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Maude

▪ 83 yr old ex social worker

▪ Lives alone, no current partner, 
no children

▪ Peripheral Vascular Disease 
(PVD) – angioplasty x 2

▪ External Radiation Therapy 
(XRT) for Non-Hodgkin’s 
lymphoma (NHL) 35 years ago.

▪ Slowly progressive 
Bronchiectasis

▪ Depression

▪ Osteoporosis

– Distal radial fracture

– L3 crush

▪ Prolonged hospitalisation after 
bilat provoked 
PE/retroperitoneal 
haematoma/IVC filter

▪ Yoga teacher

▪ Has active interest in Buddhism

▪ 3 cats, 1 old dog and several turtles she hand feeds

▪ Swims every morning at South Beach

▪ Has a bike as her main form of transport

▪ Main supports are her neighbours, and her niece 

(Victoria Park)



Outline of today’s talk

▪ Background regarding GOPC, ACP, Advanced Health Directive (AHD)

▪ Substitute decisions makers and hierarchy of decision makers in WA

▪ SPICT tool/Surprise question/Frailty scale

▪ Brief overview of frailty

▪ Outcomes of CPR in frailty

▪ Services available: Metropolitan Palliative Care Consultancy Service 

(MPaCCS), Residential Care Line (RCL), other initiatives 



GOPC, ACP & ADH

▪ GOPC is one component of Advance Care Planning (ACP)
– Generally applicable for current episode of care (can be extended to 12 months with Consultant 

approval)

▪ ACP is a document outlining the patient's values, beliefs and preferences 

and usually discussed when the patient is well.

▪ AHD is a legally binding document describing the patient’s plans for future 

care.

Source:

https://www.advancecareplanning.org.au 

https://www.publicadvocate.wa.gov.au 

https://www.advancecareplanning.org.au/
https://www.publicadvocate.wa.gov.au/


ACP documentation 
flowchart for WA

Source: Health Professional Guide to 
Advance Care Planning in Western Australia

https://www.health.wa.gov.au/~/media/Corp/Documents/Health-for/End-of-Life/ACP/ACP-Guide.pdf
https://www.health.wa.gov.au/~/media/Corp/Documents/Health-for/End-of-Life/ACP/ACP-Guide.pdf


Role of health professionals 
in ACP

Source: 

Health Professional Guide to Advance Care 

Planning in Western Australia

https://www.health.wa.gov.au/~/media/Corp/Documents/Health-for/End-of-Life/ACP/ACP-Guide.pdf
https://www.health.wa.gov.au/~/media/Corp/Documents/Health-for/End-of-Life/ACP/ACP-Guide.pdf


Why change from Decision Rationale (DNR) to Goals of Patient 
Care?

Focusing on Values and 

Preferences





The GOPC process

▪ Facilitates proactive shared decision making between clinicians, and patients 
and/or family, to ensure treatment is aligned with patient preferences, needs, 
values and wishes.

▪ Establishes and documents the most medically appropriate agreed GoPC that will 
apply in the event of the patient's clinical presentation and/or deterioration.

▪ Ensures a clear escalation plan which may include treatment ceilings or limitations 
to treatment.



GOPC options include:

▪ All life sustaining treatment
All treatments including care within an ICU will be considered.

▪ Life extended intensive treatment – with treatment ceiling
Care within an ICU will be considered but not all treatments will be used e.g. the person does not wish to have 
blood products.

▪ Active ward-based treatment – with symptoms and comfort care
The persons treatment will be given within a hospital ward their care will not be transferred to an Intensive 
Care Unit. There will be an emphasis on quality of life and on treatments that will improve comfort.

▪ Optimal comfort treatment – including care of the dying person
The aim of all treatment will be to provide comfort and prevent and relieve suffering.



Benefits of GOPC

▪ Improved quality of communication

▪ Care consistent with patient preferences

▪ Reductions in patient harm 

▪ Reduced Intensive Care Utilisation

▪ Decreased non-beneficial medical care near death



My Health Record

▪ As part of the Collaborative, WA Health hospitals upload both the Digital 

Medical Record (DMR) GoPC and the iCM GoPC eForms to My Health 

Record.

