatment
decision maker

hat to friends, family and your GP
about what matters most to you

ut it in writing in an advance care directive
and have it witnessed by your doctor

Speak to your GP or visit
betterhealth.vic.gov.au/havetheconversation

For further information contact: (insert name)

Phone: (insert phone) Email:  (insert email)

Authorised ond published by the Victork 1Tre y Place, Melbourna
ISBN 978-1-76089-306-0 @State of Victorio, March 2018.(1802001)

To recelve this publloutlon in an oceessble format, email ocp@d'nhsxic.govou vom‘
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Who would you trust
to make your important

medical treatment decisions?

If you were too sick or injured to have your say
about your healthcare, who would do it for you?

¥

Speak up about your preferences today-
so they will be respected tomorrow

Start advance care planning today:

Appoint someone to speak on your behalf
This person will be your medical treatment decision maker.
They will make medical treatment decisions for you, if you are too sick to do it yourself.
They must consider any preferences you have spoken about or written down.

Chat to your medical treatment decision maker, family and friends about
what matters to you

Also talk to your doctors or other healthcare professionals about how your health needs might look
in the future.

Put it in writing in an advance care directive and have it withessed
- it's now a legal document
This can include one, or both, of the following:

« an instructional directive, which allows you to give consent to, or refuse, specific medical treatments

« a values directive, which allows you to more generally describe your preferences and values for
future medical treatment.

These need to be witnessed and signed by a medical practitioner.

Epeak to your GP or visit betterhealth.vic.gov.aau/havetheconversation )

For further information contact: (insert name)

Phone: (insert phone) Email: (insert email)
To recelve this publication in an accessible farmat, emall acp@dhhs.vicgov.au
Auth d and published by the V anG t,1 Treazury Place, Malbourne. MMA ord Hurran
ISEN 978-1. 76068 306-0 @Stote of Victorio, Morch 2018 (B02001) A
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Appendix 2. Patient Information Brochure
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What is Advance Care Planning?

Advance care planning is about making your

fut ure healthcare wishes known in case you are
too sickto speak for yourself. It makes surethose
who are looking after you know what your
wishes are and what is importantto you for your
healthcare.

It can help you, your loved ones and those

caring for you to know what is important to you
and what you want if you became unable to make
your own decisions.

ACP enables the provision of healthcare based on
your beliefs, values and preferences.

An ACP also helps to ensure your wishes are
known and respected. This can help your family
and medical team to provide quality care and can
reduce unnecessary medical treatments.

Healthcare providers may ask you on admission
to hospital if you have an Advance Care Plan
which may include an Advance Care Directive or
a Medical Treatment Decision Maker.

g~

Getting started

We can send you an information pack about
Advance Care planning

OR

You can make an appointment to see an
Advance Care Planning coordinator at the
Bendigo Hospital to assist you or you can
make an appointment with your local GP
clinic.

Contact the Advance Care
Planning Team for more
information

Phone: 03 5454 6386
Email: acp@bendigohealth.org.au

Bendigo Hospital

Advance Care Planning Coordinator
PO Box 126

Bendigo VIC 3552

Forms and guides are available for
download from the Bendigo Health website
www.bendigohealth.org.au

Advance Care
Planning

Planning your future healthcare

BENDIGO
HEALTH W&xceum Care. Every Person. Every Time.
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What if you got too sick to speak for yourself?
Who would make medical decisions for you? Do they know what you want?
Planning ahead for your medical needs is called Advance Care Planning and makes everyone

ADVANCE
A. Appoint

Did you know if you come to hospital and
are unable to make your own decisions,
thereis alist governed by law to tell
healthcare providers who to call.

If you want to choose your own medical
treatment decision maker [MTDM] you can
sign a legal form to make sure

everyone knows who can make medical
decisions on your behalf if you are too
unwell to speak for yourself.

p
s

aware of your healthcare wishes.

CARE

C. Chat & Communicate

Think about your own values, beliefs and
wishes for your future healthcare.

Have a conversation with your family,
friends, caregivers and doctors about your
healthcare preferences.

Tell them what is important to you and what
matters the most about your current and
future healthcare.

PLANNING

P. Put it on paper

Write down your preferences in an Advance
Care Directive . This form is available from
the hospital or the Department of Health
website and can be filled out with the help
of a healthcare professional.

This helps guide others in making medical
decisions if you are unable to make them
yourself.

You can update, review or cancel your
Advance Care Directive at any time. ’-

It is recommended to review your plan
every 1-2 years.

