APPENDIX 4
Educational materials to be provided to participants in an Interactive Session on Advance Care Planning, as part of the Mid North Coast Division of General Practice Workshop, “End of Life Wishes - Overcoming the Challenges”, to be held in Coffs Harbour, 26 May 2007

Overall, the Workshop aims to:- 

1. Increase understanding of the terms and concepts relevant to Advance Care Planning 

2. Increase knowledge of issues related to Advance Care Planning for primary care providers 

3. Develop the confidence of participants to initiate conversations with patients/residents and families regarding end-of-life care decision making 

4. Explore strategies to translate theory learnt into practice 

5. Demonstrate the relationship between multidisciplinary case conferencing and advance care planning 

Prior to the Interactive Session on Advance Care Planning:

· the context will be established by referring to “real” cases of end-of-life care (both ideal and not-so-ideal) and 
· the role of Multi-Disciplinary Teams in the Palliative Approach to end-of-life care will be presented
· participants will be given factual/legal information on Advance Care Planning, including the role of Enduring Guardian, Person Responsible and use of Advance Health Care Directives
· findings from studies in the local region will be presented; and
· a role play will be presented around a Multi-Disciplinary Team end-of-life care scenario in a Residential Aged Care Facility.
The Interactive Session on Advance Care Planning
The educational aims of this session are to:

1. assist participants to put into practice some of the theoretical skills gained from the earlier sessions

2. provide participants with an experiential understanding of the issues faced by patients/ residents when they attempt to complete Advance Care Planning documents and/or to verbalise their values and wishes

3. equip participants with a selection of tools to assist them to support patient/residents (and their families/carers/significant others) with Advance Care Planning in a range of settings.

The following tools will be provided to participants in this session:

· Capacity Screening Information Sheet & Checklist 
· Enduring Guardian Fact Sheet

· Enduring Guardian information and Form of Appointment of Enduring Guardian 

· Advance Health Care Directive Fact Sheet

· Advance Health Care Directive for use in General Practice and the wider community (longer form with extensive list of options for care under a range of conditions)

· Advance Health Care Directive for use in Residential Aged Care Facilities (shorter form with only those options likely to be available in residential care settings). 

· Advance Health Care Directive (Residential Care) Summary Sheet (for quick reference of essential points in EG and AHCD for Residential Care forms)

· Statement Form from Person Responsible (for incompetent resident who did not previously complete an AHCD).  

At the completion of this session participants should

· be familiar with the documents, the legal basis for their use and the appropriate times they are to be used

· have some insight into the feelings and emotions that may be aroused when someone is completing such documents (for the patient/resident and, potentially, significant others), 
· be more aware that Advance care Planning is a process, not a product (i.e. not just a signature on a piece of paper); and 

· understand that assisting patients/residents with Advance Care Planning can be a very time-consuming process and factor this into their working environment where possible.
