
pv.plc.200818.aon.001.tm (A840229) 

JOINT SELECT COMMITTEE ON PALLIATIVE CARE IN WESTERN AUSTRALIA 

SILVER CHAIN GROUP  

QUESTIONS ON NOTICE – 31/7/2020 



Joint Select Committee on Palliative Care in Western Australia 2 

pv.plc.200818.aon.001.tm (A840229) 

QON 
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1 Question on Notice - Silver Chain cared for more than 100 000 health and aged-care clients in their homes. What proportion of those 
clients were health care and what proportion were aged care? 
 
Silver Chain response: 
In 2018-19, Silver Chain had a total 108,186 unique clients in the community nationally.  A unique client is defined as an individual person who 
received one or more occasions of service within the year.   
Of the clients who received services in Western Australia, 61.2% were health care clients, 26.5% were aged care clients, 12.3% received both 
health care and aged care services.   
 
Table 1. Proportion of health care and aged care clients across Australia, 2018-19  

Division National Western Australia 
Health 59.7% 61.2% 
Aged Care 28.5% 26.5% 
Both Health and Aged Care 11.8% 12.3% 
Total 100% 100% 

 
In addition to the proportion of clients above, our community-based specialist palliative care service also provides bereavement services to more 
than 2,000 people per year, as it extends to the rest of their families who are grieving.  Our community-based specialist palliative care service 
therefore has a much broader impact than what the number of clients show. 
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2 Question on Notice -SCG submission letter stated that we have over 4000 health and aged care workers – are all of those workers SCG 
employees and what proportion are qualified nursing staff. 
 
Silver Chain response: 
At present, we have 3,944 staff nationally, excluding volunteers.  In total, we have 1,195 registered nursing staff, comprising 30% of our workforce. 
In Western Australia, we have 2,797 staff, excluding volunteers.  We have 675 nursing roles under the Nurses Enterprise Agreement in WA, and 
most of them work in the health care division.  In addition, we also have a number of qualified nursing staff in senior management positions 
outside of this enterprise agreement. 
 
Table 2. Silver Chain headcounts by division as at August 2020 

 National Western Australia 
Division Registered 

Nursing staff 
Non-nursing 

staff 
Total Registered 

Nursing staff 
Non-nursing 

staff 
Total 

Health 1,158 308 1,466 645 175 820 
Aged Care 10 2,055 2,065 10 1,653 1,663 
Corporate and 
other 

27 386 413 20 294 314 

Total 1,195 2,749 3,944 675 2,122 2,797 
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3 Question on Notice – What additional level of funding is required to achieve the recommendation of adequate funding to provide for 
growing demand? This relates to the submission and opportunities for expansion of current service/development of additional models 
of care. 
 
Silver Chain response: 
We have identified some opportunities for enhancements to existing service provision and new initiatives to progress the recommendations in 
the Joint Select Committee report.  The estimates below are based on current levels of activity and all amounts are exclusive of GST. 
 
Enhancement of existing service provision 

1 Funding required to match resources to current service provision 
Current state Desired future state and budget requirements 
 
There is currently a gap between what we are funded for, and what 
we actually deliver. 
 
The current funding is for 563 clients with average LOS of 60 days. 
Our actual provision of care is for 604 clients with average LOS of 76 
days based on clinical needs of client. 
 

 
There is a need to bridge the gap in current funding so that the 
funding received matches the care that we actually deliver.  Some 
clients need more than 60 days of care and we support their needs 
beyond what we are funded for.  We seek additional funding to reflect 
the demonstrated longer length of stay. 
 
We estimate that this will require $2.5 million annually in additional 
funding.  
 

 
New initiatives 

2 Funding required to provide overnight respite support for carers  
Current state Desired future state and budget requirements 
 
Informal carers experience social isolation and carer strain.  Client 
transfers to hospitals tend to increase during the unsociable hours of 
the night when carers are feeling overwhelmed.  Currently, we provide 
respite for periods of time during the day, however we recognise that 
carers also need overnight support from staff who are equipped to 

 
There is an opportunity to enhance our palliative care service to 
support carers through the provision of overnight respite support. 
 
We estimate that this will require $1.2 million annually in additional 
funding. 
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deal with the needs of people with progressive life-limiting illness, as 
well as people who may be very close to death.  This type of overnight 
respite is currently not available. 
 

 
3 Funding required to provide a single point of contact for palliative care referrals 
Current state Desired future state and budget requirements 
 
At present, there are multiple points of contact for a referral into 
palliative care, and this can be very disruptive for a client.   
 
