Advance Care
Planning Australia

BE OPEN | BE READY | BE HEARD

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
3A PAAHUKE KOJW MPYXA]Y HETY
SERBIAN | CPMICKM

LLiTa je nnaHvipawe Here yHanpea?

Mnanuvpame Here yHanpep omoryhaBa
3ApaBCTBEHUM pPagHMLMMa U pagHULMA KOjn
AVPEKTHO Npy)Xajy Hery cTapujum ocobama

Aa pasymejy M UCNOLUTYjY )Xesbe nauuvjeHaTtay
cny4yajeBMMa Kaga ce OHU 036MJbHO pa36one 1 He
Mory fia roBope y cBoje nme.

Buno 6u naeanHo fda ce yHanpej, cauMkbeHW MJ1aH Here CTaBu
My nnucMeHy ¢opMy WTo 6m Tpebaso fa NOMOrHe Aa ce »Kesbe
naumjeHTa UCnoLTyjy.

YHanpez, caumMHbeHM MNJ1aH Here ce akTUBMPa CaMOo ako MpuMalal,
Here 13rybm cnocobHOCT 3a AOHOLLEHE OAJTyYKa UM CNOCOBHOCT
[, 13pasun CBOje yKeJbe.

MpeaHocTy NNaHpamwa Here yHanpep,

MnaHupare Here yHanpes, je of, KopUcTu 1 NprMaoLly Here, anm
1 HEroBoj NopoamUu, HerosatesbMa (naaheHnm n HennaheHum),
3[pPaBCTBEHUM pafiHMLMMa W OpraHusalumjama ca Kojuma je
npumanal, Here y Be3u.

® [lnaH npumaouuma Here omMoryhaBa ga go6ujy OHy Hery
KOja je y ckslafly ca mumxoBuUM ybehersmma, BpegHoOCTMMA U
npedepeHumjama.

® [locTojatbe niaHa oMoryhaBa npyskare 60/be Here Ha Kpajy
»KMBOTA, Na Cy U NpMMaJiaL, Here 1 Y1aHOBM HEerose NopoauLe
3210BO/bHM}U HeroM (1).

®  YnaHoBM nopoauLe OHMX ocoba Koje Cy yHarnpez, caumMHuse
MaaH Here HUCY NMpeBuLle aHKCUO3HW, OENPECUBHN UM MNOL,
CTPEecoM, a U 3a[,0BOJbHUjW CY NMPUM/bEHOM HeroM (1).

[OHOLLEHE 3/PABCTBEHUX OAJIYKA 3A [IPYTE MOXE JA BYAE TELLKO.
YHATPEZ, CAYVIFLEHW MTAH HETE MOXXE ZIA 3HAUM CTIOKO)J U YTEXY, JEP CY
Y FhEMY XE/bE MALMJEHTA JACHE, PASYMJ/bUBE U OHE CE MOLLITYY.

Ko 6m Tpe6ano pga 6yae yxk/byueH y
cauMbaBam€ NJlaHa Here yHanpepn?

[MnaHuparbe Here yHanpes 3axTeBa TUMcKM npuctyn. Cneaehe
ocobe 61 Tpebano fa byay yK/byyeHe:

® ocoba Koja pa3maTpa cBoje 6yayhe 34paBCTBEHO CTake U CBOje
JINYHE YKEeJbEe Y BE3M Ca HEFOM

° Y1aHOBU HEHE NMopoaUnLIE U B/IMCKM I'IpVIjaTEJ'bl/I

®  3aMeHMK/UM NMpUMaoLa Here 3a [loHoLeHe ofJlyKa (ocoba/e
Koja/e Moxke/Ty ia JOHOCK/e of/TyKe Y MMe MpUMaoLa Here)

o HeroeaTe/bU

®  paZHUUM CNYXK6M 3a paf, ca cTapujuM ocobama, MeAUUMHCKe
cecTpe, IeKapu 1 Apyr 34paBCTBEHW PagHULIA.

OpraHusauuje Takohe Mory fa nogpyke Taj npouec Tako wTo he
OoHocuTK go6pa NpaBuia U CMEPHULIE M CTaB/baTW Ha pacroJiarakbe
Bakehe nHdopmaupje.
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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.

Kapa Tpe6a HaueTn Temy niaHvpamba
Here yHanpep?

[MnaHnparbe Here yHanpen Moxe ga byae pyTWMHCKa TeMa 3a
pa3roBop Kaja ce cTapujoj ocobu npyrka Hera. Takohe je BaXKHO
NoACTaKHYTU pa3roBop u3mehy cTapuje ocobe M YnaHOBA H-eHe
nopoauLe, ofJHOCHO HeroBaTesba W 3APAaBCTBEHOr TMMa KOjU joj
npy>ka Hery.

