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1. Purpose
This policy establishes [Organisation Name]'s commitment to supporting residents to engage in advance care planning (ACP) as part of their right to self-determination and person-centred care. It ensures that residents' documented wishes are respected and acted upon, particularly during periods of clinical deterioration and at end of life.
2. Scope
This policy applies to:
· All residents receiving care and services from [Organisation Name]
· All staff involved in care planning, clinical care, and resident engagement
· Volunteers, contractors, and allied health professionals working within our services
· Residents' families, carers, and substitute decision-makers
3. Definitions
	Term
	Definition

	Advance Care Planning (ACP)
	A process of reflection and communication about a person's values, wishes, and preferences for future care, particularly if they lose the ability to make or communicate decisions.

	Advance Care Directive (ACD)
	A legally recognised document (varying by state/territory) in which a person records their instructions and wishes for future health care.

	Advance Care Plan
	A non-legally binding document that records a person's values, goals, and preferences for care. It informs — but does not replace — clinical decision-making.

	Substitute Decision-Maker (SDM)
	A person legally authorised to make decisions on behalf of a resident who lacks decision-making capacity. May include a Medical Treatment Decision Maker, guardian, or enduring attorney (varies by state).

	Decision-Making Capacity
	A person's ability to understand information, appreciate consequences, reason through options, and communicate a decision.

	Palliative Care
	An approach that improves quality of life for people with a life-limiting illness, focusing on comfort, dignity, and relief from suffering rather than curative treatment.


4. Guiding Principles
· Every resident has the right to make decisions about their own health care, including the right to refuse treatment.
· Advance care planning is a process, not a single event. Conversations must be offered, documented, and revisited regularly.
· A resident's documented wishes take precedence over the wishes of family members or staff, unless there is a valid clinical reason.
· All staff have a role in recognising and facilitating advance care planning conversations — it is not solely a clinical responsibility.
· Cultural and individual differences in attitudes toward death and dying must be respected and incorporated into ACP conversations.
5. Responsibilities
5.1 Board and Executive Leadership
· Approve and review this policy at least every two years
· Ensure adequate resources are allocated for ACP training and implementation
5.2 Quality and Clinical Manager
· Oversee implementation of this policy across the organisation
· Monitor compliance through internal audit and quality improvement processes
· Ensure ACP documentation is integrated into the resident's care record and accessible in emergencies
5.3 Registered Nurses and Clinical Staff
· Initiate ACP conversations with residents within [X] days of admission
· Document all ACP conversations, outcomes, and completed documents in the resident's care record
· Review ACP documentation at each formal care plan review
· Assess decision-making capacity in collaboration with the treating medical practitioner when required
· Act in accordance with a resident's Advance Care Directive unless there is a valid clinical exception
5.4 All Staff
· Recognise and refer ACP conversations to appropriate clinical staff
· Never pressure, discourage, or dismiss a resident's questions about advance care planning
· Know how to locate ACP documentation in the resident's record
5.5 Residents and Substitute Decision-Makers
· Are encouraged — but never compelled — to engage in advance care planning
· Have the right to change or revoke their ACP documentation at any time while they have decision-making capacity
6. Procedure
6.1 On Admission
1. The admitting nurse or care coordinator provides the resident with written information about advance care planning within [X] days of admission.
2. The resident is asked whether they have an existing Advance Care Directive. If yes, a copy is obtained and filed in the care record.
3. If the resident wishes to commence ACP, they are supported to do so by a qualified staff member or referred to a specialist ACP facilitator.
6.2 Ongoing Review
1. ACP documentation is reviewed at each formal care plan review (at minimum every [X] months).
2. ACP is revisited if there is a significant change in the resident's health status, prognosis, or expressed wishes.
3. The resident is supported to update their ACP documentation at any time.
6.3 Emergency Access to ACP Documents
1. ACP documents must be stored in a clearly identified location within the resident's electronic care record.
2. A summary of the resident's ACP wishes must be accessible to clinical staff responding to emergencies (including after-hours staff).
3. Where a resident does not want resuscitation, this must be clearly documented and a Medical Emergency Plan (or equivalent) completed by the treating medical officer.
6.4 When a Resident Lacks Decision-Making Capacity
1. Identify the legally authorised Substitute Decision-Maker for the resident's jurisdiction.
2. Consult the SDM in accordance with the resident's documented Advance Care Directive where one exists.
3. Where no ACD exists, the SDM makes decisions based on the resident's known values and best interests.
4. Any conflict between an ACD and SDM decision must be escalated to the treating medical officer and, if unresolved, to the relevant state tribunal or authority.
7. Related Policies and Documents
· End of Life and Palliative Care Policy
· Consent Policy
· Privacy and Confidentiality Policy
· Incident Management and Reporting Policy
· Open Disclosure Policy
State/Territory Advance Care Directive Forms: [Insert relevant jurisdiction link]
Advance Care Planning Australia: advancecareplanning.org.au
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