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What is advance care planning?

Advance care planning allows health
professionals and direct care workers in aged
care to understand and respect a person’s
preferences, if the person ever becomes
seriously ill and unable to communicate for
themselves.

Ideally, advance care planning will result in a written
Advance Care Plan, to help ensure the person’s
preferences are respected.

Advance care planning is only called upon if the person
loses the ability to make or express their wishes.

Benefits of advance care planning

Advance care planning benefits the person, their family,
carers (paid and unpaid), health professionals and
associated organisations.

® |t helps to ensure people receive care that is
consistent with their beliefs, values, and preferences.

® |t improves end-of-life care, and person and family
satisfaction with care (1).

®* Families of people who have done advance care
planning experience less anxiety, depression, stress
and are more satisfied with care received (1).

MAKING HEALTHCARE DECISIONS FOR OTHERS CAN BE
DIFFICULT. AN ADVANCE CARE PLAN CAN GIVE PEACE
OF MIND AND COMFORT AS PREFERENCES ARE CLEAR,
UNDERSTOOD AND RESPECTED.

Who should be involved in advance care
planning?

Advance care planning requires a team effort. It should
involve:

® the person who is considering their future health
and personal care preferences

® their close family and friends
® their substitute decision-maker(s)
® carers

® aged care workers, nurses, doctors and other
healthcare professionals.

Organisations can also support the process by having
good policies and guidelines and by making current
information available.

FOR CARE WORKERS
FA YOAAAHAOYXZ ®PONTIAAZ
GREEK | EAAHNIKA

T eivae o Eykarpog
T(POYPAHHATLOHOG ppovTiSag;

0 £yKaLpog TLPOYPAPHATLOHOG PPOVTiSag ETMLTPEMEL
OGTOUG EMAYYEAPATLEG UYELOG KAL GE OGOUG
gpyadovral aueca pE T PPOVIisSa NALKLWHEVWY Va
KATavoouUV Kat va GEBovTal TLG TTPOTLHIGELG TOU, OF
TEPLTITWON TTOU TO ATOHO APPWOTHOEL coPapd Kat
Sev pmopei to i8Lo va emkoLVWVIoEL.

16avikd, o €yKalpog TPOYPAUMATIONOG ppovTidag Ba KaTaAngel
oe éva yparto Eykaipo Mpoypappatiopd Opovrtidag, ya va
Bondnoel otV €€aa@AAon Tou CEBACOU TWV TIPOTI|CEWY TOU
ATOUOU.

O Eykaipog Mpoypappatiopog Ppovtidag evepyoroleital 6tav to
ATOMO XAOEL TNV IKAVOTNTA VA TIPAYHATOTTON)OEL I VA EKQPATEL
TIG EMIOBUIEG TOU.

OWEAN TOU EYKALPOU TIPOYPAHHATLOHOU
ppovidag

O £yKalpog TIPOYPALUATIOUOG PPOVTIOAG WPEAEL TO ATOUOo, TNV
OLKOYEVELA TOU, TOUG (PPOVTIOTEG (EUULOB0UG Kal AUIoO0oug), Toug
ETTOYYEAUATIEG UYEIOG KAl cUVAPEIG OpYaVIoUOUG.

® Bonbdet va Swo@allotel Ott Tta datopa AaBaivouv N
@povtida mou oupPadilel e TiG TEMOLIONOELG, TIG aleg, Kal TIg
TIPOTLUYOELG TOUG.

®  Beltwwvel T @povtida oto TENog {wn¢ Kal TNV IKavormoinon
TOU ATOWO KAl TNG OLKOYEVELAG TOU UE ppovTida (1).

® Ol OIKOYEVEIEG TWV OTOUWV TIOU €XOUV KAVEL EYKALPO
TIPOYPAUUATIONO ppovTidag atobdvovtal Alyotepo Ayxog,
KATAOAUT, OTPEG KAL EIVAL TTLO IKAVOTTOINUEVOL UE TN (ppovTida
miou Aappavouy (1).

EINAI AYZKOAO NA MAIPNEI KANEIZ AMO®AZEIZ A THN YTEIA KAMOIOY
AANOY. ME TON EFKAIPO MPOrPAMMATIZMO ®PONTIAAZ MIMOPEITE NA
EXETE TO MYAAO ZAZ HXYXO KAI NA EIZTE KAOGHZYXAXZMENOZ, T'ATI ETZI Ol
MPOTIMHZEIZ ZAZ EINAI ZEKAOAPEZ, KATANOHTEX KAI EBAXTEX.

