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Part 1: Overview

Purpose

This document provides guidance for Queensland Health (QH) practitioners in relation to the QH Acute
Resuscitation Plan (ARP) for adult patients aged 18 years and over.

Introduction

The introduction of a formal substitute decision-making scheme in the Guardianship and Administration
Act 2000 (Qld) confirmed that ‘Not for Resuscitation’ (NFR) Orders have no legal status and cannot be
relied upon in the absence of other forms of consent to withhold or withdraw medical treatment.

In 2009, NFR Orders in QH services were replaced by a standardised ARP form. The ARP was

developed in consultation with a range of government agencies, including the Queensland Coroners,

public health professionals and health administrators and was developed to promote:

* resuscitation planning commencing earlier to avoid decisions being made in a crisis;

* greater attention to communicating effectively with patients and their families; and

» clearer documentation of the decision-making pathway recorded in a patient’'s medical record, as
required by law.

The ARP is not a legal document, nor does it substitute for legal consent; however, it is a medical order
and if completed provides clinical authority to act on the order when urgent decisions are required.

The QH Director-General has authorised the use of the ARP form in services and facilities that are not
public sector health services or public sector health facilities as defined by the Hospital and Health
Boards Act 2011 (QIld). The updated ARP form now reflects this authority and as of November 2019, an
ARP form can now be used in any health setting in Queensland, including but not limited to:

* public sector health services and facilities;

* private health services and facilities;

* residential aged care and disability facilities;
* general practice and primary care; and

* the patient’s home.

While non-QH organisations can use the ARP form, the ARP form has been developed as a clinical
support tool for use in ‘public sector health services’ and ‘public sector health facilities’. The ARP
includes references to legal considerations, policies, indemnities, procedures and conditions of use
which may apply only to usage in ‘public sector health services’ and ‘public sector health facilities’.
These considerations may or may not apply when using the ARP in non-QH services and facilities, and
independent legal advice or other professional advice is recommended.

As such, while non-QH organisations can use the ARP form, its usage is subject to that service’s policies
and procedures. It is the responsibility of medical practitioners and other health professionals completing
the ARP form or using a previously completed ARP form, without limitation, to independently and
adequately satisfy themselves of all relevant matters to the standards applicable at law.

QH will not take responsibility for the use or consequences of the ARP form in non-QH facilities. To the
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fullest extent permissible by law, QH excludes all warranties, representations and liability in relation to
the use of the ARP form by non-QH facilities.

Scope

These clinical guidelines only apply to:
* QH staff (permanent, temporary and casual) including Queensland Ambulance Staff (QAS); and

* organisations and individuals acting as QH agents (including Visiting Medical Practitioners and other
partners, contractors, consultants and students).

It provides clarification about the practical usage of the ARP form in QH services, its link to advance care
planning (ACP), the legislation regarding withholding/withdrawing life sustaining measures,
administrative processes to support access and use of the ARP form and Hospital and Health Service
(HHS) responsibilities in implementation of the ARP form.

The End-of-life care: Guidelines for decision-making about withholding and withdrawing life-sustaining
measures from adult patients are also available to support health professionals in decision-making about
life sustaining measures.

What is an ARP?

An ARP is a medical order made by a medical practitioner that, if appropriately completed, provides
documentation of:

» discussions regarding life sustaining measures including Cardiopulmonary Resuscitation (CPR) and
ventilation;

» clinical authority for attending clinical teams to act on the order in an acute emergency; and
* treatment that is available and recommended.

The ARP (SWO065 Acute Resuscitation Plan):

* is not a consent form

* is not a legal document and does not substitute for legal consent

* is a medical record designed to document the decision-making pathway around life-sustaining
measures

» provides for consistent documentation of clinical recommendations to provide, withhold or withdraw
medical treatment in an acute emergency

* isintended to prompt discussion with patients and/or their substitute decision-maker/s about
resuscitation planning in the event of an acute event, such as cardiac or respiratory arrest

* should be completed where it can be reasonably expected that an adult patient may suffer an acute
event in the foreseeable future and require resuscitation

* isinitiated and completed by a medical practitioner and is authorised by the most senior medical
practitioner available

* requires consideration of a person’s existing ACP discussions and documents, and can also trigger
initiation and review of ACP documents

* can be ‘active’ for (i) this admission/attendance, (ii) until a specified date (not longer than 12 months)
or (iii) for 12 months
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* should be reviewed clinically for its applicability and appropriateness at each admission, or every 12-
months, whichever is sooner to ensure it remains relevant and clinically appropriate

* can be used in non-acute clinical situations to inform the consent process to provide/
withdraw/withhold medical treatment

e can be used in an acute emergency without consent, unless there is a known objection to the
provision/withholding/withdrawing of medical treatment by the person.

Triggers to complete an ARP

Resuscitation planning in these guidelines refers to advance discussions regarding actions to be taken
for a patient in the event of organ failure, more specifically a cardiac and/or respiratory arrest. In all
instances this will involve consideration of CPR. However, other life-sustaining measures may also be
appropriate in acute settings, depending upon the circumstances.

Resuscitation planning should occur as part of the ACP process. People approaching end-of-life care
have a right to be informed of clinically appropriate and available treatment options and to have their
views and wishes for care respected, including choices for resuscitation.

Preferably, patients should be able to express views, wishes and preferences regarding end-of-life care
when their health is stable, and they have time and capacity to contemplate such matters. Sharing of
ACP wishes with substitute decision-makers and medical practitioners involved in the person’s care can
avoid decisions being made on their behalf without knowing what they would have wanted.

Initiation of an ARP is intended for those patients who are at risk of cardiac and/or respiratory arrest in
the foreseeable future, and/or death can reasonably be expected within 12 months.

Triggers that suggest a person may benefit from an ARP include:

* the “surprise question”- Would | be surprised if the person were to die in the next year?

* the person is experiencing symptoms and signs that indicate declining general health

* the person is experiencing indicators of decline related to their specific disease or conditions
* the person, family member or carer raises resuscitation planning with a health professional.

The Queensland Health ACP Quick Guide includes prognostic indicators and can help to identify those
who may benefit from ACP or resuscitation planning.

In anticipation of the patient’s deteriorating condition, discussions about end-of-life decision making are
best initiated as soon as practicable. This supports identification of unmet needs and preferences,
guides medical treatment plans and provides a decision pathway for members of the health care team in
the case of an acute emergency.

A discussion of the overall treatment plan should include what can/cannot be provided within the limits of
medicine, be open, honest and sensitive; appropriate to the patient’s condition; and address consenting
requirements.
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Who can complete an ARP?

The most senior medical practitioner available should complete and sign the ARP form. In very limited
circumstances (e.g. in remote communities), it may be appropriate for a more junior medical practitioner
or other health professional to complete the form. In these circumstances, the ARP form must be
authorised by the most senior medical practitioner available (by phone, fax or email). Details of the
authorising medical practitioner must be recorded on the ARP form. Note that this carries an element of
risk.

When completing an ARP:
* the form should be discussed with the person/substitute decision-maker(s) in the context of the
person’s prognosis, goals of care and treatment choices

* Translator Interpreter Services should be engaged when the person’s English skills are assessed
to be inadequate to properly understand the situation or participate in the conversation, the person
has a Queensland Government interpreter card, or the person requests an interpreter

* Indigenous Health Workers should be engaged for discussions with Aboriginal and Torres Strait
Islander persons to support cultural needs

» all attempts should be made to support communication with people who have physical, intellectual
or cognitive impairments including:

— providing information in a format that can be easily understood by the person
— allowing for informal assistance from family and friends

— arrange an interpreter (for a person who is deaf for example) or another suitable person (for
example a speech pathologist for a person with communication difficulties) to assist with
communication

— recognising and accommodating supported decision-making representatives (both formal and
informal).
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Part 2: The ARP form

ARP components

The SW065 ARP form is comprised of a:
¢ Quick Guide, and

* ARP Form containing six sections:
Clinical assessment

Capacity assessment
Resuscitation management plan
Patient choices

o bk wnNE

Consenting details
6. Clinician authorisation.

The following sections provides information about each of these components and guidance for ARP
usage.

Quick Guide

The Quick Guide is a tear-off section attached to the ARP form that assists medical practitioners to
complete the form. It contains:

e aset of instructions that can be used to complete the form,

* important general information about communicating with patients, legal considerations, capacity and
patient objections including a flowchart for withholding and withdrawing life-sustaining measures.

Medical practitioners should be familiar with the Quick Guide before completing an ARP.

ARP form

The introduction/disclaimer on the ARP form reminds the user that:

» clinical assessment and appropriate treatment options should be guided by good medical practice
(see Box 1), which include discussions with the patient and/or their substitute decision-maker(s) (see
Box 2)

* the ARP has been developed as a clinical support tool for use in ‘public sector health services’ and
‘public sector health facilities’ as defined by Hospital and Health Boards Act 2011 (QIld) and it includes
references to legal considerations, policies, indemnities and conditions of use which may only apply in
public sector health services and public sector health facilities and a disclaimer in relation to use of
the ARP form by non-QH services which requires non-QH services to independently and adequately
satisfy themselves of all relevant matters to the standards applicable at law

* the Quick Guide contains important information and should be read prior to completing the form

* section content can be cross referenced with the progress notes if there is insufficient room on the
ARP form to record information.
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Clinical assessment and appropriate treatment options should be guided by good medical practice, which
includes discussions with the patient and/or their substitute decision-maker(s).

« This ARP form has been developed as a clinical support tool for use in ‘public sector health services’ and ‘public sector health
facilities’ as defined by Hospital and Health Boards Act 2011 (Qld). This ARP form includes references to legal considerations,
policies, indemnities, procedures and conditions of use which may apply only to usage in ‘public sector health services’ and
‘public sector heailth facilities'. For usage in other services and facilities, these considerations may not apply and/or other
considerations may apply, for which independent legal advice or other professional advice is recommended. While usage of the
ARP form by other services and facilities is authorised by Queensland Health, it is the responsibility of medical practitioners and
other health professionals completing this ARP form or using a completed ARP form, without limitation, to independently and
adequately satisfy themselves of all relevant matters to the standards applicable at law. To the fullest extent permissible by law,
Queensland Health excludes all warranties, representations and liability in relation to the use of this ARP form.

* The Quick Guide attached to this form contains important information and should be read prior to completing the form.
« |f there is insufficient room on this form to record information, please cross-reference with the progress notes.

Box 1: Good medical practice is good medical practice for the medical profession in Australia having
regard to—

a. the recognised medical standards, practices and procedures of the medical profession in
Australia; and

b. the recognised ethical standards of the medical profession in Australia.
Guardianship and Administration Act 2000, Schedule 2, 5B.

