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Case: Dorothy

Profile:

• 78 yo married woman who lives at home 

with her husband and has a supportive 

family

• Rapidly progressive lung cancer – no 

curative treatment available



To be discussed today:

1) Understanding your obligations and the law

2) Converting a patient’s wishes into clinical instructions

3) If your patient is not for resuscitation or curative 

treatment, what are you going to do to ensure their 

comfort and dignity?

4) Putting things in place to ensure that everything goes 

to plan



1) Understanding your Obligations and 

the Law

What are my professional obligations in providing 

end of life care to Dorothy? 



A Doctor’s Professional 

Standards:
AHPRA Medical Board of Australia

Good Medical Practice: A Code of Conduct 

for Doctors in Australia (October 2020)

3.12.3 Understanding the limits of medicine in prolonging life and recognising when efforts 

to prolong life may not benefit the patient

3.12.4 Understanding that you do not have a duty to try to prolong life at all cost. However, 

you do have a duty to know when not to initiate and when to cease attempts at prolonging 

life, while ensuring that your patients receive appropriate relief from distress.



1) Understanding your Obligations and 

the Law

What is the legal document on which Dorothy can 

write her wishes if she were to lose decision-

making capacity?
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Consent Act

•Medical Power of Attorney

•Anticipatory Direction

Guardianship Act

•Enduring Power of Guardian

Advance Care 

Directives Act

(Financial) Powers Act

Dealt with separately

1 Advance Care 

Directive 

One Advance Care Directive Form



On the Advance Care Directive (ACD) Form

Competent adults (18 years and over) can:

• Appoint:

• one or more Substitute Decision Makers 

(SDMs) 

AND/OR

• Document:

• Wishes, instructions and personal values

Applies at any period when a patient loses 

decision-making capacity

One Advance Care Directive Form



• If an SDM is appointed, they can make lawful decisions as if they are the person –

they legally “become the person”

• SDMs can be appointed to act individually or together- BUT- health practitioners 

only have to contact the first SDM that can be reached- it is then up to that SDM to 

contact any other SDMs

• Non binding requests- advisory

• Binding refusals- must be complied with if relevant to the situation

One Advance Care Directive Form



1) Understanding your Obligations and 

the Law

If Dorothy deteriorates, how do I determine whether 

she has decision-making capacity?



One Advance Care Directive Form
Only applies if there is Impaired Decision-Making Capacity

Under the Act, decision-making capacity:

• is presumed

• should be supported 

• residual capacity respected – can understand some things but not others

• fluctuating capacity respected

Impaired decision-making capacity- only relates to a particular decision when 

consent is required

In respect of a particular decision, impaired decision-making capacity means they 

cannot:

• understand relevant information

• retain such information

• use information to make the decision- i.e. risks vs benefits

• communicate the decision (in any manner)



1) Understanding your Obligations and 

the Law

What should be the main thing to consider in 

making decisions for Dorothy if she has lost 

decision making-capacity? 



If a patient has lost decision-making capacity:

What’s this bit of paper – an 

Advance Care Directive? 

And what’s this plan? And 

who is this person calling 

themselves a medical 

power of attorney? Who do I 

listen to?

What’s the legal 

situation if I don’t 

give treatment? 

Maybe I’d better 

keep trying to keep 

him alive. What’s best 

for this 

patient?

My job is to 

save lives 

isn't it?

What are the clinical 

parameters that will tell 

me that this patient is 

at the end of their life?

My belief is 

that life is 

sacrosanct.

What is the protocol in 

this situation? What did 

the textbook say? What 

did the consultant do 

the last time this 

happened?

I don’t know how to tell them 

this bad news. I need to 

give them hope. Maybe I’ll 

give them one more round 

of treatment…

What would this 

patient have 

wanted if they had 

been conscious?

His children are saying 

that we should let him 

go. But his wife is 

saying that we must 

keep him alive. What 

do I do?