MoLoG TTPETTEL VU GUHHETEXEL GTOV EYKALPO
T(POYPAHHATLOHO ppovTiSag;

Ma Tov €yKapo TPOYPAUUATIONO (POVTIdAG XPELAleTal OMASIKY
TipooTABEla. Oa TPETIEL va SUTTEPINaUBAvovTaL:

®  TO ATOMO TTOU OKEPTETAL YIO T HUEAAOVTIKY] TOU UYELQ KAl TIG
TIPOOWTTIKES TIPOTL|OELG TNG UYEIaG Tou

® 1) OIKOYEVELQ Kal Ol PIAOL TOU
® 0 AVAITANPWTIE ATOPATEWY TOU
®  OL(PPOVTIOTEQ

e Ot urtdA\nAot @PoVTIdag NAKIWHEVWY, Ol VOONAEUTEG, Ol
ylatpol kat AANoL EMayYEAUATIEG UYEIDG.

Ertiong kat ot opyaviopol wtopouv va urtoompi&ouv m dtadikaaoia
€EXOVTOG KOAEG TIOMTIKEG KOl KOATEUOUVTNPLEG YPAMMES  Kal
KABLOTWVTAG TIG TPEXOUTEG TTANPOPOPIEG SLaBETILIES.
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When should advance care planning be
introduced?

Advance care planning can be a routine conversation
when caring for an older person. It is important to also
encourage conversations with their family/carers and
care team.

Better outcomes are experienced when advance care
planning is introduced early, as part of ongoing care,
rather than in reaction to a crisis situation.

Where possible, people should be medically stable,
comfortable and ideally accompanied by their substitute
decision-maker(s) and/or family/carer.

Other triggers to discuss advance care planning include
when:

® the person raises concerns
® the family raises concerns
® thereis a change in the person’s health or capability

® there is a change in their living situation (e.g. when
they move into a residential aged care home).

How can aged care workers help with
advance care planning?

Be open

® Find out more about advance care planning and the
requirements of your organisation in your state/
territory.

® Be open to engage with people who want to discuss
their beliefs, values and preferences regarding their
current and future health and personal care.

® Explain why they may like to select and prepare a
substitute decision-maker(s).
Substitute decision-maker(s) will need to be:

® available (ideally live in the same city or region)
or readily contactable

® overthe age of 18

® prepared to advocate clearly and confidently
on the person’s behalf when talking to doctors,
other health professionals and family members
if needed.

MotE TIPETEL VA GUVLGTATAL O EYKALPOG
T(POYPUAHHATLOHOG tppovTiSagc;

‘Otav @povTileTe €va NAKIWUEVO ATOMO UITOPEITE va KAVETE UIa
QTAT) oL TNON Yl TOV £YKALPO TIPOYPAUUATIONO (ppovTidag.
Eivat emiong onuavtikd va evOapplvete ou{NTNOE HE TNV
OLKOYEVELU TOU/TOUG PPOVTIOTEG Kal TNV opdda @povtidag Tou.

‘Otav cuoTHVETAL £€vag £YKALPOG TIPOYPAUUATIOMOG (PPovTidag
VWpIG Ta arote éopata eival KaAUTepa, SNAadN OTav TO KAVETE
WG MEPOG TNG ouvEXOUG PPoVTIdag oag, mapd wg avtidpaon ot
Mla Kataotaon Kpiong.

‘Orou elvatl duvatdy, To ATopo Ba TPEMEL va sival KaAd omv
vyeia Tou, va alcbdavetal aveta kat otnv Wavikn mepimtwon va
ouvodeVETAL QIO TOV AVTIKATAOTATN QITOMACEWY Kau/m tnv
OLKOYEVELQ/TOV (PPOVTIOTH TOU.

AN Kivntpa Yy oudtnomn Tou £YKAlPOU TIPOYPAUUATIOMOU
@POoVTIdAg CUMTTEPINAUBAVOUV TTEPUTTWAOELG OTTOU:

®  TO ATOMO E£YElpEL AvNOUXieg
® 1 OIKOYEVELA TOU EYEIPEL AVNOUXIEG

®  UMAPXEL KAmola aAAayn oMV Uyeia ¥) otnv IKavotnta Tou
aATOMOU

® undpxel aA\ayn oOTtnV Katowia tou (Y. UeTakouilel oe
YNPOKOUE(D).