-
You can share ygur Advance Care Directivé¥ %
with your locdtHaspital, GP, Metti ";p" Ny

. » canalso upload it{p My Heg

S M
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Appendix 3. Medical Treatment Planning and Decisions Act 2016 documents —

DHHS templates
Medical Treatment Planning and Decisions Act 2016 documents —

DHHS templates

Please note: these documents may not be the latest versions — please see the Department of Human
Services ACP forms page:

https://www?2.health.vic.gov.au/hospitals-and-health-services/patient-care/end-of-life-care/advance-
care-planning/acp-forms

The Medical Treatment Planning and Decisions Act 2016 enshrines advance care directives in
Victorian law and creates clear obligations for health practitioners caring for people who do not
have decision-making capacity.

To give Victorians confidence that their decisions about medical treatment will be respected, the
Department of Health and Human Services has created the standard forms below, which allow
Victorians to:

« Make an advance care directive which can include an instructional directive (which will
provide specific directives about treatment a person consents to or refuses) and/or a values
directive (which will describe a person's views and values).

e Appoint a medical treatment decision maker (who will make decisions on behalf of a person
when they no longer have decision making capacity).

e Appoint a support person (who will assist a person to make decisions for themselves, by
collecting and interpreting information or assisting the person to communicate their
decisions).

All forms under the Medical Treatment Planning and Decisions Act 2016 are available to
download free of charge and may be completed without seeking legal advice or assistance.

Advance care directive

1. Advance care directive for adults: this document allows an adult to document their
preferences for future medical treatment, should they lose decision-making capacity. A
person can record general statements about their values and preferences to guide future
medical treatment decisions, or record instructions consenting to or refusing specific types
of treatment.

2. Instructions for completing the Advance care directive form: these instructions
providing additional guidance and information to assist in completing the Advance care
directive for adults form.

3. Advance care directive for adults for someone signing on your behalf: use this form if
you need someone to fill in and sign an advance care directive for you, at your direction.
This document allows an adult to document their preferences for future medical treatment,
should they lose decision-making capacity. A person can record general statements about
their values and preferences to guide future medical treatment decisions, or record
instructions consenting to or refusing specific types of treatment.

4. Revocation of an advance care directive form: use this form to revoke a previously
completed advance care directive.

5. Advance care directive for young people under 18 years of age: this document allows a
young person under 18 years of age to document their preferences for future medical
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treatment, should they lose decision-making capacity. A person can record general
statements about their values and preferences to guide future medical treatment decisions, or
record instructions consenting to or refusing specific types of treatment.

Information for clinicians working with young people under 18 years of age: this form
provides additional guidance and information for clinicians working with young people
under 18 years of age.

Instructions for completing Advance care directive for young people under 18 years of
age form: these instructions providing additional guidance and information to assist in
completing the Advance care directive for young people under 18 years of age.

Medical treatment decision maker

8.

10.

11.

12.

13.

Appointment of medical treatment decision maker form: this document allows you to
formally appoint a medical treatment decision maker, who will have legal authority to make
medical treatment decisions on your behalf, should you become unable to do so.

Checklist of steps for appointing your medical treatment decision maker: this checklist
provides additional guidance and information to help you appoint your medical treatment
decision maker.

Appointment of medical treatment decision maker form (long): use this document if you
wish to formally appoint multiple medical treatment decision makers, who will have legal
authority (in order of appointment based on availability at the time), to make medical
treatment decisions on your behalf, should you become unable to do so.

Appointment of medical treatment decision maker for someone signing on your behalf:
use this document if you need someone to fill in and sign an appointment of medical
treatment decision maker form for you, at your direction. This document allows you to
formally appoint a medical treatment decision maker, who will have legal authority to make
medical treatment decisions on your behalf, should you become unable to do so.

Revocation of medical treatment decision maker form: use this form to revoke your
appointment of a medical treatment decision maker.

Resignation of medical treatment decision maker form: use this form to resign from
being a person's appointed medical treatment decision maker.

Support person

14.

15.

16.

17.

18.

Appointment of support person form: this form allows you to appoint a support person to
assist you to make, communicate and give effect to your medical treatment decisions.
Checklist of steps for appointing your support person (medical treatment): this
checklist provides additional guidance and information to help you appoint your support
person.

Appointment of support person for someone signing on your behalf: use this document
if you need someone to fill in and sign an appointment of support person form for you, at
your direction. This form allows you to appoint a support person to assist you to make,
communicate and give effect to your medical treatment decisions.

Revocation of support person form: use this form to revoke your appointment of a support
person (medical treatment).

Resignation of support person form: use this form to resign from being a person's
appointed support person (medical treatment).