Box 2: Substitute decision-maker(s)

A person appointed or identified by law to make substitute decisions on behalf of a person whose
decision-making capacity is impaired. Substituted decision-making comes into effect when consent is
required to provide health care to an adult with impaired capacity. The Guardianship and
Administration Act 2000 (s. 66 — Adult with impaired capacity-order of priority in dealing with health
matter) provides a priority list of substitute decision-makers when consent is required:

1. avalid Advance Health Directive
2. Tribunal-appointed Guardian
3. Attorney appointed under most recent enduring document (e.g. an Enduring Power of Attorney)
4. the person’s statutory health attorney
5. the Public Guardian.
More than one substitute decision-maker may be appointed under an enduring document.
There are essentially three categories of substitute decision-makers:

* substitute decision-makers chosen by the person (e.g. one or more attorneys appointed under a
statutory advance health directive or enduring power of attorney)

» substitute decision-makers assigned to the person by the law in the absence of an appointed
substitute decision-maker, (e.g. statutory health attorney which could be a family member or carer
or close friend)

* substitute decision-makers appointed for the person (e.g. a guardian appointed by a guardianship
tribunal).
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Section 1: Clinical assessment
This section of the ARP:

* records details/assessment of relevant medical conditions relating to the patient’s physical and mental
health
* may include clinical reasons why resuscitation planning is necessary, or reasons why the patient is
suitable for cardiopulmonary resuscitation (CPR) or not.
1. Clinical assessment

Record details/assessment of relevant medical conditions relating to the patient’s physical and mental health. This section
may include clinical reasons why resuscitation planning is necessary.

Note:

* If there are doubts or uncertainties about the patient’s medical condition, a second opinion should be
obtained.

* |If there is insufficient room on the form to record all relevant details, information can be cross-
referenced in the patient’s medical record.

* Any discussions held with the patient and/or their substitute decision-maker(s) about the patient’s
medical status should also be recorded in this section.

Section 2: Capacity assessment
This section of the ARP:

* is where details about a patient’s capacity and whether they have the capacity to consent to, or
refuse, medical treatment are recorded (see Box 3).

2. Capacity assessment

|:| | believe that the patient has capacity® to consent to and/or refuse medical treatment.

|:| | believe that the patient does not have capacity to consent to and/or refuse medical treatment.
If there is a change in capacity, this form must be reviewed.

Details of assessment:

* & patient with capacity can understand information about their medical treatment and trestment options, weigh up the benefits, risks and burdens of each choice and
freely and voluntarily maks and communicate a decision. Refer to QH Withholding and withdrawing life-sustaining messures clinicel guidelines for further information.

Note:

 If the patient has capacity, it is not mandatory to document the ‘Details of assessment’. However,
there may be circumstances where it is appropriate, such as where there is potential for fluctuating
capacity. If there has been any dispute over a patient’s capacity, or if a second opinion has been
sought, it may be appropriate to note this in this section of the ARP. It may also be useful to note the
method of capacity assessment that was used.
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» [f there are doubts or uncertainties about the patient’s capacity for decision-making (e.g. fluctuating or
episodic capacity), seek a second opinion or a review by a specialist such as a geriatrician,
psychiatrist or psychologist.

Further information can be found in Section 1.4 Capacity of the End-of-Life care: Guidelines for decision-

making about withholding and withdrawing life-sustaining measures from adult patients.

Box 3: Capacity for a person, for a matter, means the person is capable of:
1. understanding the nature and effect of decisions about the matter, and
2. freely and voluntarily making decisions about the matter, and
3. communicating the decisions in some way.

Guardianship and Administration Act 2000, Schedule 4

Section 3: Resuscitation management plan
This section of the ARP:

* records the medical treatment and care that should and should not be provided

* records the date(s) where further documentation is available in the progress notes of the patient’s
medical record

» the ‘Provide’ and ‘Do not provide’ free text boxes indicate if CPR is clinically appropriate.

3. Resuscitation management plan

If an acute deterioration or critical event ocours, it is clinically indicated to:
Provide e.g.venfilation, IV fluids, supporfive therspies

Mot provide e.g. defibrillation, intubation, antibictics

There is further documentation in the |
progress notes on the following dates:

If a cardiac or respiratory amest occurs, it is clinically appropriate to:

[1Provide []Do not provide
A decision not to provide CPR does not limit other freatment or care

Acting on the Resuscitation management plan: if this section differs from section 4 (Patient choices),
follow an appropriate dispute resolution process [see Quick Guide). If the dispute remains unresolved, or
this section is incomplete or unclear when a resuscitation decision is required, attending clinicians
should exercise their clinical judgement based on the circumstances, and document this.

Note:

* The Resuscitation management plan represents what is clinically appropriate in an acute emergency.
This authority is intended for use by attending teams and should give clear direction to staff who are
present if the patient arrests (or in the event of an acute deterioration).
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* |f the Resuscitation management plan is incomplete or unclear at the time of an acute deterioration,
attending clinicians must exercise their clinical judgement in accordance with good medical practice,
document what they did and why and be prepared to stand by that decision.

» Life sustaining measures can be withheld or withdrawn in an acute emergency without consent,
unless there is a known objection to the withholding and withdrawal by the person (see Box 4). In
such cases, clinicians must document what they did and why, and be prepared to stand by this
decision. Where time permits, second opinions in these circumstances are highly recommended.

* Itis important to recognise that a direction to not provide CPR does not mean ‘do not provide any
treatment’. Completion of this section does not exclude the provision of other medical interventions
and treatments which are not specifically mentioned. For example, it is always appropriate to provide
medication and other therapies to manage pain, suffering and discomfort, even if they are not
mentioned on the ARP form e.g. palliative therapies, management of pain, suffering and discomfort).

In an emergency, good medical practice and clinical judgement must always prevail.

Box 4: 63A Life-sustaining measure in an acute emergency:

1. A life-sustaining measure may be withheld or withdrawn for an adult without consent if the
adult’s health provider reasonably considers—

a. the adult has impaired capacity for the health matter concerned; and

b. the commencement or continuation of the measure for the adult would be inconsistent with
good medical practice; and

c. consistent with good medical practice, the decision to withhold or withdraw the measure
must be taken immediately.

2. However, the measure may not be withheld or withdrawn without consent if the health provider
knows the adult objects to the withholding or withdrawal.

3. The health provider must certify in the adult’s clinical records as to the various things enabling
the measure to be withheld or withdrawn because of this section.

4. For this section, artificial nutrition and hydration is not a life-sustaining measure.
Guardianship and Administration Act QLD 2000, section 63(a)

Section 4: Patient choices
This section of the ARP:

* records patient views, wishes and preferences about their end-of-life care, e.g. CPR, pain
management options, living and visiting arrangements, spiritual and/or cultural support

* the ‘tick boxes’ should be completed to indicate patient participation in ACP, and any existing
document details e.g. Advance Health Directive (AHD), Statement of Choices (SoC) (see Box 5).
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4. Patient choices

The patient has the following views and wishes about their end-of-life care: (e.g. CPR, pain management cptions, living and
visiting arrangements, spintual and/or cultural support). Discuss the views and wishes of patients who have impaired capacity
with their substitute decision-maker(s). Record the dates and times of discussions.

Has the patient participated in advance care planning? |:| Yes |:| No

Provide details:

Note:

¢ |f there is insufficient room on the form to record all relevant details, information can be cross-
referenced in the patient’s medical record

* A patient with capacity is entitled to refuse medical treatment, even if their decision is not agreed to by
any other person, is inconsistent with good medical practice and will result in their death or cause it to
happen sooner

* Where patients feel strongly about treatment and care at the end-of-life, they should be encouraged
to complete an AHD as part of their ACP

* A patient may have already completed an AHD. Any inconsistency between a valid AHD and the
patient’s stated choices will need to be resolved with the patient and/or their potential substitute
decision-maker. If the patient does not have capacity, their valid AHD takes precedence, but this
should be discussed with their substitute decision-maker

* Where the patient has or regains capacity and expresses decisions contrary to what is recorded in
their AHD, they should be encouraged to review their AHD

* A SoC may exist for the patient. The SoC may be used to guide decision-making but must not be
relied upon for consent as it is not a legally binding document, unlike an AHD

* Refer to Consenting details (Section 5, ARP) for the order of priority in dealing with a health matter if
a person has impaired capacity.
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Box 5: ACP Tracker in The Viewer

The ACP Tracker enables information regarding ACP of the patient to be shared and available to
other clinical staff at all QH sites to enable continuity and progression of ACP and patient care.

ACP documents uploaded by the Office of ACP are accessible by clicking on the ACP Tracker icon in
The Viewer. QH clinicians can add comments into the ACP Tracker about ACP discussions, review
existing documents, completion of ACP documents, or approaches about ACP that have been
declined. To alert clinicians about ACP document issues, where relevant, the Office of ACP also
adds comments to the ACP Tracker.

When completing Section 4:

* check the ACP Tracker for existing ACP documents/comments

* add comments to the ACP Tracker about ACP discussions/review/completion/declines

* request patient/substitute decision-maker(s) show current ACP documents not on The Viewer
* retain a copy of the ACP document on the local medical record as per local policy

* send a copy of ACP documents that are not on The Viewer to the Office of ACP via:

Email: acp@health.qgld.gov.au Fax: 1300 008 227

Post: PO Box 2274, RUNCORN, QLD 4113

ACP Documents that can be uploaded to The Viewer

Advance Health A legal document which provides directions about future health care if the
Directive (AHD) person has impaired capacity. It can also be used to appoint an attorney
(substitute decision-maker) for health and personal matters.

Queensland Civil and A legal document which sets out the decision made by QCAT to appoint a
Administrative Tribunal  substitute decision-maker (Guardian and/or Administrator) in accordance

(QCAT) Decisions with the provisions of the Guardianship and Administration Act 2000.
Enduring Power of A legal document used to appoint attorney(s) (substitute decision-maker)
Attorney (EPOA) for health/personal matters and/or financial matters

Revocation documents  Legal documents used to revoke an enduring document

Statement of Choices A values-based document that records a person’s wishes, choices and

(SoC) preferences for health care. Although the Statement of Choices is not
included in Queensland legislation, the content can still have guiding effect
by assisting substitute decision-makers and clinicians to plan treatment
and care if a person is unable to communicate their choices.

* Where a patient’s choices differ to the recommendations of the health care team (that is, what has
been indicated in the Resuscitation management plan), this could represent a recognised objection
under the law, even in an acute emergency (see Box 6). In these situations, the laws in Queensland
require thorough documentation of the decision-making pathway.

e The patient choices section should also be used to initiate or escalate any discussions or counselling
about resuscitation planning if the choices of either the patient (if they have capacity) or their
substitute decision-maker(s) (if the patient has impaired capacity) differ from the clinical decision
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about the appropriateness of resuscitation. In these situations, involvement of all members of the
healthcare team is recommended.

* |f need be, a new ARP can be initiated as the health care team works through and resolves
communication issues. The current ARP form and voided ARP forms should be able to ‘tell the story’
about how the healthcare team has attempted to address any conflict situations that arise.

* Figure 1 shows the effect of objection by patient to the withholding/withdrawing of Life sustaining
measures.

Box 6: Patient Objections
Object, by an adult, to health care means—
a. the adult indicates the adult does not wish to have the health care; or

b. the adult previously indicated, in similar circumstances, the adult did not then wish to have the
health care and since then the adult has not indicated otherwise.

Example—

An indication may be given in an enduring power of attorney or advance health directive or in another
way, including, for example, orally or by conduct.

Guardianship and Administration Act 2000, Schedule 4

The law recognises that a person can object to life-sustaining measures being provided, withheld or
withdrawn. QH’s position is that direct knowledge of an objection is required from the patient, rather than
hearsay (e.g. from a family member). The patient’s objection should have been expressed directly to the
treating medical practitioner as close as possible to the acute deterioration or event.

