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[bookmark: _Toc469897955][bookmark: _Toc101883749]PART ONE: ABOUT THIS DOCUMENT
[bookmark: _Toc469897956][bookmark: _Toc527717951][bookmark: _Toc101883750]Purpose
This document provides an example advance care planning (ACP) policy and procedure that residential aged care facilities (RACFs) across Queensland may use to develop and/or review relevant ACP documentation and systems within their policies and procedures frameworks. 
[bookmark: _Toc469897957][bookmark: _Toc527717952][bookmark: _Toc101883751]What is ACP?
Advance care planning refers to an ongoing, iterative process by way of conversations between a resident, their family and/or substitute decision maker(s) (SDMs) and health care professionals enabling the resident’s preferences for future health care to be known should they become unable to participate in decision making. Ideally these preferences will be documented on a Queensland standardised form designed for the purpose[footnoteRef:1]. [1:  Nolte L and Macleod A. 2020. Guidance and resources for aged care providers to support implementation of advance care planning and advance care directives. Advance Care Planning Australia, Austin Health, Melbourne.] 

[bookmark: _Ref507484061]Advance care planning is an important component of quality person-centred end-of-life care and can improve resident and family satisfaction with care, reduce avoidable hospital transfers, reduce stress and anxiety for families and/or SDMs and improve staff satisfaction with the seamless care that can be provided for residents.[footnoteRef:2] [footnoteRef:3] [2: 2 Wright AA, Zhang B, Ray A et al. Associations between end-of-life discussions, patient mental health, medical care near death, and caregiver bereavement adjustments. JAMA 2008. 300:1665-73]  [3: 3 Detering KM, Hancock AD, Reade MC et al. The impact of advance care planning on end of life care in elderly patients: randomised controlled trial. BMJ 2010. 340:1345] 

[bookmark: _Toc469897958][bookmark: _Toc527717953][bookmark: _Toc101883752]Why do you need an ACP policy and procedure?
Best practice principles for ACP in RACFs in Australia have been developed. They emphasise the importance of written policies and procedures about ACP that are readily accessible and establish ACP as a routine component of care.[footnoteRef:4] Appropriate documentation will support a coordinated, systematic, patient-centred approach to ACP that has been shown to support resident’s wishes (as expressed in their advance care plan) being respected.3  [4: 4 Silvester W, Fullam RS, Parslow RA et al. Quality of advance care planning policy and practice in residential aged care facilities in Australia. BMJ Supportive & Palliative Care 2012. 00 1-7] 

[bookmark: _Toc469897959][bookmark: _Toc527717954][bookmark: _Toc101883753]How can you use the example ACP policy and procedure?
The example ACP policy and procedure is a resource for RACFs to use in the development and/or review their own documentation to support the implementation of ACP in their facility. It is not meant to be prescriptive. Managers in RACFs can adapt the content of the example ACP policy and procedure to meet their own identified needs.
[bookmark: _Toc469897960][bookmark: _Toc527717955]The example ACP policy and procedure is offered as an foundation component of a suite of documents developed to support RACFs to embed an evidence-based ACP program into their routine clinical care to support high quality end-of-life care for residents and their families. 



[bookmark: _Toc101883754]How was the example ACP policy and procedure developed?
The example ACP policy and procedure was developed using:
The best practice principles regarding ACP identified in the literature as:[footnoteRef:5] [footnoteRef:6] [footnoteRef:7] [5:  Silvester W, Fullam RS, Parslow RA et al. Quality of advance care planning policy and practice in residential aged care facilities in Australia. BMJ Supportive & Palliative Care 2012. 00 1-7]  [6:  Silvester W, Parslow RA, Lewis VJ et al. Development and evaluation of an aged care specific Advance Care Plan. BMJ Supportive & Palliative Care 2013. 0 1-8]  [7:  Dellit J. Advance care planning policy and procedure example for residential aged care. 2014. Available at: http://www.nwcscnsenate.nhs.uk/files/3714/6589/6314/Sample-of-ACP-Policy-Aged-Care.pdf] 