Decide as if “in their shoes”



1) Understanding your Obligations and 

the Law

Which person should I speak to, or which 

document should I rely on, to obtain consent for 

treatment? 



Clear 

consenting 

hierarchy



1) Understanding your Obligations and 

the Law

What should I do if there is a dispute about what 

treatment to provide for Dorothy? 



If in doubt/dispute:

Office of the Public Advocate 

Ph: 8342 8200

Country SA Toll Free:

1800 066 969

Simplified dispute resolution process



1) Understanding your Obligations and 

the Law

Can Dorothy’s family force me to provide her with 

“futile” treatment?



1) A  change in 2014 to S17(2) of the Consent Act which clarifies that there is:

• no longer a requirement to provide, and the ability to withdraw, treatment 

• which a doctor does not think is of benefit to a patient 

• in the terminal phase of a terminal illness, persistent vegetative state or 

minimally responsive state

➢ Can make decisions based on what is good practice rather than on medico-

legally defensive grounds

No requirement to provide treatment 

which is of no medical benefit to a 

dying patient



s17 (2) of the Consent to Medical Treatment and Palliative Care Act 1995

17(2) A medical practitioner responsible for the treatment or care of a patient in 

the terminal phase of a terminal illness, or a person participating in the treatment 

or care of the patient under the medical practitioner's supervision, is, in the 

absence of an express direction by the patient or the patient's representative to 

the contrary, under no duty to use, or to continue to use, life sustaining measures 

in treating the patient if the effect of doing so would be merely to prolong life in a 

moribund state without any real prospect of recovery or in a persistent vegetative 

state.

The previous problem



A medical practitioner responsible for the treatment or care of a patient in the 

terminal phase of a terminal illness, or a person participating in the treatment 

or care of the patient under the medical practitioner's supervision:

(a) is under no duty to use, or to continue to use, life sustaining measures in 

treating the patient if the effect of doing so would be merely to prolong life 

in a moribund state without any real prospect of recovery or in a 

persistent vegetative state (whether or not the patient or the patient's 

representative has requested that such measures be used or continued); 

and

Amendment of section 17 (2) 
The care of people who are dying:



1) Understanding your Obligations and 

the Law

Will the law protect me in giving Dorothy enough 

medication to make her comfortable? 



The Consent Act:

17—The care of people who are dying

(1) A medical practitioner responsible for the treatment or care of a patient in the 

terminal phase of a terminal illness, or a person participating in the treatment or 

care of the patient under the medical practitioner's supervision, incurs no civil or 

criminal liability by administering medical treatment with the intention of relieving 

pain or distress—

(a) with the consent of the patient or the patient's representative; and

(b) in good faith and without negligence; and

(c) in accordance with proper professional standards of palliative care,

even though an incidental effect of the treatment is to hasten the death of the 

patient.

Equals protection in giving adequate treatment to maintain the comfort and dignity 

of the patient, even though a secondary effect of treatment might be to hasten the 

death of the patient (“double effect”)

Protection in giving adequate treatment 

to maintain the comfort and dignity of a 

dying patient 



• Intention

• The “can you sleep at night?” rule

What is the difference between 

Euthanasia and Palliative Care?..........



1) Understanding your Obligations and the 

Law: A Summary

For a dying patient, you now know: 

• How to decide - i.e. “as if in the patients shoes”

• Who to ask - i.e. follow the “Consent Hierarchy”

• What to do in a dispute - i.e. call the Public Advocate

• That there is no requirement to provide treatment that is of no 

medical benefit

• That you are protected in giving enough medication to maintain the 

comfort and dignity of a dying patient

So focus on caring for her!



2) Converting a patient’s wishes into clinical 

instructions

How can I document clinical instructions for 

Dorothy’s care that will be understood and respected 

by other health practitioners (e.g. nurses, locums, 

ambulance officers) in an emergency? 