Page 26 of 32



Appendix 4. ACP Summary Page

Sumame LR M
Given Mames
DoOB Sex

Advance Care Plan

Summary page I Ward
USE LABEL IF AVAILABLE

MName:

Address:

Date of Birth: Telephone:

Mame of Support person (if formally appointed)
(If yes please attach copy)

Telephone no.: (Home)
(Mobile)
(Work)
Relationship:
Medical treatment decision maker/s formally appointed Yes/No

If yes please attach copy (preferably cerified).

If no please determine the Medical treatment decision maker/s from the hierarchy on the
next page and document below.

Patient's signs they have had the discussion about their Medical treatment decision maker
and are happy with those listed below as determined by the hierarchy:

J9Vd AMVININNS — NY1d 34VYD IONYAAY

{Patient signs here)
Name of Medical treatment decision maker 1:

Telephone no.: (Home)
(Mobile)
(Work)
Relationship:
Mame of Medical treatment decision maker 2:
Telephone no.: [Home)
(Mobile)
(Work)
Relationship:
Optional:

Name of Medical treatment decision maker 3:
Name of Medical treatment decision maker 4:

Advance Care Plan includes the following documents:
1. Medical treatment decision maker Yes / No
(This may be a Medical Endunng Power of Attorney, Enduring Power of Attomey for
personal matters prior to 12% March 2018 or Enduning Guardianship prior to 15t Sep

2015)
2. Advance Care Directive
a. Values directive Yes [ No
b. Instructional directive Yes [ No

3. Refusal of Treatment Certificate (written prior to March 12t 2018) Yes | No

Page 27 of 32



Advance Care Plan
Summary page

Sammame UR Mo
Gven Mames

DOB Sex
Admission Date

Consultant Ward

USE LABEL IF AVAILABLE

The original of this Advance Care Plan is held by:

Certified copies of your Advance Care Plan have been given to:
(complete as many lines as applicable)

Medical treatment decision maker hierarchy:

L]

primary carer
adult child
parent

adult sibling

a o 4 0

[}

a o

Recommendations:

+ Please keep your original "Appointment of medical treatment decision maker’ form
and ‘Advance care directive’ safe and accessible for when it is neaded.

+ Review your advance care directive and/or appointments every two years, or
whenever there is a change in your personal or medical situation.

+ Ensure that your medical treatment decision maker has read and understood the

for a child, the parent or guardian

an appointed Medical Treatment Decision Maker
a guardian appointed by VCAT to make decisions in regard to health care
spouse or domestic partner

contents of your advance care directive (if any).

+ Your ‘Appointment of medical treatment decision maker form and advance care
directive can be uploaded on MyHealth Record and should be shared with your
medical treatment decision maker and relevant health practitioner(s).
| request that my Advance Care Plan (including my Advance Care Directive and
Medical Treatment Decision Maker information) be uploaded to my MyHealth

Record by:

J9Vd AMYIWINNS NV1d 3HVD JONVYAAY

Signed:

(Healthcare provider's defails)

(Patient’s signaturs)
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Appendix 5. Location and Responsibilities of Advance Care Planning

Senior clinicians and managers

Support ACP
Incorporate into core business
Encourage staff to attend training

Clerical Staff:

Clerical Staff will update the Medical Treatment Decision Maker or Support Person for all
patients.

Clerical staff will scan and file in the electronic medical record all ACP documentation.
Clerical staff will communicate the ACP documentation with other relevant healthcare
organisations

Nurses:

On initial assessment: check the appropriate Medical Treatment Decision Maker is listed, ask if
the patient has any Advance Care Planning documents.

Check the documents are in the Medical Record, if not, ask for a copy from the patient,
patient’s family.

The nurse must check there is a corresponding Advance Care Planning alert

If the patient does not have an Advance Care Directive, the nurse will introduce Advance Care
Planning to the patient and provide them with a brochure as appropriate

Any further discussions regarding a patient’s values or goals for now and in the future, or
acceptable or unacceptable outcomes can be documented electronically as a Discussion
Record

Allied Health:

Check if the person’s appropriate Medical Treatment Decision Maker is listed.

If patients discuss values, goals for now and the future, or acceptable or unacceptable
outcomes, these should be documented in a Discussion Record in an Advance Care Planning
alert.

Doctors: (as appropriate)

On initial assessment, discuss the patient’s knowledge of conditions and goals of care, confirm
the MTDM and if there are ACP documents.

If the patient declines discussing their goals of care, ensure the patient understands this can be
discussed in the future, and leave a brochure with the patient.

When a patient does not have decision-making capacity, doctors will gain consent from the
MTDM and use ACP documents to inform their treatment decisions.