For example, it may not be appropriate for members of the health care team to try to establish the
authenticity of ‘hearsay’ in acute emergency situations while attempts are being made to save the life
and health of the patient. For the withholding or withdrawal of medical treatment, an objection may be
expressed by the patient as a verbal request to “do everything” or “keep me alive” or “don’t let me die”,
or by their conduct, or in formal terms through an AHD.
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Figure 1: Effect of objection by patient to withholding or withdrawing life-sustaining measures

Emergency

-Objection = demand for (potentially
futile) treatment

-Patient cannot demand clinically
inappropriate treatment

- Discuss with patient, if ime permits

- Consider frial of treatment if
consistent with GMP

- Provide treatment at discretion OR
withhold/withdraw LSMs in best
interests of patient

Capacity

Non-emergency

- Time to manage objection

- Discuss with patient

- Patient cannot demand clinically
inappropriate treatment

- Commence dispute resolution, including:

second opinion, family conference,
referral to facility executive/management

- Doctors cannot override patient's
known objection. Need consent from
SDM (legal position)

- All reasonable efforts should be
made to obtain consent from SDM
- If consent cannot be obtained in
time, or SDM demands clinically
inappropriate treatment (futile),
withhold [ withdraw medical
treatment if consistent with GMP
(policy position)

Impaired capacity

- Time to manage objection
- Objection can be over-ridden by doctors
on grounds the patient:

» has no/minimal understanding of what
is involved; and

» will suffer temporary or no distress
- Need consent from SDM to withhold/
withdraw treatment
- If SDM refuses consent or demands
clinically inappropriate treatment,
commence dispute resolution processes

GMP = Good Medical Practice, SDM = Substitute Decision-Maker, LSM = Life Sustaining Measure.

Note: Only consider a trial of treatment that is consistent with Good Medical Practice (GMP). This does
not mean automatically trialling emergency treatment unless it is consistent with GMP (see Box 4).

Dispute resolution

When patient choices differ from the medical practitioner's assessment and/or Resuscitation
management plan, a dispute resolution process should be initiated, as circumstances permit:

* Medical practitioners are not obliged to offer nor provide medical treatment that has no benefit, would

cause harm and would, in all reasonable respects, be considered futile.
If patients and/or their families request choices for treatment that do not meet the standards of good

medical practice, medical practitioners must make all efforts (including involvement of counsellors, if
this is appropriate) to inform the patient and/or the family of the risks involved, why the treatment will
not be in the patient’s best interests, and what treatment and care is clinically appropriate for the

patient.

Depending upon the urgency of decisions required at the time, it may also be appropriate to allow

more time and arrange further family discussions/conferences for the patient and/or their family to

come to terms with the gravity of decisions around withholding or withdrawal of life-sustaining

measures.

If, despite all efforts to resolve the conflict, the situation fails and requests for inappropriate and/or
unwanted treatment continue, the medical practitioner must:

— seek a second opinion from and/or involvement of an experienced clinician, as circumstances

permit

— refer the matter to Executive, or hospital management, as soon as practicable, as per local

arrangements.
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* where the patient lacks capacity, if the medical practitioner believes the substitute decision-maker(s)
are not adhering to the Health Care Principle, a decision is required and reasonable attempts by the
hospital to resolve the matter have been unsuccessful, the Public Guardian can be contacted to
consider further action, or to make the decision, if it is not an emergency situation.

* In dispute circumstances, it is vital that clear and detailed documentation occurs at all stages of all
discussions held.

* |f the dispute remains unresolved despite reasonable attempts, and the patient suffers an acute
deterioration, attending clinicians should exercise their clinical judgement based on the
circumstances, and document the decision-making pathway. Except in acute emergency situations,
consent is required to withhold or withdraw life-sustaining measures.

See Section 1: Leqislative Framework and Section 2.6: Disputes of the End-of-Life care: Guidelines for

decision-making about withholding and withdrawing life-sustaining measures from adult patients for
more information.

When the patient’s choices disagree with the medical opinion:
Tips following discussions with the Queensland Coroners Court

What should the attending team do in situations where the Resuscitation management plan indicates
“DO NOT PROVIDE CPR”, and the ARP (and/or medical record) also contains evidence of efforts
made to resolve the dispute?
1. If there is time, escalate the matter to more senior medical practitioners or to hospital
administration, as guided by local practice.

2. If there is no time, the attending team must exercise clinical judgement based on the “acute
emergency” circumstances. This may involve choosing to follow the instruction in the
Resuscitation management plan in the knowledge that the dispute remains unresolved.

3. If the patient’s death is reportable, the Office of the State Coroner has indicated that it will be
looking for the appropriateness of the clinical decision-making and best efforts made to resolve
the dispute in the circumstances — all recorded (or cross referenced) on the ARP. In other
words, the relevant Coroners would be looking for evidence of appropriately completed ARPs,
where they apply and where there has been time to complete one.

4. There is strictly no suggestion from the Office of the State Coroner that an inability to obtain
consent requires the attending team to compromise the standards of good medical practice by
providing “futile” life-sustaining measures causing harm to the patient.

5. Good medical practice and clinical judgement should prevail in all circumstances, which
includes obtaining consent and documenting all stages of decision-making, with the medical
practitioner in charge being prepared to stand behind their decision/s.

Section 5: Consenting details
This section of the ARP form:

* records consenting details for the patient Resuscitation management plan, irrespective of the patient’s
capacity

* the ‘tick boxes’ should be completed to indicate the existence of formal decision-making documents
(see Box 7 and 8) or statutory health attorney (see Box 9)
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records the details of the substitute decision-maker(s)

records the dates and times of discussions held with, and consent obtained from, the patient and/or
substitute decision-maker(s).

5. Consenting details

Complete this section, irrespective of the patient’s capacity. | Record the dates and times of discussions held with, and consent

Patients with capacity can provide their own consent. For obtained from, the patient andfor substitute decision-maker(s).
patients with impaired capacity, consent must be obtained Cross reference with the progress notes.
from a substitute decision-maker(s), in the order below. Details of consenting discussions:
The patient has:
1 Advance Health Directive (AHD) [JYes [ No
2 Tribunzl-appointed Guardian D Yes |:| Mo

(see 5. below)
3 Attorney(s) for hezalth matters under D Yes |:| Mo
Enduring Power of Attorney or AHD
4 Statutory Health Attorneyt D Yes |:| No
5 If no to all, The Public Guardian can be contacted for
consent for further discussions about withholding andfor
withdrawing life sustaining measures.
Wisit www publicguardian.gld.gov.au
Name/details of substitute decision-maker(s): (e.g.
relationship to patient, phone number, location of onginal AHD)

t A statutory health attorney is, in the following order: a spouse (including de facto
and same sex partners) in 8 continuing relstionship, an sdult who has care of the
perzon (not & paid carer), an adult who is a close friend or relation (not & paid carsr).
i5. 53 Powers of Atformey Act 1998)

Note:

The ARP form is not a consent form.

It is the position of QH that there is no legal, ethical or practical requirement for patients and/or the
substitute decision-maker(s) to sign the ARP form.

A properly completed ARP form provides documented evidence of discussion outcomes with a patient
or their substitute decision-maker(s) concerning end-of-life care/life sustaining measures.

Except in emergency situations, consent must be obtained to act on the Resuscitation management
plan (see Figure 2). This may involve dispute resolution.

Consent from a patient or their substitute decision-maker(s) can be verbal and must be documented
in the notes and cross-referenced in the ARP.

Under the guardianship scheme in Queensland, all patients who lack capacity have a substitute
decision-maker(s). Sometimes there can be more than one substitute decision-maker(s). If there is no
appointed guardian, attorney or statutory health attorney (see Box 8) available, the Public Guardian
becomes the statutory health attorney and can be contacted to represent the patient's best interests.

Consent should be obtained from the patient/their substitute decision-maker(s) as close as possible to
an expected acute deterioration or event. If consent is obtained earlier (e.g. in another care setting, a
patient’s home), the attending medical practitioner must be satisfied that the consent remains valid.

Anything recorded in an ARP for a patient who holds enduring legal documents (such as a valid AHD
or EPOA) should reflect the choices documented in these formal documents. However, AHDs do
have some limitations. For example, the directions in an AHD must relate to the clinical situation at
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the time a decision is required. Also, if the directions in an AHD are uncertain or inconsistent with the
standards of good medical practice, medical practitioners may override them, even though they are a
legal document. It is vital that the reasons for overriding AHDs are thoroughly documented, and the
medical practitioner is prepared to stand behind that decision, if required to do so. For further
information, see Section 1.5.5 Deciding not to follow an AHD of the End-of-Life care: Guidelines for

decision-making about withholding and withdrawing life-sustaining measures from adult patients for
more information.

Figure 2: Flowchart Withholding and Withdrawing Life-Sustaining Measures

ASSESS, DISCUSS,_PLAN CONSENT*
> ( CONSENT IS ALWAYS REQUIRED

- = " Es
(Adutt patient HAS capacity }

NO CONSENT IS NOT REQUIRED
YES Provided no known objections to the
withholding/withdrawing of medical treatment

¥
Clinical decision
is made to withhold
andior withdraw life-
sustaining measures®

Acute
Emergency

NO

CONSENT IS ALWAYS REQUIRED me:

Cansent can be obtained through the provided

Non-Acute YES following, in order of priority: a

Clinical 1. The patient’s valid Advance Health Directive

Situation 2_Tribunal-appointed Guardian

3. Attorney appainted under most recent

Provide active treatment enduring document

according to good medical practice 4. The patient's statutory health attorney

(includes obtaining consent) 5. Public Guardian

* &1l decisions o withhold or withdrew medical treatment must be besed on geod medical peectice, and do not exclude the peovision of ather medicel intervertions and palliative therapies.

*CONSENT IS Al WAYS REQUIRED IF THE DECISION IS TO WITHHOLD AND/OR WITHDRAW ARTIFICIAL HYDRATION ANDYOR NUTRITION
IF CONSENT CANNOT BE OBTAINED, OR IF THERE IS A DISPUTE, CONTACT THE PUBLIC GUARDIAN ON 1300 753 624

NO

DOCUMENT
IN3ANND0Aa

See Appendix 2: Consent flowcharts for providing healthcare and withholding/ withdrawing life-sustaining
measures for more information.

Box 7: Citing of decision-making documents

Citing of formal decision-making documents i.e. AHDs, EPOAs, QCAT Decisions (Tribunal appointed
guardians for health care) is required to confirm their directions and terms.

When completing Section 5:
* check the ACP Tracker (in The Viewer) for existing ACP documents/comments
* add comments to the ACP Tracker about ACP discussions/review/completion/declines

* request patient/substitute decision-maker(s) show current ACP documents that are not on The
Viewer

* send a copy of ACP documents not on The Viewer to the Office of ACP for upload to The Viewer
* retain a copy of the ACP document on the local medical record as per local policy.
Non-statutory ACP documents should also be cited.
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Box 8: Adult with impaired capacity—order of priority in dealing with a health matter

1. If an adult has impaired capacity for a health matter, the matter may only be dealt with under
the first of the following subsections to apply.

2. If the adult has made an advance health directive giving a direction about the matter, the matter
may only be dealt with under the direction.

3. If subsection (2) does not apply and the tribunal has appointed one or more guardians for the
matter or made an order about the matter, the matter may only be dealt with by the guardian or
guardians or under the order.

Note—

If, when appointing the guardian or guardians, the tribunal was unaware of the existence of an
enduring document giving power for the matter to an attorney, see section 23 (Appointment without
knowledge of enduring document), particularly subsection (2).

4. If subsections (2) and (3) do not apply and the adult has made one or more enduring
documents appointing one or more attorneys for the matter, the matter may only be dealt with
by the

5. attorney or attorneys for the matter appointed by the most recent enduring document.