[MnaHnparbe Here yHanpen, y paHoj ¢dasu, TOKOM penoBHOr
npy>kakba Here, goBoau A0 60/bMX MCXOAA Hero Kaga ce njaH
cauMrbaBa Kao peaKumja Ha KpUsHY cUTyauujy.

Kag rog je To Moryhe, ocobe Koje caummaBajy MJjaH Here 6m
Tpeb6ano ga 6yay cTaBUIHOr 3[1paBCTBEHOr CTakba, OMyLUTEHE U
no MoryhHOCTM y NpaTHK CBOI/CBOjUX 3aMEHMKA 3a AO0HOLIEHE
oJTyKa U/Wnn YnaHa nopoauie/Herosartesba.

Lpyre npuavke y KojuMa MoyKe [ia ce pasroBapa O MJaHupakby
Here yHanpeg, cy cneaehe:

®  Kaja npuMaal, Here u3pasm 3a6puHyToCT

®  Kafla Yn1aHoBM MopoayLe nspase 3a6pUHYTOCT

® Kafa Kof npvMaolia Here gohe Ao NpOMeHe 34paBCTBEHOT
CTatba UM HETOBUX CMOCOBHOCTM

® Kamapaohe 4o NpoMeHe Y YKUBOTHMM OKOJIHOCTMMA MprMaoLia
Here (HMNp. Kaga ce Npecesin y cTapadku AoMm).

Kako pagHuum Koju npy>xajy Hery
cTapmjum oco6ama Mory fia NOMOrHy y
nnaHvpamy Here yHanpea?

ByavuTe OTBOPEHU

e [loTpyauTe ce [a WITO BuLUe casHaTe O MJaHupary Here
yHanpeg, 1 0 yc/10BMMa Ballle opraHu3aupmje y BaLloj ap>kasu/
TepuTopuju.

e bByaute cnpeMHM fa cac/yluaTe NpUMaoLe Here Koju »xese
Oa pasroBapajy O cBojuM yb6eherMMa, BpedHOCTMMA U
npedepeHLMjama y BE3W Ca HMXOBOM TPEHYTHOM 1 6yayhom
34,paBCTBEHOM W JINHHOM HErOM.

e  (O6jacHuTe UM 3aLLUTo 64 Tpebasio aa M3abepy 1 Npunpeme u
3aMeHMKa 3a [IOHOLLEHE OAJ1yKa.

3aMeHuLM NpMMaoLa Here 3a [oHOoLLEHEe of/lyKa Tpeba aa:

e 6yay Ha pacrionaraksy (MoeanHo 6u 6uno ga >Kuee y
WCTOM rpafly WanM Y OKOJIMHW) UAM Aa Ce Ca HbMMa JIaKo
MOXKe CTYMUTU Y KOHTaKT

®  uMajy BuLe of 18 rogmHa ctapocTu

® 0Oyay CMNpeMHM fAa jacHO M CaMOYBEpPeHO 3acTynajy
MHTepece MNpMMaoLa Here M FOBOPE Y HEFOBO MMe
Kafla pasroBapajy ca JIeKapuMma, APYyruM 3 paBCTBEHUM
pagHu1LMMa M Y41laHOBMMA NMOPOMLIE, aKO je TO NMoTPe6bHo.
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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’.

byaunTe cnpemMHu

®  YnuwmTte ce Ha 0OyKy 3a nJiaHUparbe Here yHanpesn Aaa
no6oJbliaTe CBOje 3HaHEe U BELUTUHE Y Toj 06.1acTu.

e PasroBapajTe ca CBOjUM CTpaHKaMa O HUXOoBUM ybeheruma,
BpelHOCTMMa M npedepeHuMjaMa y BE3U Ca >KeJbeHUM
UCXOAUMA 3[PABCTBEHE U SINYHE HEre.

MogvrHuTe rnac

e PasroBapajTe ca TUMOM KOjU Mpy»Ka Hery ctapujoj ocobu, ca
YJ1aHOBMMa NopoAMLLEe U/UIM HEroBaTe /bMMa NpMMaoLa Here.

e [loAcTakHUTE CBOje CTpaHKe [Aa YHarnpemn cauukbeHW MJiaH
Here (Advance Care Plan) v Hanuwy unam ga ce nocaye
dopMy/IapoM Koju je y CKafly ca 3aKOHOM Y HMXOBOj ApXKaBu/
Teputopuju. MNornepajte advancecareplanning.org.au

e [loacTakHWUTE CBOje CTpaHKE Aa YHanpen, CauyuMkbeHW MiaH
Here Ap»Ke Ha CUrypHOM MeCTYy M Aa ra ofroapajyhe 4vyBajy
(Buam mone).

e [loAcTakHWUTE MX Oa CBake FOAMHE MpeucnuTajy yHarnpeg,
CauMHbEHU MJIaH Here UM CBaku NyT Kaga gohe [0 NpoMeHe
HMXOBOT 3[1paBCTBEHON CTakba WM IMYHE CUTYaLMjE.