Mwg pTTOPOUV oL ETTayyEApATLEG
ppovILsag NALKLWHEVWY va BonBricouv pe
TOV £YKALPO TLPOYPAHHATLOHO ppovIidag;

Na eiote avoiytoi

o Na eVNUEPWVEDTE TIEPIOCOTEPO YL TOV TIPOYPALUATIONO
£YKaLPNG @POVTIdAG Kal Yl TG QITALTHOELG TOU OPYAVICHOU
0aG 0NV JTOATELQ/ETUKPATELA GG,

e Na €ilote avouxtol 0Tn ocuvepyacia oag Pe avOpwIoug mmou
€rOUIOLY VA cLUINTNOOUV TIG TTENMOLONOELG TOUG, TIG afleg Kal
TIG TIPOTIUNOELG TOUG OXETIKA UE TNV TPEXOUTT KAl LEANOVTIKN
TOUG UYELa Kal TNV TTIPOCWITIKY] TOUG (ppovTida.

e E&nynote toug Adyoug yla Toug oroioug Ba nbelav va
erAEEOUV KAl VA TIPOETOMACOUV TOV QVTIKATAOTATN
QTTOPACEWV.

O avTIKATAOoTATNG ATOPATEWY Ba XPELAOTEL va eivat:

o Slabéolpog (1bavika Oa mpémel va Sapével oy idla
TIOAN 1) TIEPLOXN) 1) va eivatl eDKOAN 1 eTKowvwvia padi Tou

®  avw Twv 18 eTwv

e JSlateBeévog va  ouvnyopel  &kdBapa  kat  He
QAUTOTEMOIONON €K UEPOUC TOU ATOMOU €AV XPELAOTEL va
MANOEL LE TOUG YLATPOUG, AANOUG emayyeAUATIEG UYeiag
KAl ME MEAT) TNG OLKOYEVELAG TOU ATOMOU.
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Be ready

® Undertake training in advance care planning to
improve your knowledge and skills.

® Talk with your clients about their beliefs, values,
and preferences regarding health and personal care
outcomes.

Be heard
® Discuss with care team, family and/or carers.

® Encourage your clients to write an Advance Care
Plan or use a form relevant to their state/territory
law. See advancecareplanning.org.au

® Encourage your clients to keep the Advance Care
Plan safe, and store it appropriately (see below).

® Encourage them to review their Advance Care Plan
every year or if there is a change in their health or
personal situation.

The law and advance care planning

Different states and territories in Australia have
different laws regarding advance care planning. There
are also some common law decisions regarding advance
care planning. See advancecareplanning.org.au for
information.

Depending on the state/territory:

® asubstitute decision-maker may be legally appointed
as an ‘agent’, ‘guardian’, ‘enduring guardian’ or
‘enduring power of attorney’

® anAdvance Care Plan may also be called an ‘advance
care directive’ or an ‘advance health directive’.

Na giote £toLpol

e Na KATOPTIOTEITE OTOV £YKALPO TIPOYPALUATIONO ppovTidag
yla va BEATIWOETE TIG YVWOELG KAL TLG IKAVOTNTEG OAgG.

e  MWnoTE Ue TO ATOUO Yla TIG TEMOIONOELS, TIG afleg, Kal TIg
TIPOTIYOELG TOU OXETIKA UE TA QUTOTEAECHATA TIOU ETTLOUMEL
Yla TNV UYELQ TOU KAl TNV IPOCWITIKY) TOU (ppovTida.

Na akouvoteite

®  JulNTWVTAG PE TNV OpAdA @PoVTIdAg, TNV OKOYEVELD Kal/M
TOUG (PPOVTIOTEG.

e EvOBappuvovtag TO ATOMO TTOU (PPOVTILETE VA CUVTAEEL Evav
‘Eykaipo Mpoypappatiopd Opovtidag 1 va XpnoLUoomosl
TO €VTUTIO TIOU €lval OXETIKO Me TO VOUO NG TOALTElag/
ETIKPATELAG ToU. Agite advancecareplanning.org.au

e [EvBapplvovtag TOo dtopo va  @uAagel Ttov  Eykaipo
Mpoypappatiopd Ppovtidag oe ao@OAEG UEPOG, Kal e
KAtdAANAo Tporo (Seite mapakaTw).

e EvBappuvovtag To Aatopo va emnavegetalet tov ‘Eykaipo
Mpoypaupatiopd Ppovtidag kabe xpodvo 1) oe meplmTwon
TIOU KATL AANGEEL ME TNV UYEIQ TOU 1] TNV TTPOCWIIIKA TOU
Kataotaon.