6. If subsections (2) to (4) do not apply, the matter may only be dealt with by the statutory health
attorney.

7. This section does not apply to a health matter relating to health care that may be carried out
without consent under division 1.

Guardianship and Administration Act 2000 (QId), section 66.

Box 9: Statutory Health Attorney definition
1. For a health matter, an adult’s statutory health attorney is the first, in listed order, of the
following people who is readily available and culturally appropriate to exercise power for the
matter—
a. a spouse of the adult if the relationship between the adult and the spouse is close and
continuing;
b. a person who is 18 years or more and who has the care of the adult and is not a paid carer
for the adult;
c. aperson who is 18 years or more and who is a close friend or relation of the adult and is not
a paid carer for the adult.
Note—

If there is a disagreement about which of two or more eligible people should be the statutory health
attorney or how the power should be exercised, see the Guardianship and Administration Act 2000,
section 42 (Disagreement about health matter).

2. If no-one listed in subsection (1) is readily available and culturally appropriate to exercise power
for a matter, the public guardian is the adult’s statutory health attorney for the matter.

Powers of Attorney Act 1998 (Qld), section 63
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Section 6: Clinician authorisation
This section of the ARP records:

» the time period the ARP is active for i.e. this admission/attendance, until a specified date (not longer

than 12 months) or for 12 months.

* the details of the medical practitioner/health professional completing the form including their name,
role and qualification, best contact number and practice/facility name.

* the authorising senior medical practitioner’'s name (if required).

e recommendations for review

* other clinicians involved in the development of the ARP form and/or provided with a copy.

6. Clinician authorisation

This ARP form remains active:
D For this admission/attendance

[ ] Until date: ! / {Not longer than 12 months)

D For 12 months

In all cases, review of an ARP on re-admission/attendance is
preferred.

Medical practitioner / health professional completing this form:

Signature: Date:

Practice / facillity name:

Recommendations for review, if circumstances have changed:
(e.g. will the ARP apply during planned surgery or following trial of treatment?)

Other clinicians involved in the development of this
ARP form and/or provided with a copy: (e.g. emergency
department team, surgical team, palliative care service, GPs,
allied hezlth and nursing professionals, QAS paramedics)

Role and qualification:

Best contact number:

Authorising senior medical practitioner's name®, if applicable:

Note:

* If required, the suthorising medical practitioner will be 8 more experienced senior
medical praciitioner/consultant and must be involved in all decisions to withhald ¢
withdraw medical treatment.

* Active ARP forms have a maximum lifespan of 12 months.

* The best contact phone number of the authorising medical practitioner must be recorded to enable
other clinicians and QAS paramedics access to the most current medical advice about the patient.

* Contact with the patient's GP when completing an ARP may provide additional information/ advice.

* A complete ARP provides clinical authority to act on the instructions documented on the form in an

acute emergency.
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Part 3: Completion, administration and quality assurance

Required criteria for a completed ARP

A completed ARP SWO065 form requires the authorising clinician to ensure that the following is met.

Content Criteria

The ARP

Is an original form or is an authentic copy of a completed original form
Is legible

Section 1:
Clinical assessment

Details/assessment of relevant medical conditions are recorded

Section 2:
Capacity assessment

A box indicating patient capacity is ticked
If patient does not have capacity, the details of assessment are recorded

Section 3:

Resuscitation
management plan

Clinically indicated treatment to provide/not provide in an acute
deterioration or critical event is recorded

Dates of further documentation in medical records/progress notes added

Section 4:
Patient choices

Dates and times of discussions held with the patient and/or their
substitute decision-maker(s) regarding views, wishes and preferences
about end-of-life care are recorded

Patient ACP documents are recorded

Section 5:
Consenting details

Substitute decision-maker(s) details - first name, surname, best contact
phone number and their relationship to the patient (if applicable) are
recorded

Dates and times of consenting discussions held with the patient and/or if
applicable, their substitute decision-maker(s)

Date and time of health care consents (documented in the medical
records /progress notes) obtained from the patient and/or their substitute
decision-maker(s)

Section 6:
Clinician authorisation

Time period the ARP form is active is recorded

Medical practitioner/health professional has recorded their first name,
surname, best contact phone number and signed and dated the ARP
form

If applicable, an authorising senior medical practitioner’s name is
recorded
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Review of an ARP

It is the responsibility of all health facilities/services in receipt of the patient's ARP form to:

1. verify that the ARP form is active, applicable to the patient's current situation and correctly
completed (see Box 10); and

2. verify that the consenting details documented on the ARP form are current; and
3. ensure the ARP form is prominently stored/located in the patient’'s medical record.

It is best practice for QH facilities to rely on an original ARP form. However, if a copy of the patient's ARP
form is received by a health facility / service, the requirement to verify that the ARP form is active,
applicable to the patient’s current situation and correctly completed must include an assessment of the
authenticity of the copy of a completed ARP form.

Enquiries and actions to ascertain the clinical applicability of the copy of the completed ARP form must
be thoroughly documented.

If there is any doubt as to the clinical applicability or authenticity of a copy of the ARP form, QH clinicians
should treat the ARP form as if it were not properly signed or authorised. That ARP form should not be
relied upon, should be marked as void and a new ARP form should be completed for the patient, if
resuscitation planning is appropriate.

The most senior registered medical practitioner, at the earliest and most appropriate opportunity,

must review a patient’s ARP form. This includes:

* when a patient presents to a QH service with an ARP form (original or authentic copy) completed in a
non-QH facility or another QH facility on admission to a QH service

* following an attendance by Queensland Ambulance Service (QAS)

 if the patient regains capacity for decision-making, changes their preferences for resuscitation, has
changes to personal circumstances (e.g. a different substitute decision-maker), health status or
nature of intended health care or outcome. This could include surgical interventions, which should be
discussed with the relevant surgeon/anaesthetist.

Note: for some patients (e.g. palliative patients or patients with chronic illnesses and significant co-
morbidities), revisiting resuscitation planning discussions on each admission may be unduly
distressing and inappropriate.
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Box 10: An ARP may be active:

 for this admission/attendance

* until a specified date (not longer than 12 months)

e for 12 months.

If the ARP is active, applicable to the patient’s current situation and appropriately completed it
provides clinical authority to act upon directions on the form. Provided that QH medical practitioners
comply with QH policies regarding End of Life Care in good faith, seeking legal protections and
indemnity would fall within scope of the Indemnity for Queensland Health Medical Practitioners
12(QH-POL-153) or the Queensland Government Indemnity Guideline for other Queensland
Health/HHS/QAS staff. Both policies require employees to be working in their official duties, at the
direction of Queensland Health and that employees have acted in good faith and without gross
negligence and may be indemnified for the costs of legal representation in civil proceedings, inquiries
or investigations. The indemnity policies do not apply to those who are not engaged by Queensland
Health.

When acting on an ARP, all attending clinicians must exercise their clinical judgment.

If the ARP form is lapsed, not fully completed, signed or authorised, or there is dissent about the
Resuscitation management plan, and decisions are required urgently, attending clinicians must
exercise their clinical judgement in accordance with good medical practice. This will require
documentation in the medical records in accordance with s63A of the Guardianship and
Administration Act 2000.

* Only ONE active ARP form should exist for a patient and be placed at the front of the patient’s
medical record, to limit the potential for confusion between multiple copies.

* An ARP completed on a previous version of the ARP form remains active as indicated, up to a
maximum of 12 months.

* Amendments and changes cannot be made on a copy of the patients active ARP form—a new
one must be completed.

» All photocopied, lapsed or voided ARP forms should be filed in another part of the patient’s
medical record, as per local practice.

If the ARP review identifies the ARP is active, applicable to the
patient’s current situation and correctly completed
* Document the outcomes of the ARP review in the patient’s medical record/progress notes.

* Add the date of the medical record/progress note entry into the ARP Section 3 Resuscitation
management plan section about further documentation in progress notes.

Note: In this situation, the ARP form remains active for the time period specified in Section 6 of
the ARP, and authorised based on completion by the original authorising clinician.
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What if the reviewed ARP no longer applies?
The ARP form must be voided should it no longer apply.

If the ARP form is lapsed, uncertain or voided, or there is some doubt as to the authenticity of a copy of
an ARP form, the treating medical practitioner at the receiving facility may, at their discretion:

* contact the previous authorising medical practitioner where the original ARP form was completed to
assist with confirming the clinical applicability to the current situation of the existing ARP; and/or

e complete a new ARP form,;
* void the copy received.

A new ARP form must be completed for the patient if the medical practitioner identifies resuscitation
planning is appropriate.

Documentation and communication of changes and the existence of an active ARP form to those
involved in the patient’s care is required.

Note: Minor changes such as a) change of phone number or address, b) adding name of substitute
decision-maker(s) and c) inclusion of a tick for an AHD may not require a new ARP form to be
completed. If major changes (such as extending the date of the active ARP) are required to the ARP
form or the form has lapsed, it must be marked as void under the authority of a medical practitioner.

IMPORTANT CONSIDERATIONS: When making amendments or writing a new ARP:

* the ARP may represent a piece of evidence before the Coroners Court or other court of law, so
therefore needs to be as clear and unambiguous as possible

* if the ARP form becomes uncertain because it is unable to be deciphered or interpreted by an
attending team, unintended actions may occur at the time a decision is required

» the ARP, which includes changes and voided forms, should “tell the full story” of resuscitation
planning for the patient.

Acute Resuscitation Plan — Queensland Health Clinical Guidelines - 25 -



Figure 3: Review of an ARP flowchart
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If major changes (such as extending the date of the active ARP) are required to
the ARP form or the form has lapsed, it must be marked as void under the
authority of a medical practitioner.

To void the form, draw two lines diagonally across the front and back pages,
write ‘VOID’ between the lines and sign and date this notation. Retain the voided
ARP form in the patient’s medical record and file as per local practice.

Patient transfers

* When a patient is transferred between health services and facilities (or home) a copy of their active
ARP and an ARP Cover Sheet must accompany them (for use during transit, at another healthcare
facility or while receiving QH community care services [e.g. in the family home]).

* ARP Cover Sheets can be downloaded from: clinicalexcellence.qgld.gov.au/resources/ARP

» Copies of lapsed or voided ARP forms can be provided for information at the discretion of the medical
practitioner.

e Caution should be exercised to avoid multiple/potentially conflicting ARP forms.
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» Patients and their families should be supported to keep a copy of their most recent ‘active’ ARP form
and encouraged to keep copies of their ARP form (and other important health documentation) in an
accessible location—for example, in a Care Alert Kit, or uploaded to their My Health Record. This will
assist paramedics, other health professionals, family and other substitute decision-maker(s) to easily
locate the ARP form if required.

* Itis recommended the health service/facility discharging a patient, provides a copy of the patient’s
ARP form to their GP for their records.

Queensland Ambulance Services (QAS) responsibilities

* An active ARP form, that is applicable to the patient’s current situation and appropriately completed,
provides clinical authority for all QAS paramedics to act on the instructions.

* Information on the ARP form may assist QAS paramedics to determine if a lawful direction to withhold
or withdraw life-sustaining measures is appropriate.