Written policies about ACP should be readily accessible in every RACF. Policies should include the systems needed to establish ACP as a routine component of person-centred care and all aspects of documentation, including where the advance care plan is to be kept, and when it is to be reviewed.
Education about ACP should be regularly provided to all RACF staff, residents, families and/or SDMs ensuring all newcomers are well informed and their engagement encouraged. More experienced staff should be given opportunities to upskill for advanced practice.
Information about ACP is best provided to residents, families and/or SDMs before entry, followed by well-planned individual discussions as soon as practicable after entry; normally within 28 days unless there are unforeseen circumstances.
ACP should be incorporated into routine clinical decision making and care planning, and regularly reviewed, particularly when circumstances change (e.g. exacerbation of illness, health deterioration or hospital admission), or at least annually.
ACP involves open and comprehensive discussions with the resident, family and/or SDMs initiated by a health professional with relevant skills in this area. 
The general practitioner (GP) should be included in ACP discussions.
ACP documents clearly specify (at a minimum): (a) an appointed SDM, and contact details where available; (b) current state of health; (c) values and beliefs (things that matter most in life); (d) future unacceptable health conditions; (e) the level of preferred future medical  treatment; (f) specific wanted/unwanted treatments, where applicable; (g) goals for end-of- life care; (h) appropriate signatures (clear, complete, dated, and, if a legally binding document witnessed); and (i) evidence of GP review. 
Facilities have effective information transfer systems in place to enable communication of resident ACP information across health transition points.
The Queensland Health service provided by the Statewide Office of Advance Care Planning (OACP) has developed a meticulous standardised clinical approach to the secure access and sharing of residents’ ACP documents:
· Copies of the Statement of Choices (SoC) Form A and Form B, Advance Health Directive (AHD), Enduring Power of Attorney (EPOA) long and short form documents, and Queensland Civil and Administrative Tribunal (QCAT) orders are reviewed by clinical staff of the OACP and, if they meet criteria, are uploaded to the person’s Queensland Health (QH) electronic health record via the ACP Tracker in The Viewer.
The ACP Tracker (in The Viewer) is an electronic platform that allows authorised clinicians to directly read residents’ ACP documents and comments entered by Queensland Health staff, supporting continuity and progression of ACP across all healthcare settings and person-centred decision making. 
The Viewer is available to all AHPRA-registered doctors, nurses/midwives and paramedics through Health Provider Portal (HHP) which requires a QGov account and a 100-point ID check to register.
Application of this embedded ACP process by RACFs, and uploading of ACP documents to The Viewer, provides the opportunity to implement a coordinated, seamless person-centred approach to quality end-of-life healthcare for their residents.
[bookmark: _Toc101883755]Relevant standardised Queensland ACP documentation
· Advance Health Directive (AHD)
About the AHD
The AHD form
· Enduring Power of Attorney (EPOA)
About the EPOA
The EPOA short form (the same attorney appointed for both financial and health matters)
The EPOA long form (different attorneys appointed for financial and personal matters)
Revocation of EPOA (Form 6)
· Statement of Choices (SoC)
About the SoC
The SoC Form A (to be completed by resident)
The SoC Form B (to be completed by SDMs)
· Translator/interpreter Statement (to be attached to AHD/EPOA documents for people who have had an interpreter or translator provide support to complete the form.
· Queensland Civil and Administrative Tribunal (QCAT) Decision
[image: ]
[bookmark: _Toc469897961][bookmark: _Toc527717956][bookmark: _Toc101883756]Definition of terms
See Appendix 1
[bookmark: _Toc469897962][bookmark: _Toc101883757]
PART 2: ADVANCE CARE PLANNING (ACP) POLICY AND PROCEDURE
[bookmark: _Toc469897963][bookmark: _Toc527717957][bookmark: _Toc101883758][bookmark: _Hlk76736122]Statement
NAME OF FACILITY is committed to offering all residents with/or their significant others the opportunity to participate in ACP discussions to ensure that the resident’s values, beliefs and preferences for future health and personal care are known in the event that they become incapable of participating in decision making.
[bookmark: _Toc469897964][bookmark: _Toc527717958][bookmark: _Toc101883759]Purpose
To ensure that NAME OF THE FACILITY understands and considers the wishes of all residents concerning their future health care.
[bookmark: _Toc527717959][bookmark: _Toc101883760][bookmark: _Toc469897965]Policy statement
Advance care planning refers to an ongoing process of planning for future health and personal care whereby the person’s values, beliefs and preferences are made known and accessible to healthcare professionals and substitute decision maker(s) if that person loses capacity to make their own health care decisions. A series of conversations between a resident, their family and/or substitute decision maker(s) and health care professionals may be required to facilitate the process. Ideally these preferences will be documented on a standardised Queensland ACP form.[footnoteRef:8] [8:  Nolte, L and Macleod, A. 2020. Guidance and resources for aged care providers to support implementation of advance care planning and advance care directives. Advance Care Planning Australia, Austin Health, Melbourne.] 

[bookmark: _Toc527717960][bookmark: _Toc101883761]Guiding principles
Residents have a right to be involved in their health care decisions, including agreeing to or refusing treatment. 
The values, beliefs and wishes of a resident should be known and respected by those providing health care to that individual.
ACP discussions must involve open communication and respect a resident’s specific spiritual, religious, and cultural needs.
Decision making capacity is assumed unless proven otherwise (refer Queensland Capacity Assessment Guidelines 2020). Residents with any impairment have the right to the support they need to participate in their ACP to the fullness of their potential.
Offers to participate in ACP are made to all residents, families and/or SDMs. Participation in ACP is voluntary, and it is recognised that some individuals may decline to engage in these discussions. 
If a resident has capacity at the time of illness, the treatment decisions they make take precedence over any advance care plans developed. The written advance care plan is not required until the resident has lost capacity to make a decision.
ACP provides opportunities for residents, families and/or SDMs to participate in planning for the resident’s preferred end-of-life care needs and conversations should include frank discussions about dying and death and the consequences of treatment choices. 