 
 
 

 
There is an opportunity to develop a single point of contact which will 
enhance the experience for the client, resulting in a better co-
ordination of care across the health care system. 
 
We estimate that this will require $0.5 million annually in additional 
funding. 
 

 
4 Funding required to provide end-of-life care for clients with dementia 
Current state Desired future state and budget requirements 
 
Caring for someone with dementia at the end of life 
has specific difficulties: a person with dementia can lose 
cognitive abilities, function, and capacity, unlike cancer and other 
advanced chronic diseases1. They might be unable to make decisions 
about their care and treatment, and family carers have to make 
difficult decisions regarding feeding and resuscitation.  People with 
advanced dementia experience a range of symptoms, which might be 
poorly detected and undertreated due to communication difficulties. 
The impact is considerable distress to the person with dementia and 
their family.  They also pose challenges to the hospital ED, as they 
often present with comorbidities and polypharmacy increasing 
complexity. 
 

 
Clients with dementia should be provided with the same dignity and 
choice to live and die at home if that is their wish. 
 
Given the complexity that people with dementia present with, and the 
impact on the families, there is opportunity to enhance the support 
for GPs who are already caring for people with advanced dementia in 
the community.   
 
Under a new initiative for people with advanced dementia living in 
their own home, we will work with the client’s GP to develop a 
comprehensive management plan including advance care planning 
which can help to alleviate stress and anxiety for the family.   With 
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Our data shows that 59% of clients who had a diagnosis of dementia 
were considered late referrals. This group had a very short median 
length of stay of 7 days, which suggests that these clients were 
referred to the community-based specialist palliative care very late in 
their palliative care journey.  This vulnerable cohort and their carers 
are likely to have benefited from more targeted support prior to their 
last 7 days of life. 
 

better symptom management and good quality nursing, we also aim 
to reduce the risk of hospitalisations or unwanted transfers to RACFs. 
 
Based on the cost of a Silver Chain funded community palliative 
dementia service pilot over 2 years, we estimate that the funding 
required will be $0.75 million annually.  
 

 
In summary, $2.5 million per annum in additional funding is required to meet existing demand. To support growing demand, three new initiatives 
are proposed at a total of $2.45 million per annum. 
 

1) $2.5 million to match resources to current service provision; 
2) $1.2 million to provide overnight respite support for carers; 
3) $0.5 million to provide a single point of contact for palliative care referrals; 
4) $0.75 million to provide end-of-life care for clients with dementia. 

 
This request for additional funding will have a great impact on people and their families requiring community-based specialist palliative care 
services within the Perth metropolitan region. 
 
To service a greater number of clients than what is provided here will require additional investment, but our service can be scaled up to meet the 
growing demand over time.   
 

                                                      
1 Livingston, Gill et al. (2017). Dementia prevention, intervention, and care. Lancet (London, England), 390(10113), 2673–2734. https://doi.org/10.1016/S0140-6736(17)31363-6 
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4 Question on Notice - Your submission advises that the average length of stay under Silver Chain care is 76 days but notes that this 
number is skewed by some diagnostic groups with a long trajectory. Are you able to provide statistics that show the range of duration 
of length of stay rather than just an average? 
 
Silver Chain response: 
The histograms below show the distribution of palliative care client length of stay by client diagnosis.  Length of stay typically has an exponential 
distribution which is positively skewed.  This means that the average length of stay is affected by the long right tail, and that the median is a more 
meaningful measure of central tendency.  For this reason, the histograms below show the median for each distribution as a dashed blue line.  
 
Based on the distribution of client length of stay it is evident that some diagnostic groups such as Motor Neurone Disease have a very long right 
tail.  These episodes will skew the measure of average length of stay when included in the combined average at the organisation level. 
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Figure 1.1. Length of Stay (LOS) for Palliative Care Episodes 2019-20 by Malignant Diagnoses 
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Figure 1.2. Length of Stay (LOS) for Palliative Care Episodes 2019-20 by Non-Malignant Diagnoses  

 
Note: the y-axis cuts off at 200 days for clarity 
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The table below provides descriptive statistics of palliative care client length of stay for the year 2019-20.  It shows that the length of stay varies 
by client diagnosis, and that some diagnostic groups such as dementia generally have shorter length of stay, whereas other diagnostic groups 
such as Motor Neurone Disease have much longer length of stays. 
 