Advance Care Planning Champion:
It is advised that clinics will nominatel-2 senior clinicians who are passionate about person-
centered care to lead the implementation of Advance Care Planning in their team/unit.

Qualities:

Has completed the ACP education modules and participates in face-to-face education
Can create an ACD and put in an ACP alert unsupervised

Has effective communication

Perceives and understands clinical or social situations as whole parts in the ACP process
Holistic understanding of ACP to enable effective decision-making

Learns from experiences in ACP and can modify interactions as appropriate
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Responsibilities

e Ensure data is monitored at team meetings, and presented

e Ensure ACP alerts are entered appropriately on ward or team
e Perform an annual quality audit for ACP

e Supervises novices and beginners ACP

e Advises clinicians on how to implement an ACD

e Participates in ACP education opportunities

Multidisciplinary Opportunities for ACP:

e Multidisciplinary team meetings are an opportunity for clinicians to discuss and document the
patient’'s values and goals for now and the future and document electronically. It is also an
opportunity to discuss the patient's ACD if they are not competent, and ensure treatment
decisions align with the patient’s values.

e ACP should be included on any templates created for multidisciplinary discussions to ensure the
patient’s values are known, and guide treatment decisions.

e ACP should be included in Position Descriptions for all clinical staff to embed ACP in the
organisation.
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Appendix 6. Quick Reference Guide

Advance care planning process in general practice
(This documentis designed to be used in conjunclion with the ACP General Praciice Guid elines)
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Fvalaia and wiling and abi= famaks e dedislan.

1. An appolnbed medicel tresimenit decislon maker

2. A guanilan &pooinfed by WiCAT o make decishons. sinowf T pabent's
medicall ireakment

. e et pe o Im e sl Desdoay wis IS I A close and continming nale-
Hors kD vtk e patlen

i

| s O o s i et

b peimmary carer (ot & pald serdce peovidier)

c.  edulkchild

d.  pammnk

= sk sisling.
B e are B ormone elafves wino are 8 st on s st I s e aldest
[person.

Witnessing docume nis

For meara | Imianm 3ian and facts hasts:
DParara . DU IBIGa dhvac 312 vic g o 3 uimadical -cans ol Anfanmatian -
Forswiingssas

ACD

For am sdvance cars
dim=ciiive, o adulk

Appointment of MTDM and support psaracn

(o s spipeod i ek o Fmisdlcal iessaderes nt declislon
maicer, tw o adull witnesses are e iguined.

witnesses s e iguined.
Ors st e & pegishemd medical practidoner or

O sk s mpincrsed bo witness affidacdts.
megisiemed medlcal
e iithomeT. Se e Dages st of JusSom & Sav pladion

ywersite fora st of people s dsed o
Paiimey witness cam b | witmess aflideyies
i appolnbed medicel
frmsafrre ok desciclon

ey for e pe mon.

ity withess can = & prson wihio s belng
appoinbed In e o ccument.

Remember the patientowns these documents
Ensure 3l arignal documants are rsfurnad 1aihe paliem anca
comgiaiad and copiad 35 par staning and cammunicating tha pian.

Dand undar any droumslances destray any ariginal documamation.

Local hos pital contact details: Postal address:
Bandige Haalth PO Bax 126
E-mal: 3P bendigaha i arg au Sandiga

Fax: 5854 5435 Vic 3552

Fscommended sefing 5500 baud, EOM OFF)

“hdobe: Sates e badcn Treabment Flannlng snd Do s Ak comemsncsd [n
20 S, padenis s P anoinhed) S oo B0 s el e con| Seainent

dedsiors [ms rredicsl sndohng poswes of affomae, an sndiing povwes of shomee,
oF srdrng povweerod guariars Hp. Thes = apndntmens s sl vald.
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Medical Treatment Planning and Decisions Act 2016 - Overview

Health practitioners need a patient's consent
before providing medical treatment.

The M 2dica Traatman Flanning and Dackskan AL 2016
cammancad an 120 M arch 2018, 1 =4 aulsleps for health
praciilanars io Tolbow whan a patent ks unaibie 1o cansanil

The Act applies to all health practitioners
Tha Al appiies ta 3l raglstarad haaith practfionses In e fallowing

proassins:
® B
= Madca yendagy
= N
\ ena ursing and midwifery
s o Madical rad 38N pracece
: o « Ostzopatny
« Ocoupatonal theragy
o « Chinesemadicne
' « Abariging and Tames Stra
* Fhamacy tsiandar heafh pracice
+ Opamary