[bookmark: _Toc469897966][bookmark: _Toc527717962][bookmark: _Toc101883762]Procedure
1. [bookmark: _Toc469897967][bookmark: _Toc527717963][bookmark: _Toc101883763]Information provision and ACP conversations
Pre-entry / initial contact with resident, family and/or SDM
Include information about ACP e.g. a brochure in Welcome information packs 
If there have not been any prior conversations about ACP, introduce ACP and its benefits using a suitably trained staff member
Request copies of existing ACP documentation e.g. AHD, EPOA
If an SDM has not been legally appointed, discuss the benefits of identifying an SDM 
Document ACP conversation according to RACF policies and procedures. 
On entry 
Confirm with the resident, family and/or SDMs their engagement in ACP discussions. If required, offer further conversations with a suitably trained member of staff e.g. the ACP Champion. ACP conversations are voluntary, and if declined at this time, document according to RACF policies and procedures. 
Ensure that: 
· certified copies of existing enduring ACP documents e.g. the AHD, EPOA are kept in the resident’s file in a readily accessible designated area. 
· copies of other existing ACP documentation e.g. the SoC, are kept in the resident’s file in a readily accessible designated area.
· copies of all standardised ACP documents are sent to the Statewide Office of Advance Care Planning (OACP) for review and upload to The Viewer.
· contact details of the SDMs and the method by which they are appointed (Tribunal-appointed Guardian, SDMs appointed in EPOA or AHD) are current and readily accessible. 
Within four to six weeks post-entry 
Undertake ACP conversations with the resident, their family and/or SDMs who agree to participate. Remember ACP is an entirely voluntary process.
If not already completed, support residents and/or SDMs to document their wishes on the (standardised Queensland) ACP form according to the resident’s expressed needs and the completion criteria of the statutory authority and the OACP. (Appendices 3,4,5)
For the SoC, ensure that all essential fields in the document(s) are completed. For completion of SoCs see OACP Checklist for Statement of Choices Documents to be Uploaded to The Viewer. (Appendix 3)
If residents and/or SDMs do not wish to complete standardised documents, record conversation outcomes and health care preferences according to RACF policies and procedures.
Engage and support GPs in the ACP process to contribute, review, and sign completed documents as required 
Send a copy of the completed ACP document(s) to the OACP for uploading to The Viewer (refer to Appendix 2: Steps for a Completed Advance Care Planning documents to be Uploaded to The Viewer) and to relevant parties, and place the documents in a designated place within the resident’s file.
Place alerts to identify to all staff that current ACP document(s) are in place
Inform resident and/or SDMs that reviews are undertaken at regular intervals (e.g. annually) or when health status changes.
2. [bookmark: _Toc527717964][bookmark: _Toc101883764]Ongoing review
Encourage ongoing conversations and discussions regarding ACP with resident and/or SDMs
Review ACP documents no less frequently than annually, or as clinically required. Timing of review should be guided by clinical prompts e.g. deterioration/functional decline, observed social withdrawal social, increasing symptom burden, declining effect of usual treatment; or a resident’s request for change in wishes or preferences.
If substantial changes are required to a current ACP document, a new document will need to be completed, and a copy sent to the OACP so that current documents are accessible at all times. A more recent document supersedes a previous version of the document.
3. [bookmark: _Toc527717965][bookmark: _Toc101883765]Clinical decision making 
Completed ACP documentation is used to guide decision making by RACF staff, the GP, other clinicians, and the SDMs if the resident does not have capacity to participate in decision making. This facilitates care provision in accordance with the resident’s values, beliefs and wishes.
4. [bookmark: _Toc469897968][bookmark: _Toc527717966][bookmark: _Toc101883766]Training for staff
ACP induction and a sustainable, ongoing staff training program is implemented to ensure all staff have an awareness of the principles and importance of ACP for all residents in their care and the knowledge skills and confidence to participate according to the expected standard for their role. 
A cohort of motivated nursing staff are offered additional training to enable high levels of communication skills and expertise to guide ACP discussions with residents, families and/or SDMs.
5. [bookmark: _Toc469897969][bookmark: _Toc527717967][bookmark: _Toc101883767]Quality improvement
After-death audits are undertaken as part of a continuous quality improvement process to monitor congruence between residents’ recorded wishes and care outcomes. (Appendix 6)
6. [bookmark: _Toc527717968][bookmark: _Toc101883768]Documentation
Establish a designated place within residents’ files for all ACP documentation
Establish alerts to identify to all staff that current ACP documents have been completed.
[bookmark: _Toc469897971][bookmark: _Toc527717969]

[bookmark: _Toc101883769]Relevant Queensland legislation 
Powers of Attorney Act 1998 (legislation.qld.gov.au)
Guardianship and Administration Act 2000 (legislation.qld.gov.au)
Public Guardian Act 2014 (legislation.qld.gov.au)
[bookmark: _Toc469897972][bookmark: _Toc527717970][bookmark: _Toc101883770]Related policies, documents and further assistance
Facility specific
Office of Public Guardian (OPG):
The OPG is an independent statutory office established to protect the rights, interests and wellbeing of adults with impaired decision-making capacity. 
For adults with impaired decision-making capacity the OPG can:
· makes personal and health decisions if the Public Guardian is their guardian or attorney
· investigates allegations of abuse, neglect or exploitation
· advocates and mediates on behalf of adults with impaired decision-making capacity
· educates the public on the guardianship and attorney systems.
When appointed by the Queensland Civil and Administrative Tribunal (QCAT) as guardian, the Public Guardian routinely makes complex and delicate decisions on health care and accommodation, and guides adults through legal proceedings in the criminal, child protection and family law jurisdictions.
· General enquiries: 1300 653 187
· Health care decisions: 1300 753 624
Statewide Office of Advance Care Planning (OACP):
The OACP is a free service funded by the Queensland Department of Health that helps Queenslander’s plan and share their health care wishes.  The OACP can:
· provide information and resources about advance care planning
· receive copies of advance care planning documents (advance health directive, enduring power of attorney, revocation documents, QCAT Decisions and Statement of Choices), review them, and if effective, upload them to the person’s Queensland Health electronic hospital record.
For more information, please contact the OACP via:
· Phone:	1300 007 227
· Email:	acp@health.qld.gov.au
· Or visit:	www.mycaremychoices.com.au
[bookmark: _Toc527717971][bookmark: _Toc101883771]APPENDIX 1: Definition of Terms[footnoteRef:9] [9:  Statement of Choices Form. Available at https://metrosouth.health.qld.gov.au/acp/statement-of-choices-form] 

