
This leaflet is a summary of common steps within  
the advance care planning process. Discussing and 
documenting advance care planning may be 
completed within 2 visits; however, it is important  
that it is a process repeated over time. Several MBS 
Item numbers can support advance care planning  
as part of other health care interventions. 

Please refer to  
https://sydney.healthpathways.org.au  
(search Advance Care Planning)   

or www.slhd.nsw.gov.au/myWishes/   
for further information and suggested resources.

General Practice suggestions

Consider the following Items for  
Advance Care Planning billing. 

Note: these are just intended as a guide; please  
consult the MBS for full claiming requirements:

1. If part of a routine consultation in a RACF:  
consider Item 35, 43 or 51

2. If part of a longer consultation: consider  
Item 36 or 44

3. Patient under 75 years: use the appropriate  
time-based consultation Item 

4. If the conversation leads to performing  
a Health assessment for people aged 75 years  
and older (or over 55 if Aboriginal and/or  
Torres Strait Islander): 701, 703, 705 or 709; or 715  
for Aboriginal and/or Torres Strait Islander patients. 

5. Patients with chronic disease: Consider chronic 
disease – Items 721, 723 or 732.

6. Multidisciplinary Case Conference: if organised  
by GP – Item 735, 739 or 743.  
If case conference has GP participation – Item 747, 
750, or 758.

Visit 2  

•  Have the conversation (consider referral  
to practice nurse if they are experienced  
in having these discussions). Use values  
and goals questions: 

 “What does it mean for you to live well?  
Has experience with a close friend or relative 
influenced your thoughts about your own 
health care?”

•  Include specific topics about care and 
treatment preferences: 

 “Are there things about your health  
that worry you?” 

•  Consider information sheet 
 “The reality of CPR for patients nearing  

the end of life.” 

•  Complete ACD or ACP documentation and 
share with hospital and My Health Record 
(refer to SLHD submission instructions on 
SLHD ACD or ACP templates).

•  Add a note in file that patient has an  
ACD or ACP and review annually. 

Visit 1  

•  Use opportunistic triggers to introduce  
the topic. Consider patients with chronic  
and complex diseases, newly diagnosed 
cognitive impairment, at the over 75 Health 
Check, entering a RACF or anyone without  
a Person Responsible (surrogate decision 
maker).

•  Provide a SLHD Advance Care Planning 
Factsheet (translations available) to introduce 
the topic. Suggest: 

 “You might like to spend some time talking 
about planning for future health care on  
your next visit.”

•  Book a longer visit for the next consultation. 
Ask “Who would you like to involve?” 

•  Important: a patient must have capacity  
to be able to document an Advance Care 
Directive (ACD) as this is the legal document.  

•  Patients without capacity may have an 
Advance Care Plan (ACP) documented  
on their behalf. It is important to invite  
the Person Responsible to next visit if the 
patient does not have capacity.

Advance Care Planning in 2 Visits