In addian, iha ACtappiles 10 1he foloaing, wha ars aiso haailh
achlanars undar tha Act

s Parameadics
= MNaon-amangancy patian iransparl siafl.
IMedical treatment

Madical raaimeani ks iraatmani by 3 haaith pracilionar ihal ks for
anaar mare of M2 purpasas and an2 of the fanmss of agimam

Bsiad el ow.
+ Trasmamwith physical o

= DClagnosing aphysical o
surghcal harapy

meant 3l candiBan
= Prayaning diseass = Traamen & mamdl mness
= Tragmamwith

» Rosiing of ragacng
badiy funcianIniha

- prescrigion phanmacaulc #s
tacz of ds2ase or Imjury " n
- an appraved madiding
» Imgraving camdar and Cannabie product
quamty of B
» Danal raagman
+ Palatvacars
Emergency treatment

Coneant |8 not nesdad In an amarngan cy.

Emargancy regman musi nat procasd Hihe hegih praciane ks
Fwars Mal Mapatan nas rafsad M pariculs Fasman in an
nstrucianal diracive {one lind of advance cars diracivE), of fara
ks ardavanrafisal dfmadcal Taaiman caiical mada bafars
12ih March 2013,

In an =mangancy, 3 haam acTiona k5 na1raquirad 195 23rch 1o
an advance care dirsciwainal ks nolreadily avalabia.

Record-keeping

ARagin pracilanar naads faracard anihe patents dinical
reconds Mareasons May wara s aksled the patan dd not hava
daCislan-maKng capaciy.

ME 5 items that support ACP

Thara k= na dadicalad MBS Ham for ACP howaear savaral MBS
MM Can SUppant ACP 35 pan of 2N Naan Imany antans.

il e AT ang_S W pan el ar e dva noasCar 8+ P nnlng

Palliative care

ARsgin pracklonar ks e fo adminisiar pallaiva cre 103
EI0am wia d025 nat Nave dadiskon-makng capadty o mal ore,
daspita any dadislan of fair madicdl Fegiman dacislan maiar jor
any si=mamin an advanca cara dractva). Howaver, 1ha hagith
pracilonar musl have ragard fo M2 patents axprass 2d
prafanancas and valuss and musioans ull wilh ihair madical
traziman dadislan maicar, i any.

Futile treatment

HaIin oractBInans 35595 WS oF not 10 offer 3 parscular
madical raatman, and whaihar 3 parioular irastmant ks fulla or
nan-penatoal

Significant and routine treatment

ARagitn pracilonsr must sask cansam fram fa Pubilc Advacata
1o provid 2 sigric an Taamam 10 3 pataniwng:

+ dass ot hava dadskan maidng capadty fr thamadcal
Trazmam dadizkon and

s ddas N hava:
- amadical i agimiani dacision maksy o

- an advance cars diracfive with 2 ralav ant instrucianal
diracive.

‘Sgrifcant ¥a3tm e maans any madical rasimaniafa patam
Tt Evas any of the Tl gwing:

»  Asigrificant degraaaf bodily nrusian
+  Agigniican fisito M2 palan

+  SigrEscaniskds affacts

+  Sigrificantdisirass 10 Ma paten

For Clinical Gukdeiines about what constiutes siqniticam irea-
meani viljps: Paranard. e ainvic.gov. auhos pitaks -and-ha alin -
sanviozs/patani-cara and-gliie-carg/advanca-cara-planning
madcal -iragimeaim-pian ning -and-Jedslns-3c1

Fouling reatman ks any wegiment Malks not signifcam raimant
Undar iha ACL A N3N practlonar can 3dmins i ruine
trazimam without consam Hihere ks no medical Yeaman dacision
makar. If fiay dosa, e heain pracTianer will neadtosel outin
the patients clinical raconds Me detals ot

= The hedith praciiionars Jliampis 19 kacale an advanca cans
diraciive and 3 madical reaiman decksion makar

= The aadl naiure of 2 rguline iraaimean and ke razsan for 2
dacisian 10 adminis jar i

Motifications to the Public Advocate
Ahasin praci aner must nolly e Publc Advocata it

= Themadcd regimam deckskan makar of 3 patenmrafess
significant fregimen and

+ The heain prachlanar rassonably baliavas thatine prafarancas
and valuzs afing [E‘EITI ar2 nai known, o are unaoi= fa ba
known of Infarred.

Tha haatth practitioner then awatt s the respones of the Pubdlc
Advocate.

More information

Far mar2 [nfrm aian aboul e M 2dical Treaatmani Alanning and
Dadsions Acl, visil e OPAwehsle at
Wi jpu icady oc Jlavic.q v 3u
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