Advance Health Directive (AHD):  This is a legally binding document that can be used in certain circumstances to provide directions about future health care and to appoint an attorney for health matters. A Doctor or Nurse Practitioner is required to complete the certificate stating the person has capacity to make the document. To be complete, an AHD must also be witnessed by an eligible witness (Justice of the Peace, Commissioner for Declarations, a lawyer or notary public).
Capacity: This legal term refers to a person’s ability to make a specific decision in a particular area of their life such as healthcare choices, support services they may need, where they live and how they manage their finances. A person has capacity for health care decisions when they can understand the information provided about their health and treatment options and are able to make a decision regarding their care. The person also needs to be able to communicate their decision in some way and the decision must also be made of the person’s own free will. Capacity can change or fluctuate and can be influenced by the complexity of the decision, support available to the person and the time the decision is made. It is presumed that every adult has capacity to make all decisions until proven otherwise. For more information visit: http://www.qld.gov.au/law/legal-mediation-and-justice-of-the-peace/power-of-attorney-and-making-decisions-for-others/capacity-guidelines
Enduring Power of Attorney (EPOA):  An EPOA allows a person to legally appoint attorney(s) substitute decision-maker(s) and set out terms for how and when the power operates. These documents must be witnessed by an eligible witness (Justice of the Peace, Commissioner for Declarations, a lawyer or notary public).
Statement of Choices (SoC):  This is a values-based document that records a person’s wishes and preferences for their health care into the future. It is not legally binding and does not provide consent to health care in advance. A doctor or nurse practitioner signs and dates the form, but it does not require witnessing. Its purpose is to guide or inform those who need to make health care decisions for a person who is unable to make those decisions for themselves.
Statutory Health Attorney (SHA):  This term refers to someone with automatic authority to make health care decisions on your behalf if you are an adult whose capacity to make health care decisions is permanently or temporarily impaired. A person acts in the role of SHA because of their relationship with the impaired adult. By law, this attorney is the first available, culturally appropriate adult from the following:
· A spouse or de facto partner (as long as the relationship is close and continuing)
· A person who is responsible for the adult’s primary care but isn’t the adult’s health provider, a service provider for a residential service where the adult is a resident, or a paid carer (although they can be receiving a carer’s pension)
· A friend or relative in a close personal relationship with the adult. Relation can also include a person who under Aboriginal tradition or Torres Strait Islander custom is regarded as a relation
· If there is no-one suitable or available, the Public Guardian acts as the SHA of last resort.
· [bookmark: _Toc469897975][bookmark: _Toc527717972]Substitute Decision Maker (SDM):  This term describes someone who has legal power to make decisions on behalf of an adult when that person is no longer able to make their own decisions. This may be a person appointed in an Enduring Power of Attorney or Advance Health Directive, a tribunal- appointed guardian or a statutory health attorney.

[bookmark: _Toc101883772]APPENDIX 2: RACF Steps for Completed Advance Care Planning Documents to Be Uploaded to The Viewer
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[bookmark: _Toc101883773]APPENDIX 3: OACP Checklist for Statement of Choices Documents to Be Uploaded to The Viewer
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[bookmark: _Toc101883774]APPENDIX 4: OACP Checklist for Enduring ACP Documents, Approved for Use Prior to 30 November 2020 to Be Uploaded to The Viewer
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[bookmark: _Toc101883775]
APPENDIX 5: OACP Checklist for Enduring ACP Documents, Approved for Use After 30 November 2020 to Be Uploaded to The Viewer
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[bookmark: _Toc101883776]APPENDIX 6: Continuous Quality Improvement: After-Death Audit for Residential Aged Care Facilities 
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Statewide Office of Advance Care Planning

Steps for completed advance care planning documents to be uploaded to The Viewer

The flow chart below shows how residential aged care faciltes can ensure thei residents’ documented advance care
plans can be uploaded to The Viewer® and made accessible cross heaith secors
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Statewide Office of Advance Care Planning

Checklist for Statement of Choices to be uploaded to The Viewer

‘The Statewide Office of Advance Care Planning (ACP) can upload the following documents to The Viewer:
* Statement of Choices (soC)
= Enduring Powier of Attorney (EPOA) - Short Form and Long Form
 Advance Health Directive (AHD)
 Revocation of EPOA/AHD.
= Queensiand Civil and Administrative Tribunal Decisions.

“This checkist outlines the steps and standard citeria used by the Statewide Offce of ACP o determine.
eligibilty of SoC for upload to The Viewer. The critria align with administative requiremens and
suppors cincians to have access to quaity documents.

Prior o sending copies of SoC documents o the Statewide Office of ACP, you are encouraged to check that
they are legible and meet uploading critria. lease send allpages of the document to us and include the
person's name and date of birth or their service ID sicker. This will help the Office 10 upload the document
in3 timely manner to the correct patients record. I issues are identified that prevent uploading of the
‘documents, you (as the sender) will be notified. You may be able to address these issues.

Note: The Statewide Office of ACP willcheck completion against standard criteia; however, the Office is
ot responsible for confirming the content of SoC documents uploaded 1o The Viewer. Use of SoC
‘documents on The Viewer must be in accordance with Queensland legisiation.

1. Statement of Choices

“The following steps show the citeri used by the Statewide Office of ACP to review a SoC and determine f it
is eligible to be uploaded to The Viewer.

Note: SoC versions differ in format and content. All versions of the SoC can be processed by the Statewide
Office of ACP.

