Use of a Goals of Care Plan as a
Limitation of Medical Treatment Instrument

ROYAL HOBART HOSPITAL

Introduction

In March 2011, the Royal Hobart Hospital
(RHH) in Tasmania implemented a new
limitation of medical treatment instrument, the
‘Goals of Care Plan’ (GOCP) to facilitate
considered and appropriate limitations of
treatment for individual patients and establish
goals of care for each admission to the RHH.

Patients are assigned to one of four
categories: curative with no limitations (A),
curative with limitations (B), palliative (C) and
terminal (imminently dying) (D).

An audit of compliance with the GOCP prior
to inpatient death at the RHH was done two
years after introduction of the GOCP.

Aim

To audit compliance with and report
outcomes following use of a limitation of
medical treatment instrument entitled ‘Goals
of Care Plan’ (GOCP) over the course of a
final admission. The secondary outcome was
to assess its role in the recognition of dying.

Method

Retrospective analysis of the Digital Medical
Record (DMR) of all deceased patients in the
Tasmanian Health Service—South (THO-S)
over the six-month period 1/1/2013 —
30/6/2013.

The THO-S comprises the RHH as the
tertiary referral centre and five Multi-Purpose
Centres (MPC'’s) for Southern Tasmania
servicing a population of approximately

250,000.
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Complete the Diagnosis and Reason for Decision for Limitation of Medical Treatment
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(Prognosis is assessed to be hours or days)
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Complete for all patients whose Goals of Care include some limitation of medical treatment, (Sections B, C or D)

Endorsed for continued use during ambulance transfer at home new care facility (tick which apply)

Age Deceased Deceased
Table 1. Age and Gender of Rgnge Males Females TOTAL

Deceased Patients | Oyrs 4 4 8

_ 1-10yrs 1 0 1
1/1/2013 — 30/6/2013 11-20yrs ) : )
21-30yrs 4 0 4

31-40yrs 4 2 6

41-50yrs 10 3 13

51-60yrs 29 14 43

61-70yrs 43 27 70

71-80yrs 54 35 89

81-90yrs 46 35 81

91-100yrs 14 20 34
Totals 211 141 352
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Results

There were 352 deaths over the six months,
328 at the RHH and 24 at the five MPC'’s.

290 (82.4%) patients had a completed
GOCP and 62 (17.6%) did not.

After exclusion of sudden unexpected deaths
and the rural MPC deaths, the compliance
rate for GOCP completion was 94.5%.

/4% of forms were completed on the day of
admission and 83.5% within 48 hours.

Final GOCP category was either C or D for
86% of the deceased patients studied.

/8% of patients assigned to category D died
within 72 hours reflecting expectation of dying
within hours to days.

Of the 62 patients without a GOCP, 45(73%)
died within 72 hours of admission. Many were
sudden, unexpected deaths with 27 (44%)
dying within 24 hours of admission. 12
patients died in the rural MPC’s where the
GOCP was not formally in use.

Table 2. No GOCP Group (62 patients = 17.6%)

Comments On No GOCP deaths No of patients
Post arrest via ambulance or arrested in DEM/ICU 15
Intracranial Haemorrhage /SAH /massive stroke 9
Transfers to RHH from intrastate 7
Very premature babies (<25 weeks) 6
MPC’s where GOCP not formally in use 12
Coroner’s cases 8
Discussion

The 'Healthy Dying’ initiative at the RHH
incorporates the GOCP at the time of
admission. Treating doctors assess and
discuss treatment options with the aim of
allowing thoughtful consideration about the
appropriateness of providing potentially futile
life-sustaining treatments (such as CPR,
iIntubation, ventilation, inotropic support and
parenteral feeding), particularly in the frail
aged and those with advanced disease.

In those patients with GOC A or B on
admission, it was interesting to note that 72
hours appeared to be a consistent timeframe
to reassess progress and note signs of
deterioration. Having some limitations to
treatment appropriately negotiated within the
B group may provide both the patient and
their families with a ‘warning shot’ that their
situation is fragile. The hope is for a good
response to return home and to also
acknowledge that deterioration is possible.

Conclusion

Compliance with completion of the GOCP at
the RHH two years after its introduction was
very high at 94.5% adjusted and done in a
timely manner (83.5% within 48 hours).

There was timely recognition of the
imminently dying patient, and the GOCP
framework prompted appropriate limitations
to medical treatment escalation, and
deployment of necessary and appropriate
palliative and terminal care. Skilled
communication is critical whilst discussing
goals of care and can be taught.
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