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1. Purpose
This policy ensures that [Facility Name] provides compassionate, dignified, and high-quality palliative and end-of-life care to all residents with a life-limiting illness. It establishes a consistent framework for identifying palliative needs, planning care, managing symptoms, supporting families, and honouring residents' final wishes.
2. Scope
This policy applies to all staff, contractors, and volunteers involved in the care of residents who have been identified as having palliative care needs or who are approaching the end of life.
3. Policy Statement
[Facility Name] believes every resident has the right to die with dignity, comfort, and in a manner that reflects their values and wishes. We are committed to providing proactive, evidence-based palliative care that prioritises quality of life, effective symptom management, and respectful family engagement. We support residents' rights to make advance care decisions and will ensure these decisions are documented, communicated, and honoured.
4. Definitions
· Palliative care: Care focused on relieving suffering and improving quality of life for people with life-limiting illness, from diagnosis through death and into bereavement.
· End-of-life care: Care provided in the final weeks or days of life when death is expected.
· Advance Care Directive (ACD): A legally binding document in which a person with decision-making capacity records their preferences and instructions for future care.
· Substitute Decision-Maker (SDM): A person legally authorised to make healthcare decisions on behalf of a resident who lacks decision-making capacity.
· Goals of Care: A documented conversation and plan that articulates what matters most to a resident at a given stage of illness.
5. Procedures
5.1 Early Identification of Palliative Care Needs
· All residents will be assessed for palliative care needs as part of their initial comprehensive assessment and at each significant change in condition.
· The Palliative Care Needs Round tool (or equivalent validated tool) will be used to identify residents who may benefit from a palliative approach.
· Identified residents will be referred to a palliative care specialist or GP with palliative care experience within [X] days.
5.2 Advance Care Planning
· All residents will be offered the opportunity to discuss and document their advance care preferences within [X] days of admission.
· Advance care directives, statements of choices, and goals of care documents will be stored in the resident's clinical file and communicated to the care team.
· Advance care plans will be reviewed following any significant change in the resident's condition or at the resident's request.
· Staff will never override a valid advance care directive. Any uncertainty will be escalated to the Director of Nursing immediately.
5.3 Pain and Symptom Management
· Regular pain and symptom assessment will be conducted using a validated tool (e.g. Abbey Pain Scale for residents unable to self-report).
· Pain and symptom management plans will be documented in the care plan and reviewed at each clinical review.
· Anticipatory medication will be prescribed and available at the bedside for residents in the final days of life, in accordance with the treating GP or specialist's orders.
· Staff will escalate uncontrolled pain or distressing symptoms immediately, at any hour.
5.4 Environment of Care
· A private, comfortable space will be made available for residents at the end of life and their families wherever possible.
· Flexible visiting hours will apply for family members of residents who are actively dying.
· Cultural, spiritual, and religious needs will be identified and accommodated throughout the palliative care journey.
5.5 After-Death Care
· After-death care will be provided respectfully, in accordance with the resident's cultural and religious preferences and documented wishes.
· The family will be notified promptly and sensitively. Staff will offer the family time with their loved one before the body is moved.
· Required notifications (GP, coroner if applicable, relevant authorities) will be made in accordance with state and territory legislation.
5.6 Bereavement Support
· Bereavement information and referral to support services will be offered to families following a resident's death.
· Staff who are affected by a resident's death will be offered debriefing and access to the Employee Assistance Program (EAP).
6. Roles and Responsibilities
	Role
	Responsibility

	Director of Nursing
	Clinical accountability; escalation point for end-of-life decisions; liaison with GP and specialists

	Registered Nurses
	Lead palliative assessment and care planning; administer anticipatory medications; family communication

	Personal Care Workers
	Comfort care; observing and reporting changes; emotional support for residents and families

	Social Worker / Pastoral Care
	Advance care planning support; cultural and spiritual needs; bereavement follow-up

	GP / Palliative Care Specialist
	Medical oversight; prescribing; goals of care conversations


7. Related Policies
· Medication Management Policy
· Consent for Medication Policy
· Incident Management and Reporting Policy
· Consumer Rights, Dignity and Choice Policy
· Cultural Diversity and Inclusion Policy
8. Relevant Legislation and Standards
· Aged Care Act 1997 (Cth)
· Strengthened Aged Care Quality Standards — Standards 1 and 5
· Relevant state/territory Advance Care Planning legislation
· Coroners Act (state/territory applicable)
· Australian Commission on Safety and Quality in Health Care — National Consensus Statement on End-of-Life Care
9. Review and Monitoring
This policy will be reviewed annually or when there is a change in relevant legislation or standards. The Director of Nursing is responsible for the review process.
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