Table 3. Palliative care client length of stay, 2019-20 

 Episode Count Minimum Median Mean Mean* 
(excluding 
outliers) 

Maximum 

Malignant Diagnosis       
Breast 166 1 57.5 105 99 1139 
Central Nervous System (CNS) 90 1 66.5 103 103 515 
Colorectal 197 1 37 71 71 454 
Haematological 141 1 42 84 76 716 
Lung 401 1 56 90 88 709 
Other GIT 254 1 40.5 75 75 441 
Other urological 86 1 50.5 109 99 900 
Pancreas 162 1 36.5 79 76 617 
Prostate 101 1 63 114 108 796 
Skin 87 1 69 90 90 427 
Other malignant diagnoses 241 1 51 81 81 581 
Non-Malignant Diagnosis       
Cardiovascular disease 52 1 25 55 55 420 
End stage kidney disease 53 1 29 68 55 735 
Motor Neurone Disease 39 2 91 197 128 1308 
Other dementia 109 1 7 26 26 511 
Respiratory failure 117 1 49 87 87 440 
Other non-malignant diagnoses 347 1 18 56 48 1253 
Other unknown 26 1 2 4 4 16 
All diagnoses 2669 1 42 81 76 1308 

* Mean excludes outlier episodes with LOS >600  
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5 In your view, in what proportion of patients does late referral to Silver Chain compromise Silver Chain’s ability to provide optimal 
palliative care to patients? 
 
Silver Chain response: 
We consider late referrals to be those accessing palliative care very late in the trajectory of their illness and due to not receiving timely referrals 
and associated optimal care.  Notwithstanding, Silver Chain is responsive to all referrals received.  All persons referred for community-based 
specialist palliative care are contacted by our service within 24 hours of referral.  Some of the referrals are received after hours. 
 
Below are some examples of late referrals that compromise Silver Chain’s ability to provide optimal palliative care. 

 We may receive a referral for a client to receive palliative care at home, and we commence the admission process, but the client is too 
unwell to get home.  The client may deteriorate and die either in the hospital, hospice or on their way home.  The Silver Chain palliative 
care nurse may have planned to visit them at home but may never have been able to see the client. 

 We come across instances when clients have disclosed that they had requested referral to palliative care earlier, but that their doctor had 
suggested it was too early.  

 We can receive referrals for clients already in their last days of life and they may die shortly within days or hours from the time of referral.  
Depending on their disease trajectory, some of these clients could have been provided optimal palliative care at home, had they been 
referred earlier.  More timely referrals can enable better symptom management and quality of life for those with terminal illnesses.   

Given the nature of these examples, it is difficult to quantify and predict the numbers of late referrals.  
 
The issue of ‘late referrals’ is worth exploring further.  We find that the intensity of care required is greater towards the last days of life.  
What is considered to be ‘optimal palliative care’ depends on the terminal illness being treated.  There are differences between someone who, for 
example, may have had a sudden stroke versus someone with a cancer diagnosis and gradual longer-term deterioration towards end of life.  For 
those with a known progressive terminal illness where symptom management requires specialist support, we should be aiming to enhance the 
utilisation of palliative care services available in the community to optimise their quality of life whilst they are alive, keep them out of hospital, 
and this can also lead to better outcomes in bereavement.  Ultimately, within our health and aged care systems we should strive to deliver care to 
the right person, at the right time, in the right place… and according to the Marie Curie UK, palliative care should support a ‘good’ life, a ‘good’ 
death and ‘good’ grief. 
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6 Do you think telehealth has a role to play in the provision of community-based palliative care? 
 
Silver Chain response: 
The scope of telehealth services needs to be better defined, but our view is that it has some (although somewhat limited) role in the provision of 
community-based palliative care in the Perth metropolitan region.  Our experience is that video-conferencing technologies can be a useful tool 
for maintaining engagement with clients throughout the duration of the service, and for monitoring the status of clients when their situation is 
stable.   
However, where there is a more urgent need for ‘hands-on’ care, clients and their carers have expressed a need for face-to-face visits.  Silver 
Chain places greater importance in the delivery of palliative care services face-to-face because it provides the ‘human touch’ that our clients and 
their carers need during such a critical time in their lives. 
Overall, we see telehealth or other technologies as an adjunct, but not a replacement of face-to-face visits in the provision of community-based 
palliative care service. 
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7 Are there any lessons to be learnt from the COVID-19 experience to date about the use of telehealth? 
 
Silver Chain response: 
During COVID-19, we had to prioritise care according to urgency, and our clients and their carers have been incredibly flexible and understanding 
throughout the pandemic. 
 