O VOHOG KL 0 EYKALPOG TIPOYPAHHATLOHOG
ppovidag

>V AucTtpalia KAOEe TTOMTELA KAl ETIIKPATELA EXEL SLAPOPETIKOUG
VOUOUG OXETIKA ME TOV €YKALPO TIPOYPAMUMUATIOUO PPOVTISAS.
Yndpxouv €miong Kal armo@ATEel; KOWVOU SIKAOU OXETIKA LIE TOV
£€YKALPO TIPOYPAUUATIONO @povTidag. lMa mAnpopopieg deite
advancecareplanning.org.au

Avdaloya Ue TV moATela/emikpateLa:

® O QVTIKATAOTATNG ATTOPACEWY WTOPEL VA SLOPLOTEL VOO WG
«MECALWV», «KNOEUOVAC», «HUOVILOG KNOEUOVAG» 1) «UOVIUOG
TIANpegovuaLog»

e ¢vag Eykaipog Mpoypappatiopdg Gpovtidag ptopei emiong
va ovopdadetal Kal «€ykalpn odnyia @povtidagy» 1) «éykaipn
odnyia vyelagy.
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Where should Advance Care Plans be kept?

Advance Care Plans may be stored at one or many of the
following:

® at home with the person

® with the substitute decision-maker(s)

® the GP/local doctor/specialist

® with aged care service provider records
® the hospital

® encourage and help clients to store them on their
‘My Health Record’ - myhealthrecord.gov.au

®* myagedcare.gov.au

Do you have questions about advance care
planning and would prefer to speakina
language other than English?

You can receive help from an interpreter for the cost of a
local call (except from mobiles) by simply following these
steps:

1. Call 13 14 50, Monday to Friday 9.00-5.00pm.
2. Say the language you need.

3. Wait on the line for an interpreter (may take up to 3
minutes).

&, Ask the interpreter to contact Advance Care
Planning Australia on 1300 208 582.

5. Talk with our staff or volunteer with the help of an
interpreter.

Where can | get more information?

Advance Care Planning Australia:
WWW.ADVANCECAREPLANNING.ORG.AU
NATIONAL ADVISORY HELPLINE: 1300 208 582
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This publication only provides a general summary of the subject matter covered.
People should seek professional advice about their specific circumstances. ACPA

is not liable for any errors or omission in this publication.

MoV Ba tpEmeL va puAdoaoetal o Eykailpog
Mpoypappaticpdog Ppoviidag;

Ou ‘Eykaipot [poypappatiopoi  Ppovtidag mpémet  va
(QUAAooOVTAlL O €va N TIEPLOCOTEPA MEPTN ONMWE TIPOTEIVETAL
TIAPAKATW:

®  OTO OT{TL TOU aTOHOoU
®  LIE TOUG AVTIKATOOTATEG ATTOPATEWY
® |l TOV OLKOYEVELOKO YLATPO/EBIKO YLATPO

® e Ta apxela Twv mapdxwv TG Unnpeciag ya @povtida
NAKIWUEVWY

®  OTO VOOOKOUE(O

e gvBOappuvete Kal BondnoTe TA ATOMA VA TA QUAACOOUV
padi pe ta «My Health Record» (Ta latpika pou Apxeia) oto
myhealthrecord.gov.au

® myagedcare.gov.au

‘EXETE amopisg yLa Tov EyKaLpo
T(POYPAHHATLOHO ppoVTidag kKal OEAsTe va
MLANGETE 0TN YAWGOA GAG;

Mnopeite va AaBete Bonbela Ue dlepunveia 0To KOGTOG TOTIKOU
NAe@wvNUaTog (eEatpouivtal Ta Kivnta) Ue Ta €§\¢ amid Brpata:

1. Kaleite o 13 14 50, Acutépa pe MNapaokeun 9.00-5.00up.
2. Aéte T YAWOoOoA TTOU AGTE.

3. MMepuévete 0T ypapun ya dleppnvéa (lowg mapet PéxpL Kat
3 \emT@).

4. 7Zntate anod to Siepunvéa va karéoouv to Advance Care
Planning Australia otov api®ué 1300 208 582.

5. Mu\ate pe to mpoowrtikod pag 1) é6eAovtn te t BorBsla Tou
Slepunvea.

ATt TT00 PTIopW Va TTAPW TLEPLOGOTEPES
TCANPOPOPLEG;

Advance Care Planning Australia:
WWW.ADVANCECAREPLANNING.ORG.AU

NATIONAL ADVISORY HELPLINE
(EONIKH XYMBOYAEYTIKH TrPAMMH): 1300 208 582
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To mapov Snpoocieupa sivat pLa yevikn epiAnydn yia to B€pa mou KaAumtetat. MNa
OGUYKEKPLUEVEG TIEPLOTACELG Ba TipéTeL va {ntrjoete CUPPBOUAEG ATIO EMAYYEAUATIEG.
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