* Where the ARP is lapsed, uncertain, voided or active only for the current admission/attendance, QAS
paramedics must exercise clinical judgement about following the directions on the ARP form, and
refer to clinical practice guidance material. Actions must be thoroughly documented. Refer to:

— Queensland Ambulance Service (2019): Clinical Practice Guidelines: Resuscitation/ Resuscitation
— General guidelines

— Queensland Ambulance Service (2017): Clinical Practice Guidelines: Resuscitation/ Resuscitation
- Adult

7 Step ARP Pathway

A 7 Step ARP Pathway (see Appendix 4) has been developed to assist clinicians and consumers to
make decisions about resuscitation and other life-sustaining treatment, and to develop and document
the clinical plan on an ARP form for a patient.

ARP administration

How to order

The ARP Form SWO065 can be ordered by QH and non-QH services in packs of 100 at WINC using the
code 1NY31841. The print screen below shows the product information on the WINC website. A WINC
Customer Credit Account Application Form is required to be completed before orders can be made.

Use of the ARP form by non-QH services and facilities is subject to that service’s policies and
procedures. It is the responsibility of medical practitioners and other health professionals in non-QH
services and facilities completing the ARP form or using a completed ARP form, without limitation, to
independently and adequately satisfy themselves of all relevant matters to the standards applicable at
law. To the fullest extent permissible by law, Queensland Health excludes all warranties, representations
and liability in relation to use of this ARP form.

Form title WINC code Packing unit

SWO065 Acute Resuscitation Plan (ARP) 1NY31841 100
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Previous ARP versions

Previous versions of the QH ARP form (i.e. versions used pre-November 2019, before the form
underwent changes to enable its usage outside of public sector health services and facilities) are in
circulation.

Health services and facilities will have the older version as stock on hand. The destruction of old forms
held in HHS is an operational decision. However, the use of the current version is encouraged.

Previous versions of a completed ARP remain current for a maximum of 12 months and must be voided
when the review of the ARP document identifies this time period has expired.

Filing ARP forms

* The active ARP form (original and/or authentic copy) must be filed prominently in the patient’s
medical record.

* Any additional copies, lapsed or voided ARP forms should be filed in another part of the patient’s
medical record, as per local practice. This may include scanned copies of ARP forms filed in
Integrated electronic medical record.

* ARP documents are not currently accessible on The Viewer.

Health care team role in supporting resuscitation planning

Non-clinical and clinical members of the health care team have roles in supporting resuscitation
planning.
Administration officer responsibilities

* Locate any existing ARP forms in the patient’s chart, specifically noting whether an active ARP is
present.

* Notify the appropriate medical practitioner that there is an existing ARP form.
* File ARP form records according to local HHS processes.
* All ARP forms—whether active or void—remain part of the medical record.

* Provide copies of completed ARP documentation when requested—for example, by the hospital,
patient, nominated substitute decision-maker(s), appointed power of attorney and general
practitioners (GP).

* Enter ARP status in alerts on electronic systems according to local HHS processes.

Nursing responsibilities

* When a patient is admitted, the admitting nurse must check for an active ARP form in the medical
record. Inform the treating team at the earliest, most appropriate opportunity and prompt medical
practitioners to complete or review an ARP form.

* Participate in ACP discussions, as nurses can provide a valuable perspective and guidance in the
decision-making process.

* Ensure that on transfer to another facility/service, a copy of the active ARP form is attached to an
ARP coversheet and sent with the patient or to the facility.
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Allied Health responsibilities

» Allied Health professionals should be encouraged to participate in resuscitation planning discussions
as appropriate.

Indigenous Health Worker responsibilities

* Indigenous Health Workers should assist Aboriginal and Torres Strait Islander patients with ensuring
cultural needs are addressed in the decision-making process. It is important that patients and their
families are made aware that the services of Indigenous Health Workers are available to them should
they wish to utilise the service.

Medical practitioners

* The ARP form is to be reviewed or completed ideally by a senior registered medical practitioner at the
earliest and most appropriate opportunity on admission to a QH facility or service.

Hospital and Health Services (HHS) responsibilities

As per the Hospital and Health Boards Act 2011 (QIld), each HHS has a responsibility to develop local
clinical governance arrangements, including service delivery, teaching, quality and performance.

With respect to implementation of the ARP, HHS executive and management should consider the

following:

* Ensure there is an HHS-wide system in place to support staff to implement the ARP form. Ensure
resources and systems are in place for the provision of safe, high-quality end-of-life care, including
provision of appropriate education and training for the medical, nursing, allied health, administration
and operational workforce

* Ensure incidents relating to the ARP form are reported and investigated, and outcomes actioned in
accordance with the QH Incident Management System.

* Ensure effective local governance structures and processes are in place for the implementation,
monitoring and evaluation of resuscitation planning and end-of-life clinical management. This may
include auditing patient outcomes to identify opportunities to improve clinical care

* Generate reports about incidents relating to resuscitation planning and other end-of-life issues to
analyse trends.
* Monitor trends through benchmarking across time and between services where appropriate

* Provide organisational governance and leadership in relation to the effective implementation of the
ARP in partnership with other government and non-government organisations.

* Develop, implement and monitor local processes that support local clinicians and other health care
team members providing services in relation to the ARP form. This may include updating local
procedures.

» Establish a collaborative approach with other service providers (local residential aged care facilities,
GPs, primary health care organisations, private hospitals and community-based services) to enable
safe, high quality discharge planning and clinical handover and support continuity in patient-centred
resuscitation planning and end-of-life care between QH and other healthcare service providers.
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* Ensure that any learning gained from reviews of the resuscitation planning and procedures are
reported to the HHS Chief Executive or appropriate delegate and that they are appropriately
implemented and monitored.

* Ensure that all incidents and patient/consumer feedback are investigated, and appropriate action
taken in accordance with local procedures.

ARP & National Safety and Quality Health Service Standards

In QH, all public hospitals, day procedure services, healthcare centres, residential aged care facilities
and mental health services are required to implement the National Safety and Quality Health Service
(NSQHS) Standards. This is carried out through accreditation.

Relevant accreditation Standards that address use of the ARP form and resuscitation planning generally
include:

@ Standard 1 — Clinical Governance @ Standard 2 — Partnering with Consumers

Standard 5 — Comprehensive Care @ Standard 6 — Communicating for Safety

@ Standard 8 — Recognising and
Responding to Acute Deterioration
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https://www.safetyandquality.gov.au/our-work/clinical-governance/clinical-governance-standard
https://www.safetyandquality.gov.au/standards/nsqhs-standards/partnering-consumers-standard
https://www.safetyandquality.gov.au/standards/nsqhs-standards/comprehensive-care-standard
https://www.safetyandquality.gov.au/standards/nsqhs-standards/communicating-safety-standard
https://www.safetyandquality.gov.au/standards/nsqhs-standards/recognising-and-responding-acute-deterioration-standard
https://www.safetyandquality.gov.au/standards/nsqhs-standards/recognising-and-responding-acute-deterioration-standard

Monitoring strategy
Measures that HHSs may consider in monitoring and evaluating use of the ARP form.

Measures ‘ Data source ‘
Timely and Percentage of Numerator: number of patients in a high-risk | Mortality
appropriate patients in a high- patient cohort with a valid ARP in place review data
use of risk cohort with an (patients who usually reside in an RACF, of
resuscitation active ARP in place | advanced age, with multiple unplanned
planning hospitalisations in the past 12 months, with
multimorbidity or high frailty score)
Denominator: total number of patients in a
high-risk patient cohort
Percentage of Numerator: number of patients with ARP who | Mortality
ARPs in place for died with an active resuscitation plan in place | review data
patlants Who/cfileqll-![n Denominator: total number of patients who
a QH service/tacility died in QH service/facility
Effective ACP | Number of MET Numerator: number of patients with a Met call data
and use of calls where a resuscitation plan in place at the time of a
MET teams for | patient had an MET call review
pa;[jlenftT_fat active ARP in place. Denominator: total number of patients
end-ot-iite reviewed by the MET team
Resuscitation | The percentage of Numerator: number of clinical staff who have | HHS data
planning health practitioners | completed ARP training
education vAvg(IJDciompleted Denominator: total number of clinical staff in
raining QH service/facility
ARP meeting | The number of Numerator: number of ARPs meeting quality | HHS data
quality active ARPs standards for completeness of each ARP
standards of meeting quality section
documentation | standards for Denominator: Number of ARPs audited
completeness
Relevant legislation/guidelines/resources
Legislation/standards/strategies
Powers of Attorney Act 1998 (Qld)
Guardianship and Administration Act 2000 (Qld)
Human Rights Act 2019 (Qld)
Mental Health Act 2016 (Qld)
Criminal Code 1899 (Qld)
National Safety and Quality Health Service (NSQHS) Standards (2nd edition)
Statewide strateqy for end-of-life care 2015
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https://www.legislation.qld.gov.au/view/pdf/2017-03-05/act-1998-022
https://www.legislation.qld.gov.au/view/pdf/2017-03-05/act-1998-022
https://www.legislation.qld.gov.au/view/pdf/2013-08-29/act-2000-008
https://www.legislation.qld.gov.au/view/pdf/2013-08-29/act-2000-008
https://www.legislation.qld.gov.au/view/whole/html/asmade/act-2019-005
https://www.legislation.qld.gov.au/view/whole/html/asmade/act-2019-005
https://www.legislation.qld.gov.au/view/pdf/asmade/act-2016-005
https://www.legislation.qld.gov.au/view/pdf/asmade/act-2016-005
https://www.legislation.qld.gov.au/view/pdf/inforce/current/act-1899-009
https://www.safetyandquality.gov.au/sites/default/files/migrated/National-Safety-and-Quality-Health-Service-Standards-second-edition.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0022/441616/end-of-life-strategy-full.pdf

Guidelines

Queensland Health: Guide to Informed Decision-making in Health Care 2nd edition
Queensland Health 2018: Advance Care Planning Clinical Guidelines

Queensland Health 2018: End-of-life care: Guidelines for decision-making about withholding and
withdrawing life-sustaining measures from adult patients

Medical Board of Australia 2014: Good medical practice: A code of conduct for doctors in Australia

Office of the Public Guardian 2018: Withholding and Withdrawal of Life-Sustaining Measures:
Decision making framework

Queensland Health Chief Psychiatrist Policy 2017: Advance Health Directives and ‘Less Restrictive
Way’ of Treatment

Queensland Ambulance Service 2018: Clinical Practice Guidelines: Resuscitation/ Resuscitation —
General quidelines

Queensland Ambulance Service 2017: Clinical Practice Guidelines: Resuscitation/ Resuscitation -
Adult

HHS service-specific guidance, policies and procedures

Resources

Acute Resuscitation Plan: Quick Guide
Acute Resuscitation Plan: Form

Acute Resuscitation Plan: Cover sheet

Acute Resuscitation Plan: Frequently asked questions

7-Step Acute Resuscitation Plan Pathway

Flowcharts for providing healthcare and withholding/withdrawing life-sustaining measures