▪ These documents can only be uploaded to My Health Record with the 

patient’s consent.

▪ This allows GP’s and private providers to understand the types of 

discussions that have occurred between the patient and their healthcare 

team about their goals of care and treatment preferences.

▪ This can then be used to prompt discussions with other people involved in 

their care.





Hierarchy of Treatment 

Decision makers
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Maude becoming frail – comes to see GP

▪ Deconditioned despite 4/52 with Rehabilitation in the 

House (RITH)

▪ Seems much slower in your clinic.

▪ Needs assistance with shopping – can’t ride her bike

▪ Had a fall after trying to hang her sheets out 

independently

▪ Has reluctantly agreed for a Common Health Support 

Program (CHSP) for transport and shopping

▪ Not sure she will ever get back to teaching Yoga



Rockwood CFS

Source: British Geriatrics Society - 
Clinical Frailty Scale

https://www.bgs.org.uk/sites/default/files/content/attachment/2018-07-05/rockwood_cfs.pdf
https://www.bgs.org.uk/sites/default/files/content/attachment/2018-07-05/rockwood_cfs.pdf


Trajectories of Decline 

Source: Predicting decline and survival in severe acute 

brain injury: the fourth trajectory | The BMJ

Claire J Creutzfeldt et al. BMJ 2015;351:bmj.h3904

https://www.bmj.com/content/351/bmj.h3904
https://www.bmj.com/content/351/bmj.h3904


Archetypal physical trajectory of decline for people with total anterior circulation 

stroke. 

*At some time in the first 12 months, most people have 1 or more episodes of acute 

functional decline owing to a comorbidity such as a chest infection.

Source: Outcomes, experiences and palliative care in 

major stroke: a multicentre, mixed-method, longitudinal 

study - PubMed
Marilyn Kendall et al. CMAJ 2018;190:E238-E246

https://pubmed.ncbi.nlm.nih.gov/29507155/
https://pubmed.ncbi.nlm.nih.gov/29507155/
https://pubmed.ncbi.nlm.nih.gov/29507155/


Supportive and Palliative Care Indicators Tool 

(SPICT)

Source: e-SPICT | Supportive and Palliative Care Tool

https://www.spict.org.uk/the-spict/e-spict/


Would you be 
surprised if your 
patient dies in 

the next 12 
months?





Mrs MS

▪ Completes an AHD and 

appoints her niece as 

Enduring Power of 

Guardianship (EPG).

▪ At present – teaching seated 

Yoga to a retirement 

community, still getting help 

with her shopping

▪ Bike has not yet been sold!



What is the difference between advance care planning, a Values and 

Preferences Form, an Advance Care Plan and an Advance Health Directive?

▪ Values and Preferences Form: Planning for my future care (PDF 485KB)

– in which an individual can record what they value and what they want for their care in the future including where they 
want to live, and other things that are important to them. May be considered a Common Law Directive.

▪ Advance Care Plan for someone with insufficient decision-making capacity (external site)

– written on an individual’s behalf by a recognised decision-maker(s) who has a close and continuing relationship with 
the individual. Can be used to guide health professionals when making medical treatment decisions on the 
individual’s behalf, if they do not have a valid Advance Health Directive or Values and Preferences Form. It should 
only be used when a person no longer has decision-making capacity to complete a Values and Preferences Form or 
an Advance Health Directive. This document is a non-statutory document and is not a document in which a person is 
able to give legal consent to or refuse treatment. Non-statutory documents are not recognised under specific 
legislation.

