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3.12.3 Understand the limits of medicine in prolonging life and recognise when efforts to 
prolong life may not benefit the patient 
 
3.12.4 Understand 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. 



END OF  L IFE  CARE 
TOOLBOX 



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) 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 

(b) must, if the patient or the patient's representative so directs, withdraw life 
sustaining measures from the patient. 

 

 

AMENDMENT OF SECTION 17 (2)  
THE CARE OF PEOPLE WHO ARE DYING: 



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?... . . . . . . .  
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• If in doubt/dispute: 

 

• Office of the Public Advocate  

• Ph: 8342 8200 
Country SA Toll Free: 
1800 066 969 

SIMPLIFIED DISPUTE RESOLUTION PROCESS 



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 you can focus on caring for your patient 
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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 
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