Withholding and withdrawing life-sustaining measures and legal considerations

6 Step Advance Care Planning Process
Advance Care Planning Quick Guide
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https://www.health.qld.gov.au/__data/assets/pdf_file/0019/143074/ic-guide.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0037/688618/acp-guidelines.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0033/688263/acp-guidance.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0033/688263/acp-guidance.pdf
https://www.medicalboard.gov.au/codes-guidelines-policies/code-of-conduct.aspx
https://www.publicguardian.qld.gov.au/__data/assets/pdf_file/0006/580596/Withholding_and_Withdrawing_of_Life_Sustaining_Measures.pdf
https://www.publicguardian.qld.gov.au/__data/assets/pdf_file/0006/580596/Withholding_and_Withdrawing_of_Life_Sustaining_Measures.pdf
https://www.health.qld.gov.au/?a=465176
https://www.health.qld.gov.au/?a=465176
https://www.ambulance.qld.gov.au/docs/clinical/cpg/CPG_Resuscitation_General%20guidelines.pdf
https://www.ambulance.qld.gov.au/docs/clinical/cpg/CPG_Resuscitation_General%20guidelines.pdf
https://www.ambulance.qld.gov.au/docs/clinical/cpg/CPG_Resuscitation_Adult.pdf
https://www.ambulance.qld.gov.au/docs/clinical/cpg/CPG_Resuscitation_Adult.pdf
https://clinicalexcellence.qld.gov.au/sites/default/files/docs/resourses/arp/acute-resuscitation-plan-form.pdf#page=2
https://clinicalexcellence.qld.gov.au/sites/default/files/docs/resourses/arp/acute-resuscitation-plan-form.pdf
https://clinicalexcellence.qld.gov.au/sites/default/files/docs/resourses/arp/arp-cover-sheet.pdf
https://clinicalexcellence.qld.gov.au/sites/default/files/docs/resourses/arp/arp-faqs.pdf
https://clinicalexcellence.qld.gov.au/sites/default/files/docs/resourses/arp/arp-pathway.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0036/688266/wwlsm-flowcharts.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0038/688268/measures-legal.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0031/688261/acp-process.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0035/688265/acp-quick-guide.pdf
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Acute Resuscitation Plan (ARP)

For adults at risk of acute deterioration
Address:

Family nama:

Grven namels):

Date of birth:

[Affix identfication label here)

» This ARP form has been developed a5 a cinical suppert toal far use In public sector healin services’ and "publc sector ealtn
tacillties’ a5 tefined by Hospital and Health Brards Act 2011 (@) This ARP form includes references to lagal considerations,
pollcies, and of use which may apply only to usage In ‘public s2cior ealth services” and

“public sector Nealtn faciities’. For usage in atner services and faciliies, NEse conEKISraNans may nat apply anar ather

cansKIerations may apply. for which Independent legal advice o otner

ARP form by other services and facliities is authorized by Guesnsland Health, It s the responsibiity of medical practitioners and
dﬂu’heﬂl‘l?pmmnlunnle completing thiz ARP form nlnzalug & eompleted ARP form, without Ilnlgﬂnn.

adequatsly satlely themeslves of all relevant matters to

1 Clnlr.al assessment

may ndude :Ilnnal reasons why

the standards applicable at law. To the fullest extent parmissible by
Qusensland Healtn excludes a1 warranties, representations and lability In retation o ihe use of this ARF form.

= The Quick Gulde attached to this form containes important Information and should be read prier to completing the Torm.

* If there Is InsuMclent room on this form hmlmmaﬂm.poeasemmmmpmgm nates.

nal advice s recommended. Whils usage of the
nnnﬂysml

2. Capacity assessment

I:l | believe that the: patient has capacity* to consent to andlor refuse medical reatment.
I:I | believe that the patient does not have capacity to consent to andfor refuse medical treatment.

If there is a change in capacity, this form must be reviewed.
Details of

weigh 11585 and burdens of &ach choice and

. Refer b GH

Provide e.g.ventilation, IV fluids, supportive therapies

If an acute deterioration or critical event occurs, it is clinically indicated to:

Mot provide e.g. defibrillation, intubation, antibiotics

There is further documentation in the |
progress notes on the following dates:

(d¥V) Nv1d NOLLYLIOSNS3Y ALNOY

fc-llnw an apprc»prlale

If a cardiac or respiratory ammest occurs, it is clinically appropriate to:

L] Provide [Do not provide

A decision not to provide CPR does not limit other treatment or care

Acting on the Resuscitation management plan: if this section differs from section 4 (Patient choices),

olution process | see uulck Guide). If the dispute remains unresolved, or
ecision is required, attending clinicians.
should exercise their clinical judgement based on the circumstances, and document this.

Acute Resuscitation Plan (including Quick Guide)

& Q land {Affix identification label hare)
Government URN:
R R Family name:
Acute Resuscitation Plan (ARP) |
For adults at risk of acute deterioration | Slven name(z):
Address:
Facility: Date of birth: e [ OF [

4. Patient choices

The patient has the following views and wishes about their end-of-life care: (e.g. CPR, pain management options, living and
visiting arrangements, spirtual andfor cultural suppart). Discuss the views and wishes of patients who have impairsd capacity
with their substiute decision-maker(s). Record the dates and times of discussions.

Has the patient participated in advance care planning?

I:l Yes

I:lNo

Frovide details:

5. Consenting details

Complete this section, imespective of the patient’s capacity.
Patient= with capacity can provide their own consent. For
patients with impaired capacity, consent must be obtained

Record the dates and times of discussions held with, and conzent
obiained from, the patient andior substiute decizon-makers).
Cross reference with the pmgress notes.

from a substitute decision-maken(s), in the order below. Details of
The patient has:
1 Advance Health Directive (AHD) ez One
2 Tribuna-appointad Guardian Oves Ohe
(s2e 5. below)
3 Attorneyis) for health matters under [ | Yes  [] Mo
Enduring Power of Attorney or AHD
4 Statutory Health Attorney? [Oves [Ohe
3 i ne to all, The Public Guardian can be contacted for
consent for furﬂ\erdlsmssms about wﬂhhuldng andlor
yithedi ing if
Wisit www.publicgs aid.govau
ils of 5 decisi (=.g.
relationship to patient, phone number, location of onginal AHD)
1 ¥ atforney is, Inthe-
peon pct = Hendor =

This ARP form remains
|:| Far thic EHMISSIDNMEHI:E

[ unil dabe(NotlangEr than 12 menths)

[] For 12 manhs
In all cases, review of an ARF on re-admission/attendance s
red..

Madical 1 hgalin fing thig form:

wdations for review, if
(2.0 will the ARF 3pnly

Y or foilowing trial af

Other involved in the development of this

Slgnature:

| [ |

Practice | faclllty names:

ARP form and/or provided with a copy: (e.g. emergency
liztve e
e A e

Role and qualification: |

Bast contact num:l |

¥ recuined, o

practscner il e =rkar
and must be Invaived In 3 cechsions i wineoid!

senior medical practitioner's name”, if

-33-

‘wiPCiaw medical estment.

If changes are this form must be voided and a new ARP form completed
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Quick guide to completing an Acute Resuscitation Plan (ARP)

Remove these instructions before filing this ARF form. It is recommended the unglnal ARP form is filed prominently =t the front of
the patient's medical record. The Quick Guide should be read i conjunction with the
Acute Resuscitation Plan: Queensland Health Clinical Guidelimes at www_health gld.gov.aw'careatendofife.

Section 1. Clinical assessment

- Hthere are doubts or uncerainkies about the pafient's medical condiion, & second
apinicn =hould b
- Thiz could inched) s:’s\d‘y'ﬁ: patient is /& not sufnble for an ARP.

Section 2. Capacity assessment

- Shemre: mee dowbls or uncerisinfies about fre: pafi

capacty for decision-making
o andior amange » menial

Section 3. Resuscitation management plan

-Record fe b dl cere Hist should ! should nof be prowided. Exsmples given on
Hhe: ARF foem are for iluztraiion only =
tme decisions are required

-Pafiznts may =hl bene from Seatments and thermpies hat confibuie o quaiy end of
e Gare.

- not cinicaily afy cleary sixie any alber resients and care o
be

= the grovision of ohher irectmerts which ane
pies, maragesent of psin, sefeing and

- Comgletion of edtion does not exchud
o specifically menfoned e palisfve i
discoméart]

Section 4. Patient choices

- If s pfien with capacity ks Frong views ab
Hesith Direchiue (AH]
- pafisnt may hmve abeady completad an AHD. Any inccnsiskncy bebwaen an aciue

ir end of e care, encoumge

HD and the paients siated choi il need fo be o Their

pmenla SD0L Hihe pal

exizt fr fhe patiert. The SoC may b
fied upon for consent = it is not = legal document,
3 [seckicn 5, ARP far & list of SDs ko cbsin
canzentif e palisnt dies nod have capscy ko make decisions sboul beath matizes,

Section 5. Consenting details
-Under the lsw, all patizni= it impsired capacity have & SDU. This includes S Pubic
Guardion when no oher EDM o
- For paieris with ecion ideniies o potenfal SDM prior ko any loss of
capaciy. Thare can be mare Han cne SO0

~Erceptin some emergency siuabions, consent must be bisined 1o octon the

n [seciion 3, ARF). T

zed i gaide

s imihie diapste resolbion.

~The ARF farm iz nate sensent farm, Then i ne reqirement Sor e pabient ar ther
SDM fo 3ign e ARP fom. A prapery completed ARF pro eried siderce of
discussion culcames wik m paientor ther SO concem
- Conzerd should be sklined from e pofert
expecied acaie deteriovaion or event. F consent is
setting, = pafients ha dical praciEcner muz be safisfed hal
canzent remaina vakd

Section 6. Clinical authorisation
- Tz mast serior medical pmciitane: b= should completz and sign e ARP

¢ recanded on fhe ARP. Noke Sak this caries an slement of sk,
3 ARP is not fuly cample ted, signed o sstho
rciaton =anagement pia
iricinna muzt enzrse th
Hharughly docu=el
Fx have 8 masimem Feapan of 12 menths, Patientz may siss h
nctive anly for fhe @ument odmizsion | afendance, o fara 3pe

seculzams. This zoud nchute surgizal imizryerons, which should ke dcuszed
wilhthe releuant surgscnisnsesthefat. s good medical practce i egalasly

dmiszion ar following elizndance by

H & patiznt presemis ko s

ccameniation snd comman eximtence of the s

Hhase ivchved in foe pafiens care iz required. Dusensland Heabh 2o shosld refer bo the
Riesuzcitzlion Planning Geideling for Quesnzlond Heslth =

mtact phane umber of the tresfng medic:

¢ Cinicians and OAS paremedics comss fo the

iz obaut the pafient

Viidling the ARP farm

- IFihe MR requires mejor changes, is nevsked o hars lapeed, i shosld be voided
by & medical pracifioner.

- To veid the ARP: draw fwa ines disganally acsss the Sont and back pages, wile
WO bebween Hie ines, sign and dale Tis nofstion. Redsin the woided ARP fom
in thee patiznt's medical record and file 23 par local practice.

- Amedical prolifioner is responzible for deciding whelher a new ARP foom iz
required.

Patiant transfers and copies
- A patientmay be mnsisned Behusan heakh ssnices snd facifies [or home] wih
& copy of heir ackive ARF and sn ARP Cover Sheet. Copies of lapzed or wided
| ARF'= cam be providesd forinfomalion at fhe discrebion of the madical prscioner.
- Downioad ARF Cover Sheets ab- wans healkh.qid gwmldnul-

Dispute resolution: when patient choices differ from the
Resuscitation management plan

- Weiers & pafient choices differ fom bhe Rezuscialion mensgemest plan, fis culd
represent a recognised objecion under e lmw, susn in an aculs emengency

(see: Ftient objeckans).

- I fhee: paiend | their SOM requests iresiment that difiees. from the Resescitation
management plan, the neafing medical pacHioner must make all eiorts fo exslsin
ke e request des not mesd the standands of geod madical praciice snd in nokin
|the pafients besk inberesks.