▪ Advance Health Directive (PDF 578KB)

– is a legal record of an individual’s decisions about treatment(s) they do or do not want to receive if they become 
unwell or injured in future. It can only be made by a person older than 18 years who is able to make and 
communicate their own decisions. The Advance Health Directive is a statutory document as it is recognised under 
legislation. Statutory documents are the strongest and most formal way to record an individual’s wishes. 

https://ww2.health.wa.gov.au/~/media/HWA/Documents/Healthy-living/End-of-life/Values-and-Preferences-Form.pdf
https://www.advancecareplanning.org.au/docs/default-source/acpa-resource-library/acpa-forms/advance-care-plan_full-name.pdf
https://ww2.health.wa.gov.au/~/media/HWA/Documents/Healthy-living/End-of-life/Advance-Health-Directive.pdf


Patient Resources

Source: 

Dying to Talk – What Matters Most guide and 
cards

Advance Care Planning patient Guide

https://wahealthdept.sharepoint.com/teams/GPNetworkingEventWorkingGroup/Shared%20Documents/General/Events/2025/3.%20Aug/Presentations/Session%201/ARCHIVE
https://wahealthdept.sharepoint.com/teams/GPNetworkingEventWorkingGroup/Shared%20Documents/General/Events/2025/3.%20Aug/Presentations/Session%201/ARCHIVE
https://wahealthdept.sharepoint.com/teams/GPNetworkingEventWorkingGroup/Shared%20Documents/General/Events/2025/3.%20Aug/Presentations/Session%201/ARCHIVE
https://www.healthywa.wa.gov.au/~/media/HWA/Documents/Healthy-living/End-of-life/ACP-Guide-workbook.pdf
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Where to go for further information

Advice and support for staff at residential care facilities
Metropolitan Palliative Care Consultancy Service (MPaCCS)

A mobile specialist palliative care team that works collaboratively with 

GP’s and other health professionals.

Phone: 9217 1777

Email: MPaCCS@bethesda.org.au

Website: bethesda.org.au/facilities-services/mpaccs

Residential Care Line

Phone: 6457 3146



Further Information

▪ Goals of Patient Care - https://ww2.health.wa.gov.au/Articles/F_I/Goals-of-patient-care   

▪ End of Life - https://ww2.health.wa.gov.au/-/media/Files/Corporate/general-documents/End-

of-Life/Goals-of-Care/PDF/GOPC-discussion-tips.pdf 

▪ Workshop and information for community members on Advance care planning and palliative 

caring - https://palliativecarewa.asn.au/

▪ WA End-of-Life and Palliative Care Strategy 2018-2028 (health.wa.gov.au)

▪ Advanced Care Directive Form - Source: Advance Health Directive Form

https://ww2.health.wa.gov.au/Articles/F_I/Goals-of-patient-care
https://ww2.health.wa.gov.au/-/media/Files/Corporate/general-documents/End-of-Life/Goals-of-Care/PDF/GOPC-discussion-tips.pdf
https://ww2.health.wa.gov.au/-/media/Files/Corporate/general-documents/End-of-Life/Goals-of-Care/PDF/GOPC-discussion-tips.pdf
https://palliativecarewa.asn.au/
https://www.health.wa.gov.au/~/media/Corp/Documents/Health-for/End-of-Life/WA-End-of-life-and-Palliative-Care-Strategy-2018-2028.pdf
https://www.healthywa.wa.gov.au/~/media/HWA/Documents/Healthy-living/End-of-life/Advance-Health-Directive.pdf


Further Training
▪ Palliative Care Curriculum for Undergraduates (Free online modules) 

https://pcc4u.org.au/learning/modules-landing/

▪ End of Life Essentials (Free online modules) 

https://www.endoflifeessentials.com.au/tabid/5195/Default.aspx

▪ Palliative and Support Care Education (PaSCE) (Communication video resources, online 

modules and workshops - https://www.cancerwa.asn.au/professionals/pasce/ 

▪ Guidelines for palliative approach to aged care in the community 

https://www.pallcaretraining.com.au/

▪ Online learning - https://www.palliaged.com.au/tabid/5683/Default.aspx

Further Information

https://pcc4u.org.au/learning/modules-landing/
https://www.endoflifeessentials.com.au/tabid/5195/Default.aspx
https://vimeo.com/313102060
https://www.pallcaretraining.com.au/
https://www.palliaged.com.au/tabid/5683/Default.aspx


Like and follow South Metropolitan Health Service on Facebook and 

Linkedin to keep up with the latest news and information
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