= ‘Al the following are complete:

Stepl:  Q The documentis legible |
2 Personal defailsinclude the name and date of birth of the person
0 whom the SoC belongs
a FormA:
o the person has signed and dated the SoC
> the person's doctor has signed and dated the SoC
a FormB:
= the person completing the SoC has signed and dated it
> 2 doctorof the person to whom the form belongs has signed
2nd dated the SoC.

| Step2: 2 Allpages ofthe SoC are included nthe document.
2 Addional pages referenced i he document are arached.

1 Step 1.and Step 2 criteria are met, the document can be uploaded to The Viewer.
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Statewide Office of Advance Care Planning

Checklist for enduring ACP documents, approved for use prior to 30 November
2020 to be uploaded to The Viewer

‘The Statewide Office of Advance Care Planning (ACP) can upload the following documents to The Viewier:
 Statement of Choices.

= Enduring Powier of Attorney (EPOA) - Short Form and Long Form
 Advance Health Directive (AHD)

 Revocation of EPOA/AHD.

* Interpreter's/Transiator's statement

“This checklist outlines the steps and standard crteria used by the Statewide Office of ACP 1o determine
eligbility of an enduring document for upload to The Viewer. The criteia lign with the requirements o the.
‘Powers of Attorney Act 1998 (QLD) and supports clinicans to have access to quality documents.

Prior tosending copies of enduring documents tothe Statawide Office of ACP, you are encouraged to check
that they are legible and meet uploading criteria. Please send al pages of the document o us and include.
the person's name and date of bith or their service ID sticker. This wil help the Office to upload the
‘document i 3 timely manner to the correct patient's record. I ssues are identified that prevent uploading
o the documents, you as the sender) will be notified. You may be able to address these issues.

Note: The Statenwide Office of ACP wilcheck completion againststandard criteria; nowever, the Officeis
ot responsible for confirming the content of enduring ACP documents uploaded to The Viewer. Use of
enduring documents on The Viewer must be in accordance with Queensiand legisiatin.

Click on the folowing links to show the criteia used by the Statewide Offce of ACP o review these
documents:

+ Enduring Power of Attorney EPOA) Short Form - Form 2

+ Endurine Power of ACiorney (EPOA) Long Form - For 3

- Advance Health Directive (AHD) - Form

+ Interpreter's/Transiator's statement - Form 7 (attachment 1o AHD/EPOA]

+ Revocstionof an EPOA-Form

+ Bevocationofan AHD.
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Statewide Office of Advance Care Planning

1. Enduring Power of Attorney (EPOA) Short Form - Form 2

‘The following steps show the critera used by the Statewide Office of ACP 1o review an EPOA Short Form -
Form 2 (Version 2) and determine i it s eligible to be uploaded to The Viewer..

Al the following are complete: ]

tep @ s poimin an stameyra:
e name o e prncpacompites
o the name of the attorney/s entered
2 one ot ol boes ke rancl maers,
‘personal/health matters or financial and personal/health
aners.
 a sitemnt ot nderstanding basbeen:
) " Sanedby the i pesan o by a lghle sgne o the
=1 s perat
@ 9 Wines's et
o the nomeat e el witness recors
5 oneloxmsecions . ) na e
013 has e snedand ded by a elgblenes?
e 3o 070
3 10 Aorey s occepance o
< sticasone aemey ramed 1) whonas:
eastooes
ey R ——

Step2:  The following sections are included in the document:
3 1057 Appointing an attomney
Q 8 Statement of understanding.
Q 59 Witness's cenificate:

3 51010512 Attorney'sacceptance.

1fStep 1 and Step 2 ritera are met, the document can be uploaded to The Viewer.

o)

22 Queensland
Government
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2. Enduring Power of Attorney (EPOA) Long Form - Form 3

“The following steps show the riteria used by the Statewide Office of ACP to review an EPOA Long Form -
Form 3 (Version 2) and determine i it s eligible to be uploaded to The Viewer.

Note: If only one of the appointment criteria for Form 1 or Form 2 outined in
Step 1.and 2 are met —the document will be uploaded to The Viewer with
Sub type lsted as ether ‘Financial or Persona including health care’.

Inthisinstance the sender wil be notfied and a comment added in the AC.
Tracker. This will alert clinicians to issues with the appointment of an
attomey, n the other are2 of 2ppointment, within this document.

I

ep 1

f the principal i appointing an attorey for

personal/heaith matters

Al the following are complete:

2 Form 1: Appointing an attomey for
personal/heaithmatters has the name of the:
© principal completed
© attomey/s entered.

2 56 Statement of understanding hasbeen:

o signed by the principal or an ‘eligibe signer’
on the aduit's behalf.

Q57 Certifcate of witness to Form Lhas:
© one boxin sections (2) and (¢ ticked

3 s6ors7 has been signed and dated by an
eligble witness'before 30 Nov 2020.

2 Form 3: Attorney's acceptance s16, 517 or s18.
has:

Allthe following are complete:
2 Form 2: Appointing an attorney for financial
‘matters has the name of the:
© principal completed
© attomey]s entered.
Q 514 Statement of understanding - hasbeen:
o signed by the principal or an ‘eligible signer’
on the aduits behalf
Q 15 Certificate of witness to Form 2has:
o one box in sections (2) and () ticked.
2 514 or s15 has been signed and dated by an
eligible witness'before 30 Nov 2020.
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YD Queensland
% Government
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3. Advance Health Directive (AHD) - Form 4

‘The following steps show the criteria used by the Statewide Office of ACP 10 review an AHD - Form &
(Version 4) and determine i it is elgible to be uploaded to The Viewer.