- These i na legal or efbical chifgation b scezde io demands for cinically
inepproprinie medical bestment i no b-enzﬂ,i.hle}

- feam ; The ireating
miedical pracifioner =ay sl seea:a = apinicn fom andior imhemend of s
senior collengae.
- All efforts should be mode to resobe the 2iwsbion. H dispule resclulion aliempls ore
ursuccassial, e tresfing medical pracifioner must scalsie fre mater b faciy
exzcubve or the Office of the Pebiic Geardian (0PG) 23 won a3 pracicable.
- If & SOM is not adhesing fo the Healh Care Principle and fhe Genenal Principles, the
maier can be referred fo he PG for resolufion {s=e: Schedule 1, GAA)
- An application can also be made i the Queznsiand Cia and Administetie Tebunal
s Supreme Couwt 2 appeint a geandian for & person ih impaied capaciy, resoke
disputes between decizion makers or cherwise: make crdersifecisions conceming fre
impaied persars hesith care.
- Clear and detsiled documentafion iz wital of all sages of disceasions held.

aebyiend of
-Hugondmzdmlwmhmd:huadmlumsﬂﬂdlhepuierﬂutﬂn
recatuing facity and = new ARP form fo be compleded, # appecriste.
 Hfam acule emesgency occurs wikh ric e i creste = new ARP, sitanding
ciniciana must exestize clinizal jedgement sccarding % the cicumsiances,
Dosument fhe osbsomes.
- Only ONE acive asiginel ARP sheuld exist for o patientand be placed ot the front
ofthe pelient’s medical reczed. Thix i b vt fhe potential or cenfusion between
alfple cogiea. Al phatucapied, lapaed or veided AR should be fled in anather
per ofthe pofenfs medinl resard, =3 per ol postice.

jora o the ARP must b ible and brbueen
heallh services, ncluding bransfer of hard cgiea % sies wihost necess b elechenic
recards. Coufion sheuld be sasrcized ko mvoid malfisle (potentaly corfiicing ARPa,
- Palierts and thei familiea should be zupported iz keep 2 copy of their cument AR
o ke s in the svent of an ncute deterizeation This includes penple being cared
o a4 hame,
- Ha vezommended e paiert's G secaiie a copy of fhe paients active ARP fom|
P sheuld ucid safier documeeteicagies.
-~ The ARP fom can be ordesed onfine via WINC wing the WINC code.

Form 1D Form Title WINC Code Packing Unit
SW0B5 Acute Resuscitation Plan 1NY-31841 100
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General

- The ARP form reploces ‘rok for ressaciiabion’ (MFR) ordess. | documents resuscitsSon
planning, where fhere i ime fo do 0. An ARP fomm cen remain polive for o maxi=um of
12 mont

'e.'.! been desigred for ume in Queznslsnd Healh facii

et exen perm
arbes, represeriafions ard i

nor-Cuesrsand

Heabh sxcludes o

ARP form by ren-u
o

subjest bo fhat senioe's :-cl:i

¥ sempizted ARP form doouments pafest

fhe ARP i= nata legal docemerk, & 8

nizians fo actin emengency :ll.ull:n- when the tresfing medical

ed '.huc'm 2 noft availabie.

= remsanebly sxpacisd St an sduk paert
i 3. cardias; o resgiratony

sland Henth [Hosgital and Haslth
'eb'?r\:n'\'wg'ﬂublrl_mdﬂ o Widkhalding and

H-.“wnr e

- The: ARF form can only be muharise
rezpamsibiby for e foum. sy
debericeation, whien the patienfs

cube

e decision-making enables tem in acvely

Communicating with patients
rosching the 2nd of e have & right o be informed of clinically speroprish
tresimard cpfions snd 82 have S vizws snd wishes for care resp
ncluding choices for resesciation.

I'\cfl’e el tresiment plan should inclede what can { cannat b

o
R-xrn_ remuscitabion planning on each sdmission =

icwever, i recommended that e ARP
b sitshus o nature of intended kealth care or ouicome.

Legal considerations

~The law reqires & col 4 paerts andlcr

mxproach bebween heath pouide:

nz.
- Thene iz 2 legal requirement o docume: 1‘. .CJ'IT““:‘I’Q xt'meyel\:n'n LEM=.
wwpeln;fe.ﬁRF farm prompts this

I'uul—e'r. ple

provide or .q'ri-\ =

i usad-'mr"re"e b--rep:-"}ed' -] chl-n ng canzznt. Conzent # confrack
‘offer and accepiance’. Consent = conversation sbout the pabient's condiion, prognosis,
geals for care and oveml ireatment plan

“In acule smesgencies, consentis notg Fiatint oby
Emesgency sfusfons ane chamclesised by fhe need Sor an im=edini
maivtaining fra : t r

conerd

Ehheld merely on e grounds fratitis sasier

= Medical I'aelm-rl shosld rever
withiold tresimen them to withdreaw Seatment which has been commenced
- Lzgal protesiions and indemnity sre provided fo Quweensiand Hesith / Hospitsl snd Heal

Senice sinf who comply with Queersiand Healfh ol
non-Cueersland Healfh facifies and senicas shouid
prozadures and ssek legal sduice whare nacessary.

y relating fo LEMs. Siaff fom
seer ko e service’s policies and

rimined in the Powers of
At 2000 fGA4).

- The lew regarding corment for patienis wilheut capariyis
Afiormey Ack 1598 and the Guardisnship and Adminisbeds
Capacity

- Under the low, ol du patierts are premsmed i bave capasly for deson-=aking
relating o their heshin care. The law diferertistes between paSenis with capacky and
without capacity when corsenbng & heabh care. However, patisnts wih limied capschy
should be supperied fo parfizipate in decision-making sbout their tresfimend to the extentof
heir abity.

- & patientwith Gapocity is enifled & refize any orall medical besfment, sven i this resulls
in their death or woud cause it heppen sconer. The iresting medicel pracSioner should
enzure e pabient receives adequets infomation sbout the natue cfhe popozed
fregiment measeres.

- & 20M must corider foe pefient's best interests inciuding the pafiers views and wishes,
irclve fhe petient fo the cxien they ave able to exprezs thise views ond wishes, and
cansider medical apinion when providing consent {see: Heslth Care Brinciple and Ganesl
Pringiples, Schedule 1, GAA)L

Patient objections

- The low resagnises Shat = person sam objest o LEM= being provided, witkheld or
withdrown, The relevank low & complex

- Ain chjection {0 a cinical decision to withholdAwithdraw LE s may be expremsad by the
patient nx B werbal requestic Sdo sverything” or ‘o't letme die?, or by their condect, arin
farmel tema thioegh 2n AHD.

- Ciweeraland Healliva paiicy pasfion i $iat the pabients cbiedlion zhosld ke expreased
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event, rathes San Hrough hearssy or second hand (.. Som & family memberl. Stefffom
nar-usansiend Faath acHies and sevices shaukd refis do their senvice's paicies and
prosederes and zeek e cwn legel advice.

- &n objecticn shosld ke managed in acsordence with the dxlowing, Tebject bo fe exmvrine
of chinical judgement.

Effect of objection by pafient to withholding or withdrawing
[fe-sustaining measures

Emergency Non-emergency
tjedtion = demand for [poiznfaly | - Time b manage otjedtion
fufilz] treafmenk - Dizcuszs with patient

“Pefient cannot demand clinically
irapproprisle Sstmert
- Dizcus with patient, # fme pemita
onsider brial of restment ¥
B coemistert wih GUR
- Provide tesiment at discrefion OR
a withholdbwithdraw LEMs in best
inberesks of patient

-Doctors cznnof override pabient's
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irapprosinte trect=ent
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secard cgirion, family corfaren
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@ time, o¢ SDM demands clinically - N-ed canserd fram SDM ko withhckd!

h—§ irepproprinie reatment iful withdraw trestment

(=] wihhoid ! withdraw medical - F E0M refuses consent or demands
E [em—————. chnically inapgroprishe besiment

(palicy pasition]
DOCUMENT DECISION-MAKING PATHWAY (legal requirement]

(N Tiis inciudes Gueensiand Heah kegal and poficy pasfions. Safffom
™ nsland Heafh facilies and senwces should refer fo the senvce's policies and
procedores and seek fheir own fegal adice)

mam=ence dispuls resclufion proceases

Flowchart: Withholding and Withdrawing

DOCUMENT

Frovide active treatment
asconding to good medical prastice
Shudes obtaining consent)

‘withhalding/withdrawing of medical treatment

Life-Sustaining

COMSENT*

CONSENT I8 NOT REQUIRED
Provided na knawn ohjestions ta the

LNINND0T

WITHHOLD & 7 ARTIFICS
BIRUTE, CONTALT THE PUBLIC O
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Appendix 2: Consent flowcharts for providing healthcare and withholding/
withdrawing life-sustaining measures

e

. ASSESS, DISCUSS, PLAN CONSENT
Does the adult have the capacity to consent to or refuse medical
treatment, including life-sustaining measures?

(This mu:

‘Only the adult can consent
to their own health care Adult patient |

roconres [T oS
iy REQ)!

CONSENT* IS NOT REQUIRED
PROVIDED
There are no Withhold and/or
Acute objections to the |I||ho|:l|r|g and . witha raw
withdrawing life-sustaining life-sustaining
Emergency measures measures
measures® provided
appropriate
consent
obtained

Is it known that the :
adult objects to the Provide health care in
nealth care being accordance with good medical
practice.

{Make best efforts to obtain
consent considering all
circumstances)

CONSENT WILL BE REQUIRED TO PROVIDE HEALTH
‘CARE TO THE ADULT

Follow the Advance Health Directive Yes Does the adult have a valid Advance Health Directive?

Consult with and obtain consent from the

Non-acute
clinical
situation

uardian

Tribunal appointed Guardian UNRED IF THE DECESION 1S TO WITHHOLD AN
F CONSENT CANNOT BE OBTAINED, OR IF THERE IS A DISPUTE,
Quick facts about consent
. . . . * Emergency situations are chareclerised by the need for an immediate decision to maintein the ife and health of s patient. However, ‘ardficial”
‘Consult with and obtain consent from the Is there a valid Enduring Pow appropr
Enduring Power of Attorney for Healtn Care? * The law exgects health pravidera to edhers ta “guod medical practice” ot standrds.| standards, doctors are under na obligation f offer,
pravide or an balance h d offer no benefit ta the patient (i.e. futile).

Consent #“cantract affer + scceptance’ (i.e. affer K treatment in arder to obtain cansent nat ta provide if). Consent = canversation abaut the patient's
condition, prognosia, goals and averell treatment pﬂm Ambivalence iz not cansent. Ensure overall treatment plan is understaod.

