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The law and advance care planning 
Health professionals are obliged to review and 
consider advance care planning documents. 
Different states and territories in Australia have 
different laws regarding advance care planning.  
See advancecareplanning.org.au for information. 

Depending on the state/territory:
n A Substitute Decision-Maker may be legally appointed 

and also known as an Attorney (through an Enduring 
Power of Attorney), Enduring Guardian, Decision-
Maker or Medical Treatment Decision-Maker. 

n An Advance Care Directive may also be called an 
Advance Health Directive, Health Direction or 
Advance Personal Plan. 

Where should advance care directives 
be kept? 
Advance care directives may be shared with the: 
n person 
n substitute decision-maker(s)  
n GP/local doctor 
n specialist(s) 
n residential aged care home or specialist disability 

accommodation
n hospital. 
Encourage and help people to store them in My Health 
Record at adhagov.info/ACP.

Conversation starters
n I try to talk to all my patients about how they would 

want to be cared for if they become more unwell or 
were suddenly unable to make their own healthcare 
decisions. Have you ever thought about this? 

n I am pleased to see you have recovered from your 
recent illness. If you became very sick again, have 
you thought about the treatment that you would 
or would not want?

For more examples visit the conversation starter page 
at advancecareplanning.org.au. 

Where can I get more information?
Advance Care Planning Australia

advancecareplanning.org.au
National Advance Care Planning Support Service:  
1300 208 582
learning.advancecareplanning.org.au

How can health professionals help 
with advance care planning? 

Be open
n Find out more about advance care planning and 

the requirements relevant to your state/territory. 
n Encourage people to think and talk about their 

beliefs, values and preferences regarding their 
current and future health care. 

n Explain that they may like to choose one or more 
substitute decision-maker(s). They should be 
people who are not employed as their carers 
or healthcare providers.

Ideally, substitute decision-makers will need to be: 
n	 available (live in the same city or region) or readily 

contactable 
n	 over the age of 18 years
n	 prepared to advocate and make decisions clearly 

and confidently on a person’s behalf when talking 
to doctors, other health professionals and family 
members if needed. 

Be ready
n Undertake training in advance care planning to 

increase knowledge and improve skills. 
n Talk about the person’s beliefs, values and life 

goals regarding health care options. 

Be heard
n Discuss advance care planning with other relevant 

healthcare professionals, family, friends and/or 
carers. 

n Encourage people to write an advance care 
directive or use a form relevant to their state/ 
territory law. See advancecareplanning.org.au. 

n Encourage them to make their advance care 
directive available if needed. 

n Encourage them to review their advance care 
directive every year or if there is a change in their 
health or personal situation.
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What is advance care planning? 
Advance care planning supports health professionals to understand and respect a person’s health care 
preferences if the person ever becomes seriously ill and unable to communicate for themselves. 
Ideally, advance care planning will result in a comprehensive conversation and a written advance care directive 
(appointing a substitute decision-maker and values or instructional directive), to help ensure the person’s 
preferences are respected. An advance care directive is only used when the person loses capacity to make or 
express their preferences.

Benefits of advance care planning 
Advance care planning benefits the person, their family, 
carers, health professionals and associated organisations.  
n It helps to ensure people receive care that is 

consistent with their beliefs, values and preferences.
n It improves end-of-life care, satisfaction with the 

care provided1 and communication with healthcare 
professionals2.  

n Families of people who have done advance care 
planning experience less distress and are less 
conflicted about the decisions they make for, and 
about, their loved ones.3  

n For healthcare professionals and organisations, it may 
reduce non-beneficial transfers to acute care and 
unwanted interventions.4  

When should advance care planning 
be introduced? 
Advance care planning conversations should be routine 
and occur as part of a person’s ongoing health care 
planning. 

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

When the advance care planning conversation is 
initiated, the person should be medically stable, 
comfortable and ideally accompanied by their 
substitute decision-maker(s), and/or a carer/family.

Triggers for advance care planning conversations 
can include: 
n if you would not be surprised if the person were to 

die within twelve months 
n a 75+ health assessment 
n when there is a diagnosis of a life-limiting illness or 

organ failure indicating a poor prognosis 
n when there is a diagnosis of early dementia or 

disease which could result in a loss of capacity 
n if there are changes in care arrangements 

(e.g. admission to a residential aged care facility)
n when a person or family member asks about current 

or future treatment goals. 

Other triggers for initiating this conversation can be 
found at advancecareplanning.org.au.
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Who should be involved in advance 
care planning? 
Advance care planning requires a team effort. 
It should involve: 
n the person who is considering their future health 

and personal care preferences 
n their substitute decision-maker(s) 
n their close family and friends
n carers 
n care or support 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.