‘Al the following are complete: —‘

Stepl: D Section 1: Your detais - has the name of the pincipal completed
1 Section 5: Doctors involvement - has been signed anddated by a
doctor
2 Section 8:Statement of understanding andsignature - has been:
= signed by the principal or an eligible signer” on the adut’s
behat
> signed and dated by an ‘ligible witness’ before 30 Nov 2020.
2 Section 9: Witness's certificate has:
o = the name of the ‘ligible witness’ recorded
= one boxin sections (o) and (e) tiked
= beensigned by an eligible witness

Step2:  The following sections are included i the document:
2 Section 1 Your Details
2 Section 2: Generalinstructions
2 Section 3 Terminal, incurable, o rreversible conditions
2 Section4: Personal Statement
2 Section 5 Doctorinvolvement
2 Section 6 Enduring power of attomey for personal/health matters|
2 Section 7: Appointing an attorney for personal/ healthmatters
2 Section’: Statement of understanding and signature
2 Section’s: Witness's cerificate
2 Section 10: Attorney's acceptance
2 Section 11: Review of this document.

1 Step 1.and Step 2 crteria are met, the document can be uploaded to The Viewer.

Note: If Steps 1 and 2 are met, but Step 3 (crteria below) are incomplete - the document wil still be
uploaded to The Viewer.
In ths instance the sender will be notified and a comment added in the ACP Tracker. This will alert

cinicans to sues with the appointment of an attorney for personal/health matters within this document.

tep 3t T Section 7: Appointing an attorney for personal health matters.
s sep is ony relevant i the hasthe:
is nominating an enduring = name ofthe principal and name of attorey/s entered.
" of attorney (EPOA) for health 3 Section 10: Attorney's acceptance has:
personal matters in the AHD @ atleast one attomey (named in Section 7) has:
. *ticked allbowes.

*signed and dated the attomeysacceptance.
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326 queenstand
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4. Interpreter’s/Translator’s statement - Form 7 (attachment to AHD/EPOA)

The following steps show the criteria_used by the Sttewide Office of ACP to review an
Interpreter'/Transiator'sstatement - Form 7 (Version 1) and determine if it i eigble to be uploaded to The

The followiing are complete:

'/ Transiator's statement includes the:

name of the document .. EPOA o AHD for which this

Statement appiies

name of the translator and the language used intransating the

document

transiator signature and their qualifications (Note: The.

interpreter/transiator must be registered with the National

Accreditation Authority for Transiators and nterpreters)

|5 signetureof thesame eigiie witness who certfed tratthe

whenthe | EPOA/AHD document was signed in their presence and the adul

44D or€70A|  (principal) appeared to them to have capacity, and is dated.

wossigned. | Note: Ths step will require checking the document for which
this Statement applies.

1 Step 1 criteria are met,or the form is only missing qualifications of the translator, the document can
e uploaded to The Viewer, attached to related AHD or EPOA.

5. Revocation of an EPOA - Form 6

‘The following steps show the crteria used by the Statewide Office of ACP 1o review Revocation of an EPOA -
Form 6 (Version 1) and determine i it s eligible to be uploaded to The Viewer.

the following are complete:
step1: P Stementevoking the sopontmentof sstomey o

P ——
 the date of the EPOA document to be revoked

| o
‘ :.n;mnzlsvfi‘:nmlxmkm

[ P S I s
\

behalf
© signed and dated by an ‘ligible witness'.
If Part 2 has been signed by an “elgiblesigner” on the adult's
‘benalf, then check that Part 3: Witness's certifcate has:
@ one boxin sections a),(c) and (d)ticked
 been signed by an ‘eigble witness'

step2: at the following sections are included in the document:
Part 1: Statement revoking the 2ppointment of an attormeyor
attomeys
Part 2: Statement of understanding
Part 3 Witness's certificate.

1f Step 1.and Step 2 crteria are met, the document can be uploaded to The Viewer.
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6. Revocation of an AHD

“The following steps show the critria used by the Statewide Office of ACP o review 3 Revocation of an AHD.
‘and determine i it i eligile to be uploaded to The Viewier.

ot Toire = specived fom fo 3 revocation o an AFD document (43 POA A 1983

1

| o toin e i dcmens \

I i e

| 5 e mam i prson princpa |

‘ Q the date of the AHD document to be revoked ‘
o mixer oy i e ey s s o

e

PR oni e ives's s

R R R e |

signed by an ‘ligble siner’ on the adu’s behalf, and f so, must include 3 certificate signed by

an eligible witness' stating.

«the principal, i the witness's presence, intructed the person to igh the revocation on the.
princpat’s behalf and

«the person signed it n the presence of the principal and witness;and

«the princpal, at the time, appeared to the witness to have the capacity necessary for the.
revocation.

$%p queensland

Government
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Checklist for enduring ACP documents, approved for use after 30 November 2020
to be uploaded to The Viewer

‘The Statewide Office of Advance Care Planning (ACP) can upload the following documents to The Viewier:
 Statement of Choices.

= Enduring Powier of Attorney (EPOA) - Short Form and Long Form
 Advance Health Directive (AHD)

 Revocation of EPOA/AHD.

* Interpreter's/Transiator's statement

“This checklist outlines the steps and standard crteria used by the Statewide Office of ACP 1o determine
eligbility of an enduring document for upload to The Viewer. The criteia lign with the requirements o the.
‘Powers of Attorney Act 1998 (QLD) and supports clinicans to have access to quality documents.

Prior tosending copies of enduring documents to the Statawide Office of ACP, you are encouraged to check
that they are legible and meet uploading crieria. Please send al pages of the document o us and include.
the person's name and date of bith or their service ID sticker. This wil help the Office to upload the
‘document in 3 timely manner to the correct patient's record. I ssues are identified that prevent uploading
of the documents, you (as the sender) will be notified. You may be able to address these issues.