The 2010 End of Life Working Group

ACD (or ACP)

To tell us the 
patient’s wishes

Resuscitation Plan –

7 Step Pathway

For the responsible 
clinician to convert 
these wishes into 
usable clinical 
instructions about 
resuscitation and 
end of life care



Community Version: Resuscitation Plan-7 Step Pathway



The Resuscitation Plan-7 Step Pathway 

• Will replace the practice of writing informal “NFR”, “Not for CPR” or “Not for 

Cardiopulmonary Resuscitation” orders in notes

• Supports a clinician in working through the correct:

• clinical 

• legal

• ethical steps in the correct order

• And, if the patient is not for resuscitation, MUST ask:

“What are you going to do to maintain the patient’s comfort and dignity?”



• NFR order with process around it

• Helps doctors make the right decision

• Protects both the patient and the doctor

• Standardised document that everyone recognises and respects-

doctors, nurses, ambulance officers, aged care staff

• Can be used- and is transferable across- all hospital, aged care 

and community sectors

• Includes "Not for Transfer to Hospital" order for patients who do 

not wish to be transferred to hospital

Why do we need another form? 
Actually, we don’t. The heart of this is a 

process, not a form



3) If your patient is not for resuscitation or 

curative treatment, what are you going to do 

to ensure their comfort and dignity?

What should I do to make sure that Dorothy doesn’t 

suffer as she dies?



Options:

1. Prescribe medications for the patient: ”Do it yourself”

2. Call or refer to Specialist Palliative Care Service: “Shared Care”



Some resources



Prescribing opiates: Basics 

• Starting oral opiates: 

➢ 2.5-5mg Morphine syrup 1 hourly prn

• Conversion to long acting: 

➢ Add up prn doses over 24 hours and convert to long acting oral preparation

e.g. if she has required 4-5 x 5mg doses of Morphine per day= 20-25mg 

total/24hrs = 10mg MS Contin bd

• Breakthrough doses: 

➢ 1/6 of total daily dose 1 hourly prn

• Changing opiates: 

➢ Reduce calculated dose by 30% because of cross tolerance

• Converting to subcutaneous morphine: 

➢ Divide oral dose by 3 



A Tool to Assist in Anticipatory Prescribing



Specialist Palliative Care Services



4) Putting things in place to ensure that 

everything goes to plan

What can be done to increase the likelihood that 

Dorothy’s treatment will align with her wishes?



Some suggestions:

• Case/family conference - getting everyone on “same page”

• Collation of important documents in Patient Handheld Record
o Contact List – list of ‘who to call’ for assistance at any time

o ACD and Resuscitation Plan - 7 Step Pathway (if completed)

o Medical History or Care Plan

o Medication List

• My Health Record

• Work together with Specialist Palliative Care: GP Shared Care

• Understand role of Extended Care Paramedics

• Try Anticipate what you patient or their family will need



Case 1: Esther
Profile: 

88 year old woman
• Full mobility, lives alone and mainly independent except for a weekly 

cleaning service. 

• She has as reasonable quality of life but has been deteriorating after 
several recent admissions with falls and pneumonia 

Presentation at Emergency Department :

• Develops pneumonia with dehydration and acute delirium
• Assessed that she would require IV fluids and antibiotics to recover
• Does not have decision-making capacity

Situation:

• She has an ACD with one SDM appointed and who is present and 
vague documented wishes about not wanting to live if she had brain 
damage

………………………………What should you do at this point?
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Case 1: Esther

Answer: 

Seek the consent of the SDM before administering treatment
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Case 1: Esther………….continued
Subsequent events:

• She survives the pneumonia but has a CVA while in hospital  
leaving her with a dense R hemiplegia

• She has a permanent IDC
• She is bed/chair bound and fully dependent for care

Situation:

• She is transferred to a nursing home due to care needs

• A family conference is held- and resuscitation and end of life 
care is discussed

• She alert, aware of what has happened, understands what she 
is told, and can speak to express her wishes- which have not 
changed

…………………How would you fill out a Resuscitation Plan-7 
Step Pathway form?
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Community Version: Resuscitation Plan-7 Step Pathway



The End