Advance Care Planning Australia provides nationally relevant information to support 
learning about advance care planning. What is Advance Care Planning? A factsheet 
for healthcare professionals provides essential information about the practical 
implementation of advance care planning.

 What is Advance Care ? A factsheet for healthcare professionals

Advance Care Planning Australia has a range of online learning resources to support 
health professionals and care workers with advance care planning discussions.  

 Advance Care Planning Australia online courses

The Starting a conversation with patients video from Advance Care Planning Australia 
explains when and how to start an advance care planning conversation with the 
people you care for. 

 Starting a conversation with patients

End of Life Law for Clinicians’ free online training modules for medical practitioners, 
nurses, and allied and other health professionals discuss the law on Advance Care 
Directives, capacity and consent to medical treatment, substitute decision-making, 
and other topics. 

 End of Life Law for Clinicians’ online training modules

End of Life Law in Australia

The End of Life Law in Australia website provides comprehensive information about 
the law on Advance Care Directives and substitute decision-making in all Australian 
States and Territories.

 End of Life Law in Australia

How to do Advance care planning
A QUICK GUIDE FOR HEALTH PROFESSIONALS 

Advance care planning should be a routine part of clinical practice, but it can be  
challenging to know where to start. This quick guide for health professionals identifies  
resources to assist you to support the people you care for to plan for their future health care.

https://www.advancecareplanning.org.au/__data/assets/pdf_file/0028/178426/factsheet-for-healthcare-professionals.pdf
https://www.advancecareplanning.org.au/training-and-education
https://www.youtube.com/watch?v=Gcs_Xp4jcto
https://palliativecareeducation.com.au/course/index.php?categoryid=5
https://end-of-life.qut.edu.au/


The projects featured in this guide are supported by funding from the Australian Government Department of Health and Aged Care. 
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Health professionals have a 
responsibility to:
Be open to the conversation. 

n Acknowledge and respect the person’s wish to 
discuss (or not discuss) VAD.

n Listen to the person.

Be ready for the conversation.

n Be aware of their role and responsibilities with 
respect to VAD, as applicable in their state or 
territory. This includes when and how it is lawful 
to raise VAD.

n Be aware of their duties to not hinder a person’s 
access to VAD, including any obligations that 
apply when the health professional has a 
conscientious objection to VAD, as applicable in 
their state or territory.

Have an approach to the conversation that 
supports the person to be heard.

n Clearly explain what ACP and VAD are and clarify 
how they are different, if necessary.

n Discuss, when lawful and within the health 
professional’s scope of practice, VAD as a 
potential end-of-life treatment option with the 
person while at the same time discussing other 
end-of-life treatment options available to the 
person, including palliative care.

n Provide the person details of a VAD navigator 
service (or equivalent) if they wish to discuss VAD 
further; this is especially important when a health 
professional is a conscientious objector or not 
comfortable discussing VAD.

n Acknowledge that while a person cannot request 
VAD in an ACP document, they may still want to 
communicate or write down their wish to access 
VAD, as part of documenting and sharing what 
is important to them in their end-of-life care. 
This can help substitute decision-makers, family 
and health professionals understand what is 
important to the person if they lose the ability to 
make their own decisions.

If comfortable to do so, and within the health 
professional’s scope of practice and the law: 

n Provide the person with information about VAD, 
including eligibility criteria, and how long it can 
take to go through the VAD process so that 
the person wishing to consider VAD can plan 
accordingly. 

n Encourage a person to discuss their wishes and 
preferences early with their loved ones, along 
with their end-of-life care options, including 
palliative care and VAD.

Further information
For more information about ACP and VAD (including 
information about legal duties and guidance resources), 
see Ben P White, Madeleine Archer, Casey M Haining 
& Lindy Willmott. Implications of voluntary assisted 
dying for advance care planning. Medical Journal of 
Australia 2024 220(3): 129-133. https://doi.org/10.5694/
mja2.52183

For more information about VAD in your state and 
territory, see: https://end-of-life.qut.edu.au/assisteddying

For more information about advance care planning, see: 
https://www.advancecareplanning.org.au/

The Australian Centre for Health Law Research is part of 
the Faculty of Business and Law, Queensland University 
of Technology. The Centre undertakes innovative, 
transdisciplinary research which aims to improve health 
law, policy and practice. End-of-life decision-making is a 
priority area of the Centre’s research and training.

Advance Care Planning AustraliaTM (ACPA) is a national 
project funded by the Australian Government Department 
of Health and Aged Care, enabling Australians to make the 
best choices for their future health and care.
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Voluntary assisted dying (VAD) as an end-of-life treatment option is now lawful in all Australian states and appears likely 
to become lawful in the territories. The passing of these laws means that the topic of VAD may arise during Advance Care 
Planning (ACP) conversations. Health professionals have a responsibility to be open and ready to support the person to 
be heard, regardless of their personal views.