Note: The Statenwide Office of ACP wil check completion againststandard citeria; nowever, the Officeis
ot responsible for confirming the content of enduring ACP documents uploaded to The Viewer. Use of
enduring documents on The Viewer must be in accordance with Queensiand legisiation.

Click on the folowing lnks to show the criteia used by the Statewide Offce of ACP o review these
documents:

- Enduring Power of Atorney (EPOA) Short Form - Form 2
- Enduing Power of Atorney (EPOR) Long Form - Form 3

- Advance Heaith Directive (2HD) - Form

- Interoreter’s/Translator's statement - Form 7 [attachment to AHD/EPOA)
- Revocationof an 704 -Form &

+ Revocation of an AHD.

o
$%p queensland
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1. Enduring Power of Attorney (EPOA) Short Form - Form 2

‘The following steps show the criteria used by the Statewide Offce of ACP 1o review an EPOA Short Form -
Form 2 (Version 2) and determine i it s eligibl to be uploaded to The Viewer..

» . step1:
step2:

Rithe olowingar compite -

2 51 Your Personal Detailshas:
©_the name of the principal completed
2 53 Your Attomey(s)has:
= the name of the attorney/s entered
> one of the following boxes ticked: personal (including health|
matters only/financial matters only/personal (including
heaith) matters and financial matters.
2 54 Declarations and Signatures has been
> signed by the principalor by an eligibe signer” on the
principal’s benalf
o Witness Certiicate has:
* appropriate boes ticked
* been signed and dated by an eligile witness'
2 55 Attomey(s) Acceptancehas been:
> signed and dated by atleast one atorney (named in 3).

‘The following sections are included in the document:
2 1 Your PersonalDetails

2 52 Your Views, Wishes and Preferences

2 53 Your Attomeyls)

2 54 Declarations andSignatures

2 55 Attomey(s) Acceptance

3 Additional Pages (Form 8) referenced in the document.

1fStep 1.and Step 2 criteria are met, the document can be uploaded to The Viewer.

o
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2. Enduring Power of Attorney (EPOA) Long Form - Form 3

‘The following steps show the critera used by the Statewide Office of ACP 1o review an EPOA Short Form -
Form 3 (Version 4) and determine i it is eligible to be uploaded to The Viewer..

Al the following are complete: ]

2 1 Your Personal Detailshas:
© _the name ofthe principal completed
2 53 Your Attorney(s)for:
@ Personal (including health) Matters has:
* the name of the attorney/s entered
o Financial Matters has:
* the name of the attorney/s entered.
2 54 Declarations and Signatures has been:
o signed by the princpal or by an ‘elgible signer’on the
princpal’s behaif
o Witness Certiicatenhas:
* appropriate bores ticked
* been signed and dated by an eligile witness'
2 55 Attomey(s) Acceptancehas been:
© signed and dated by atleast one attorney (named ins3).

Step2:  The following sections are included i the document:
2 51 Your PersonalDetails
2 52 Your Views, Wishes and Preferences
Q 53 Your Attomeyls)
2 54 Declarations andSignatures
2 55 Attomey(s) Acceptance
2 Additional Pages (Form 8) referenced in the document.

1fStep 1 and Step 2 ritera are met, the document can be uploaded to The Viewer.

Ay
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3. Advance Health Directive (AHD) - Form 4

‘The following steps show the criteria used by the Statewide Office of ACP 10 review an AHD - Form &
(Version 5) and determine f it i ligble to be uploaded to The Viewer.

Al the following are complete: 7

Step 1 Q sl Your Personal Detailshas:
o e e ©_the name of the principal completed
— 2 55 Doctor Certficate has been:
> signed and dated by a doctor
Q57 Declarations and Signatures has been:
@ signed by the principal o by an ‘ligibie signer’on the
principal’sbehalf
o Witness Certiicate has:
* appropriate boxesticked
* been signed and dated by an eligible witness'

Step2:  The following sections are included i the document:
Q51 Your PersonalDetails
2 52 Your Health Conditions and Concerns
2 53 Your Views, Wishes andPreferences.
Q 54 Your Directions.
2 55 Doctor Centficate
' 56 Appointing An Attorney(s) For Health Matters.
Q57 Declarations andSignatures
Q 58 Attorney(s}’ Acceptance
' Additional Pages (Form ) referenced in the document.

1 Step 1.and Step 2 crteria are met, the document can be uploaded to The Viewer.

Note: If Steps 1 and 2 are met, but Step 3 (crteria below) are incomplete - the document wil still be
uploaded to The Viewer.
In this instance 2 comment is added n the ACP Tracker. This will alert clinicians to issues with the
appointment of an attorney for personal/health matters within this document.
T <6: Appointing an attorney(s)for health matters has

= the name of the attorney/s entered
3 58 Attomey(s]" Acceptance has been:

o signed and dated by at least one attorney (named in 6).

Ay
YD Queensland
Government
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4. Interpreter’s/Translator’s statement - Form 7 (attachment to AHD/EPOA)

The following steps show the criteria_used by the Sttewide Office of ACP to review an
Interpreter'/Transiator'sstatement - Form 7 (Version 2) and determine if i i eigble to be uploaded to The

Tollowing are complete:
'/ Transiator's statement includes the:

name of the document .. EPOA or AHD for which this

Statement appiies

name of the transltor and the language used intransating the

document

transiator signature and their qualifications (Note: The.

interpreter/transiator must be registered with the National

Accreditation Authority for Transiators and nterpreters)

1 Step 1 criteria are met,or the form is only missing qualifications of the translator, the document can
be uploaded to The Viewer, attached to related AHD or EPOA.