3aKoH M NnaHupawe Here yHanpep,

Csaka ap»kaBa 1 TepuTopuja y AycTpannju uMa pasnnymTte 3aKoHe
KOjW ce ofiHOCe Ha MaHuparse Here yHanpen, [NocToje Takohe u
ofilyKe n3 obsacTu obuyajHOr npaBa Koje ce TUYy MnJlaHMparba
Here yHanpe. 3a uHpopmauuje, noregajte advancecareplanning.
org.au

3aBMCHO of, ApXKaBe/TepuTopuje:

®  3aMEeHVK MpuMMaola Here 3a [OHOLUEHE OfJTyKa MOXKe Wt
3aKOHCKM Ja Ce MOCTaBM Kao ‘areHT, ‘cTapaTesb, ‘CTajlHU
cTapartesb WM ‘ctasiHu onyHoMoheHuk’

®  YHanpef caumtbeHu MiaH Here ce Takohe HasuBa 1 ‘AMpeKTHBa
3a Hery Koja ce faje yHanpea' wam ‘yHanpej, aaTta AMPeKTHBa
Koja ce oAHOCH Ha 3ApaB/be NauujeHTa’,
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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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Fae 6u Tpebano ap>xaTv yHanpepn,
cauveHe niaHoBe Here?

YHanpep, cauntbeHU NJIaHOBM Here Mory Aa ce YyBajy Ha jeJHOM
WM Ha BULLIE o, cneaehux mecTa:

®  kop kyhe npumaoua Here

®  KOf 3aMeHMKa NpMMaoLa Here 3a [oHOoLlEeHe OAJ1yKa

®  Koj JieKapa ornwTe npakce/noKasHOr Jiekapa/cneumjanmcre
® y KapTOHY Cay»kbe Koja Npy»Ka Hery cTtapmjoj ocobu

® vy BOJ/IHNYKOM KapTOHY/eBUAEHLMjU BOAHNLE

®  MOACTaKHUTE CBOje CTPaHKE M MOMO3UTE UM fa MJIaH yHecy
n y ‘My Health Record’ (Moja 3apaBcTBeHa eBuaeHLMja) -
myhealthrecord.gov.au

® myagedcare.gov.au

Aa N nmaTte NUTama 0 NJIAaHNpaky Here
yHanpea, v )kenuTe Aa pasroBapaTte Ha
HEeKOM ApYrom jesuKy 0CUM eHr/iIecKor?

MoxkeTe fa nobujeTe noMoh TymMaya no LLeHW JIoKasIHOT Mo3KMBa
(ocum ca MobunHUX TenedoHa). Tpeba camo ga cienmte ose
KOpake:

1. Hasosute 13 14 50, on noHegesbka Oo neTka, og 9.00
yjyTpo o 5.00 nocne nogHe.

2. PeuuTe KOju je3nK rosopure.

3. OcTaHuUTe Ha BE3M U YeKajTe Aa ce jaBu TyMay (To MoxKe Aa
noTpaje u 4o 3 MUHyTa).

4. 3amonuTe Tymauya ga Bam Hasose Advance Care Planning
Australia Ha 1300 208 582.

5. Pasrosapajte ca 41aHOM Haller 0cobsba Ui Ca BOJIOHTEPOM
y3 nomoh TymMaua.

rae mory pa po6bujem BuLie
nHpopmaumja?

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

NATIONAL ADVISORY HELPLINE (HALLMUOHAJTHA
CABETOAABHA TENE®POHCKA C/1Y>KBA): 1300 208 582
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Y 0B0j Nny6avKkaumju ce Hanasm caMo yorniiTeHU pe3nme TemMe Koja ce y H0j n3anaxe.
3auHTepecoBaHe ocobe 6U Tpebaso Aa 3aTpaxce CTPYyYHWU caBeT Koju he ysetn y
063up HurxoBe cneunduyHe okonHoctu. ACPA He npeysnma o4roBOpHOCT 3a 6uno

KaKBe rpeLuke niy oMallke y oBoj ny6avkaumju.