Navigating the topic of Voluntary Assisted Dying 
in Advance Care Planning Conversations 
GUIDING PRINCIPLES FOR HEALTH PROFESSIONALS

The Australian Centre for Health Law 
Research and Advance Care Planning 
Australia offer guiding principles for 
health professionals to help them 
navigate conversations about VAD, where 
these arise in ACP discussions.
Having difficult conversations about end-of-life care 
can be uncomfortable, but it is important to address 
all options, including VAD. VAD is a sensitive yet 
critical aspect of end-of-life care that requires careful 
consideration and thought, similar to when palliative 
care and other treatment options are raised during ACP 
conversations.

Advance care planning (ACP) is a process of planning for 
future health and personal care whereby the person’s 
values, beliefs and preferences are made known to 
guide decision-making at a future time when that 
person cannot make or communicate their wishes. It is a 
voluntary process where discussions may lead to formally 
documenting wishes and preferences in an ACP document.

Voluntary assisted dying (VAD) is one end-of-life 
treatment option available to terminally ill people with 
decision-making capacity who satisfy the legal eligibility 
criteria. A person assessed as eligible for VAD may access 

a medication at a time of their choosing that will end their life. 
The medication can either be taken by the person themselves 
or be administered by a qualified health professional.

ACP and VAD are conceptually distinct
While ACP relies on a person’s previously specified wishes 
and preferences to guide their care at a point in time 
when the person lacks decision-making capacity, VAD as a 
treatment option can only be accessed by a person when 
they have decision-making capacity. 

This means:

n VAD cannot be requested through an ACP document 
(such as an advance care directive)

n A person’s substitute decision-maker cannot request 
VAD on a person’s behalf.

VAD can arise during ACP 

While VAD cannot be requested via an ACP document 
or a substitute decision-maker, the topic of VAD may 
arise during ACP discussions. Indeed, when the law 
permits this, health professionals should inform people 
about VAD if this could be an option for them. Health 
professionals need to be prepared for discussions about 
VAD and know how to respond appropriately, regardless 
of their views about VAD. 
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The Australian Centre for Health Law Research and Advance Care Planning Australia 
offer guiding principles for health professionals to help them navigate conversations 
about voluntary assisted dying where these arise in Advance Care Planning 
discussions.

 Navigating the topic of Voluntary Assisted Dying in Advance Care Planning 
Conversations: Guiding Principles for Health Professionals

Filmed on Groote Eylandt, Palliative Care Australia’s Discussing Choices – Indigenous 
Advance Care Plans – A Learning Resource is a culturally safe and practical video for 
health professionals and Aboriginal and community workers on how to support and 
complete advance care plans for end of life care in Indigenous communities. It also 
outlines the importance and benefits of planning for Aboriginal and Torres Strait 
Islander people.

 Discussing Choices: Indigenous Advance Care Plans – A Learning Resource

The Advance Project: Quick guide for introducing advance care planning in routine 
consultations in General Practice supports GPs and other health professionals to 
initiate conversations about advance care planning. To access this resource register 
for The Advance Project. 

 The Advance Project: Quick guide for introducing advance care planning in routine 
consultations in General Practice

The Advance Care Planning screening interview tool is a step-by-step guide, with 
exemplar questions and prompts, for nurses and other health professionals for 
initiating conversations about advance care planning. There is an electronic version 
that can be incorporated into general practice software and used as a record of the 
initial advance care planning conversation. To access this and other advance care 
planning resources and training register for The Advance Project.

 The Advance Care Planning screening interview tool

The Advance Project Dementia provides a suite of free resources and training to 
enable health professionals working in aged and primary care to start conversations 
about advance care planning with people living with different stages of dementia. 
These resources also support conversations with family members and substitute 
decision-makers of people living with dementia who no longer have capacity to 
make advance care planning decisions. To access the free resources and training visit 
The Advance Project.

 The Advance Project Dementia 

How to do Advance care planning A quick guide for health professionals

https://www.advancecareplanning.org.au/__data/assets/pdf_file/0016/220039/S1868_ACPA_GuidingPrinciples_QUT_FinalWEB.pdf
https://www.advancecareplanning.org.au/__data/assets/pdf_file/0016/220039/S1868_ACPA_GuidingPrinciples_QUT_FinalWEB.pdf
https://palliativecare.org.au/discussing-choices-indigenous-advance-care-planning/
https://www.theadvanceproject.com.au/tabid/5219/Default.aspx
https://www.theadvanceproject.com.au/tabid/5219/Default.aspx
https://www.theadvanceproject.com.au/tabid/5219/Default.aspx
https://www.theadvanceproject.com.au/About/The-Advance-Project-Dementia