5. Revocation of an EPOA - Form 6

‘The following steps show the crteria used by the Statewide Office of ACP 1o review Revocation of an EPOA -
Form 6 (Version 1) and determine i it s eligible to be uploaded to The Viewer.

‘Allthe following are complete: 1

Step1: @ PartL:Statement evoking the appointment o anattomey or |
attomneys has:
©  the name of the principal completed
o the date of the EPOA document to be revoked
o the name/s of attorneys o be revoked.
2 Part 2: Statement of understanding hasbeen:
o signed by the principalor an ‘ligible signer” on the adult’s
behalt
© signed and dated by an ‘ligble witness'.
Q Part 3 Witness's certficate has:
o one boxin sections a), (c) and (d)ticked
o beensigned by an ‘eligible witness'

Step2:  The following sections are included in the document:
Q Part 1 Statement revoking the appointment of an attorneyor
attorneys
Q Part2:Statement of understanding.
Q Part3: Witness'scertfcate.

1 Step 1.and Step 2 crteria are met, the document can be uploaded to The Viewer.
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6. Revocation of an AHD

“The following steps show the critria used by the Statewide Office of ACP o review 3 Revocation of an AHD.
‘and determine i it i eligile to be uploaded to The Viewier.

ok Toire = specived form fo 3 revocaion o an AFD document (43 POA Ac 193]

1

| o toin e i dcmens \

I i e

| 5 e mam i prson princpa |

‘ Q the date of the AHD document to be revoked ‘
o mixer oy i e ey s s o

e

PR oni e ives's s

R R R e |

signed by an ‘ligble siner’ on the adu’s behalf, and f so, must include 3 certificate signed by

an eligible witness' stating.

«the principal, i the witness's presence, intructed the person to igh the revocation on the.
princpat’s behalf and

«the person signed it n the presence of the principal and witness;and

«the princpal, at the time, appeared to the witness to have the capacity necessary for the.
revocation.
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Cotinsous sty improvement ONEEEN

After-Death Audit for Residential Aged Care Facilities

This audit canbe undertaken as part of the evaluation for continuous qualty improvement in your Residetiol Aged Care
Facilty to avidence quliy rical cae in eeping with the Austrolian Government Aged Care QualiyStandord,lanuary.
2015, porciculrly tandards One, Two and Four.

/v e et -t .t e it e e o
I e o e 0 oty o e s s s ey
Sreererre et e

et

T T T T sset s

CEEnE s e

A palliative care case conference is 3 mesting held between the resident ( able to attend], theirfamily
‘and/or fiends, and the members of the are team. The aim i t discuss ssues and aise concerns about
the resident’s condition and/or care, o review the resident's advance care planning and agree on clear
oals of carefor the resident 2 they inevitably deterorate.

Terminal care is sppropriate when 3 resident i in the finalcays or wesk of fe and care decisions may.
need o be reviewed more frequently. Gos!s are more sharply focused on a resident's physical, smotions!
and spiritual comfort and support forthe resident’s famil.

Eeeeee S
\CErmETE s

L [Dsteotasn
(d4/mm [yywy)
2. | Was this =n unespected death with a apid
deterioration that occurred ess than 26hrs befors
——
(v/n)
. [Fesident’s Gocumented preferred piace of desth
1= Residentil aged care faclty

3-other
4= Not documented
& [Acwal pace ot deatn
1= Residentil aged care faciey

2= Hospital

3-Other
[Were the resident preferences for and-or e care
documented (i<. advance care planning)?

N5 A willor documenation of o uneral provider is

ot sufficent o answer ez for thz item

(v/n)
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Fanower o G5  Ves’, which of th folowng
tocuments wers useds st ol tht appy)
1 Advance eslth irsctie
2= Enduring Powerof Artomey
(Personl/ FinancioDecisions )
3 Statement of Choica
3= Other {please specyy )
[ paiatve coe cose confrance” conducted
i the st sx month o te rsidents ie?
* A palfative cae cse conference focuses on end-o |
e ssus,porcculryth coe lontobe folowed.
when the resdent nvitably steroroes The
resident and/or fomily shouldastend.
(/M) 1 Mo, it questions
7 Fote ot pattie carecase conterence
Loa/mm /o)
o[V the resdent commenced an am ana-aF
(cermina) care pachway>
v/n /)
17¥es’, g0 o question
1§ No, sip to question 10
WNJA (. f death was in hospita o not n RACF),
sk o queston 10
o[t it care pathway was commenced
(4d/mm /o)
o |Vias the resdent transfered t hospial i the it
ek of thie 2
/) o, i o question 13
Frincpa esson for ransert hospita
1= Symprom management
2. Suaden, unexpected deteriorationorevent
3 Folowing 2 fa
- Requestof rsident snd/or famiy
5= Requestofthe general pracioner
6= Other { piease specy )
12| Lamth of hospital ey sfter tanster (3]

5.

5. [ here documented svidence that advance care
 laning preferences were taken into consideration
suring end-of ife care?

(/)

‘Thank you for taking the time to complete this survey.
‘The de-identified data is used for continuous improvement of quality clinical care.

mpleted form to: [INSERT NAME AND CONTACT DETAI

adaptedwith permissionfom the paliatie Agprosc a) ool At Death AUt Too.
arisans south Pallatue CareColaborstie (2013 Worplace piementation Guide
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