Consult with and obtain consent from a *n , consent is nat Il I known the patient has chjected ta th Iing and ing of
are, such as sterilisation, tﬂm\lnutlun of Statutory Health Attorney (over 18yrs ife ini (.. “want= sverything done"). *Known’ = direst knowledge by the doctor in charge, 'W“*mhmdhm
pregnancy, tissue donation old, readily available, willing and * IFthe daoctor knows the patient with impaired capacity objected to th Iding and/ar ing of lif beat effart ta abtain
medical resea i culturally appropriate) in following order: consent from the pefient's aubstitute decision-maker vill nesd t continue.
2 . o » All decision-making must be made in accordance with the standards of cal practice and in the patient's best intereats. ical practice
1. Spouse in close and continuing will alsa determine the beat approach ta uH‘ulnlng consent.
relationsnip * Medical traatment shoul by an th itia emsier to withhold treatment than to cbtein consent ta withdraw treatment
2. Primary unpaid carer which has been commenced.
; nitled
public Guardian 1300 753 624 3. Close adult friend or relati . patie, P to refuse mr_fl:.nlhuatmzntevm i thia results in their death ar would cause |“ohnpgen=o.\:nﬂ
not a pain '"m (=i * Thereisa legel requirsment for ll decizions abaut life measures ly ! ! auteames
QCAT 1300 753 228 apaid ca of ell consenting diacussions.
Elder Abuse Helpline 1300 651 192 4. The Public Guardian. * The statenide Auute Res g,_,,amﬁm endarsed and impl . iFcally designed ta document the decision-meking
pathny far ac
* Pravi AP intel leted, it alao provides clinical 2ct upon directi the form. Nate that medical be
i ified if this p i fallowed in goad Faith. Even iF the directi 2n ABP are clear, all ng clini at alza exsrcise their clinical
| udgement.
*To be valid, the AHD must be an originel r certified copy and epply to the cument circumstances, If doubts
or uncestainties, canault with the patient's available substitute decision-maker, In these situations, the AHD Queensland *Please nates
cen il be used fo guide the decisiarmeking, but consert will need ta |;_= uhh:adfrwv;mg appropriste Government This reza reete designed primari b far he: l& Queensland
decisi - Thia i p the adult objects ta farma of medical treatment_ Mare deteiled informaticn can be Faun
ie-suataining measires fram ol patents o1 o hitpes J'.lwww health. qI.d gw.au.'ur:atgrduﬁlf! Government
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Appendix 3: Withholding and withdrawing life-sustaining measures legal
considerations for adult patients fact sheet

land i e hin lagiclati -

p a
consenting framework for adults with impaired
capacity, through the use of Advance Health
Directives (AHD) and substitute decision-makers
(SDMs). EXCEPT IN EMERGENCY SITUATIONS,
consent is required to withhold and/or withd

t (including those

lif ining medical t
measures considered to be “futile”).

Under the law, patients with capacity provide

their own consent (and may refuse life-sustaining
treatment, even if this results in their death or would
cause it to happen sooner).

The guardianship law provides for a COLLABORATIVE
APPROACH to obtaining consent and includes a legal
requirement to DOCUMENT the decision-making
pathway.

Good medical practice and clinical judgement will
determine the best approach to the consenting
process, with the objective of obtaining CONSENT TO
THE OVERALL TREATMENT PLAN.

Consent is NOT A CONTRACT. There is no “legal™
offer and acceptance, but rather a CONVERSATION
to ensure information is provided and broad
understanding is obtained. This is to avoid criminal
and civil action (ASSAULT).

CONVERSATION = (discussion of) CONDITION +
PROGNOSIS + OVERALL TREATMENT PLAN.

COMMURMNICATION IS KEY: The overall treatment plan
should be discussed in the context of what can and
can’t be done (within reasonable limits of what is
achievable) for the patient in a sensitive, yet honest
way. This conversation may include discussion,

in broad terms, of AVAILABLE treatment options,
palliative care and other support measures. The
conversation should occur as early as practicable to
avoid decisions being made in a crisis.

COMMUNICATION 15 TWO-WAY: Silence or
ambivalence from patients or SDMs is not consent.
Ensure overall treatment plan is UNDERSTOOD.

SDMs MUST adhere to the General Principles and
the Health Care Principle, and act in best interests
of adult (if not =» the facility’s dispute resclution
process activates and =» Public Guardian or court as
a last resort).

If the patient lacks capacity, consent is not required
to provide comfort cares (minor/ uncontroversial
health care). In these cases, the doctor must
reasonably consider this is to promote the patient’s
health and wellbeing.

Health providers are
under no legal or ethical
obligation to offer or
provide futile medical
treatment; that is,
treatment that affords
no benefit and would
cause harm to the
patient.

Concept difficult, controversial and term is best
avoided in end-of-life discussions with patients and
SDMs. Guardianship law definition linked to “good
medical practice” (medical and ethical standards).
AHPRA (Medical Board of Australia) provides a code
of conduct for doctors on good medical practice,

with specific guidance on end-of-life care.

Doctors are only required to OFFER what is clinically
appropriate and available to the patient, but doctors
must still have the consenting conversation (see
above).

Doctors are only required to PROVIDE what is
clinically appropriate and available to the patient in
accordance with good medical practice.

Doctors do NOT have to provide, nor accede

to demands by patients and their families for
clinically inappropriate medical treatment (i.e. futile
treatment). THINK dispute resolution.

Where no AHD, a consent to the withholding or
withdrawal of if inil (LSM) by a
SDM cannot operate unless the doctor reasonably
considers PROVIDING the measures would be
INCONSISTENT with good medical practice, that is
PROVIDING LSMs would be potentially futile.

Doctors can override directions in AHDs in very
limited circumstances (e.g. different circumstances

Queensland
Government

Withholding and withdrawing life-sustaining measures

Legal considerations for adult patients

apply to directions in AHD; also, a direction to
withhold or withdraw LSMs cannot operate in

an AHD unless - the patient is in a coma, oris
terminally ill with less than 1 year to live, or has no
prospect of regaining capacity for health matters,
and the treating doctor believes that PROVIDING
the measures would be INCONSISTENT with the
standards of good medical practice, in other words
providing L5Ms would be futile).

An objection by the patient to withhold and/

or withdraw LSMs is awkwardly dealt with in the
ianship legislation, but is considered rare

in reality. An OBJECTION to a clinical decision to

withhold and/or withdraw L5Ms = DEMAND for futile

treatment (see Acute Resuscitation Plan [ARP] Quick

Guide). QH policy position is that objections must

be expressed directly to the treating doctor (NOT

through a family member).

The position in legislation is that if the objection is
expressed to the doctor, consent will be needed to
withhold and/or withdraw treatment.

Clinical management, coordination and

Medical technology and the medicalisation of dying
has increased demands on the health care system,
particularly in ICUs. Queensland Health has to
respond by ensuring its approach is both practical
and capable of balancing competing interests.
Shifting the focus to a more realistic expectation

of dying and providing patients with appropri;
treatment can reduce unnecessary and unwanted
invasive measures and transfers to ICUs.

Starting point is ALWAYS clinical. When completing
an ARP, DOCTORS: What is good medical practice

in THIS situation? What can realistically be offered?
‘What can YOU provide this patient to improve their
life and health? What would ¥OU do if the patient
arrests? What would YOU want an attending team to
do if the patient arrests?

R ber — Clinical is foll d by the legal: Legal
does NOT determine the clinical.

Medical treatment should never be withheld merely
on the grounds that it is easier to withhold treatment
than to withdraw t which has c ed.

Do not create ‘artificial’ emergencies to avoid
obtaining consent, if there is time to do so.

If clinical doubts or uncertainties, the decision
must favour life. Seek a second opinion from an
experienced clinician.

Clinical leadership is required to ensure only
clinically necessary and available treatment is
offered and provided to patients. (DOCTORS: Should
the patient be referred to palliative care? If not now,
when?)

If patients are being transferred inappropriately to
ICU, must resolve with other specialty.

Conducting advance care planning (ACP) discussions
with the patient and/or their decision-makers as
early as appropriate can assist with this process.
Ideally, ACP discussions should commence long
before a patient has a need for an ARP.

Documentation of all decisions around life-
sustaining measures must be clear & thorough (legal
requirement).

Completing the ARP which was designed to be used
in acute emergency situations assists to:

identify earlier those patients for whom life-
sustaining measures (such as CPR) are clinically
inappropriate;

identify those patients who refuse medical
treatment (e.g. do not want “heroic”™ LSMs);

ensure the appropriate decision-making process is
documented and followed (clinical, ethical, legal);

initiate dispute resolution when needed; and

avoid the “11th hour” crisis and commencement of
clinically inappropriate treatment.

Policy and process compliance =» protections under
law and indemnity from Queensland Health.

g MeEasures

iled infarmation can be

Principle 1: All decision-making must reflect respect for life and the patient’s right to know and choose.
Principle 2: All decision-making must meet the standards of good medical practice.

Principle 3: All efforts must be made to obtain the appropriate consent through a collaborative approach.
Principle &: There must be t y in and acc bility for all decision-maki

Please notes

This rescurce is designed primarily for health prafessianals treating and caring far thase at or aparoaching the en

fi = & core: ded g about andwit e fi

veveve. realth. qld gov.au careatendoflfe

Gault patients or at
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Appendix 4: 7-step Acute Resuscitation Plan Pathway

The 7-Step Acute Resuscitation Plan Pathway is a step-by-step process to assist clinicians to make decisions about resuscitation and other life-sustaining treatment, and to develop and
document the patient's clinical plan on their ARP form.

STEP 1 - Review

* |t is good medical practice to review the copy of a patient's ARP form to ensure it is valid, applicable to the patient's current situation, complete; and the consent details are current
+ |f the ARP copy is lapsed, no longer relevant or voided, a new ARP form must be completed for the patient, if resuscitation planning is appropriate.

STEP 2 - Identify

» Triggers that assist to identify a person may benefit from an ARP or advance care planning:
» the “surprise question” — would you be surprised if the person were to die in the next year?
» the person is experiencing symptoms and signs that indicate declining general health
» the person is experiencing indicators of decline related to their specific disease or conditions
# the person reaches or experiences a significant milestone e.g. advancing age (i.e. aged =65 years or older, or =55 years if an Aboriginal or Torres Strait Islander person), retirement, bereavement, admission to
community or aged care facility
» the person, substitute decision-maker(s) and family members and / or carers raises resuscitation planning with a health professional.

STEP 3 - Assess

* Make a full clinical assessment of the patient, considering options and uncertainties for future treatment
* Assess the patient's capacity to participate in discussions
» Review existing advance care planning documentation

STEP 4 - Discuss

* Discuss the patient's condition, goals of care, prognosis, and uncertainties about treatment with the patient and / or their substitute decision-maker
» Discussions should address the person's priorities and goals for life / healthcare (e.g. comfort, symptom relief, function, length of life), in alignment with their values to define guality of life

« |f there is disagreement with the resuscitation management plan, all efforts should be made to resolve the situation {see ARP Quick Guide attached to the ARP form for more information). If dispute resolution
attempts are unsuccessful, contact the Office of the Public Guardian.

STEP 5 - Document

* Document the clinical plan about resuscitation / life-sustaining measures on the ARP.

» Give a copy of the ARP form to the patient; file the original on the patient’s health information record.

# Use systems (i.e. electronic flags) to ensure the ARP form can be easily located by health professionals in the event of an acute emergency.

* Support and encourage patients to document cutcomes from advance care planning discussions on forms (e.g. Statement of Choices, Advance Health Directive, Enduring Power of Attorney forms) with their
substitute decision-maker(s) and family members and / or carers.

STEP 6 - Implement

» Take practical steps to implement the ARP and to act on the instructions on the form, adhering to good medical practice standards.

STEP 7 - Support

» Offer informational, practical, emotional, cultural and spiritual support throughout the process to the patient, substitute decision-maker(s) and family members and / or carers.
» Seek support for yourself and / or other health professionals to enable reflection and continual learning.

This resource has been adapted from the SA Health document 7-step Pathway Diagram with permissicn from Department for Health and Wellbeing.
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