With regards to the use of telehealth, we have learnt during the COVID-19 pandemic that: 

 Telehealth is useful for enabling continued interaction with our clients and their carers whilst alleviating their concerns about having 
visitors in their home at a time when physical distancing is necessary. 

 Telehealth can be used to maintain support that is not related to hands-on nursing care.  For example, our social workers have been able 
to provide financial assessments via telehealth.  Telehealth could possibly be used to support discussion around advanced care planning 
and development of AHDs but we routinely encourage people develop their AHD with their GP so that they remain connected with their 
primary health care provider. 

 
Silver Chain sees the development of virtual care, including Telehealth, as part of future care and our strategy.  
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8 Some other submissions to the Inquiry have noted that there have been other lessons from the COVID-19 experience, such as expedited 
and less bureaucratic assessment for in-home care services? 
Do you have any comments about that? 
 
Silver Chain response: 
Specifically, in relation to community-based specialist palliative care service, our experience is that there has been no noticeable change in the 
referral and assessment for in-home care services.  Our referral process has remained the same and we have been as responsive as pre-COVID-19 
with regards to referrals and assessments for in-home palliative care. 
 
More broadly, Silver Chain’s response to COVID-19 required agility, rapid implementation of a Crisis Management structure, expert clinical advice, 
adoption of technology, investment in infrastructure and equipment and partnering with government.  Lessons learned through the course of our 
response have reaffirmed our belief in the need for greater investment in community-based health and aged care, and in palliative care 
particularly, to ensure people can receive care in the home, rather than relying on high-end acute care. 
 

9 In relation to recommendation 10 of the Joint Select Committee on End of Life Choices (JSCEOLC), the Department of Health has 
advised that they are concentrating on identifying ‘unmet need’ rather than ‘unmet demand’ as recommended by the JSCEOLC. 
Do you have any comments about that approach? 
 
Silver Chain response: 
We are unable to comment on this, as the difference between ‘unmet need’ and ‘unmet demand’ is not well defined. 
We would be willing to have further discussions with the Department of Health to better understand their intent and their approach. 
Nevertheless, in discussions regarding unmet need or demand and access to palliative care, it is important to consider every person with a 
terminal life-limiting disease, and not just those with cancer.  This includes dementia, motor neurone disease, respiratory failure, cardiovascular 
disease, end stage kidney disease and other non-malignant illnesses.  Every person should be provided with the same dignity and choice to live 
and die at home if that is their wish. 
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10 Silver Chain’s submission makes the important point that unmet demand should not just be measured by the number of people who 
have or have not accessed palliative care, but also the number of those accessing palliative care very late in the trajectory of their illness 
and therefore not receiving timely referrals (submission page 6).  
Has this issue been discussed with the Department of Health during Silver Chain’s involvement in the consultation process about 
recommendation 10? 
 
Silver Chain response: 
This issue has not been formally addressed with the Department of Health, but it has been discussed at the End-of-Life and Palliative Care 
Advisory Committee (EOLPCAC). 
 

11 The submission notes that recommendation 11 of the JSCEOLC has not been delivered (submission page 6).  
Has Silver Chain been involved in any consultations with WA Health regarding recommendation 11? 
 
Silver Chain response: 
Silver Chain has not been involved in any formal meetings with WA Health to discuss recommendation 11 but has had representation on the 
EOLPCAC Education Subcommittee which is focusing on the development of a Capability Framework for Healthcare Professionals. 
Silver Chain would welcome discussions with WA Health on recommendation 11. 
 



Joint Select Committee on Palliative Care in Western Australia 17 

pv.plc.200818.aon.001.tm (A840229) 

QON 
number 

Question 

12 Another submission to the Inquiry has noted that WA Health could do more to regularly and comprehensively communicate progress 
on recommendations and other initiatives to both health professionals and the broader community. 
Do you agree with that view and if so, how do you think that communication could be more effective? 
 
Silver Chain response: 
The EOLPCAC was established at the beginning of this year, we are represented in this committee and there are a range of initiatives being 
progressed through this.  We are aware that there are a number of other forums and Silver Chain has been invited on occasion to attend some of 
them. 
 

13 Silver Chain’s submission notes that recommendation 13 of the JSCEOLC has been delivered (submission page 6). 
Does that mean that in Silver Chain’s view, the additional funding announced for regional palliative care in 2019 will mean that regional 
palliative care will be adequately funded to meet demand? 
 
Silver Chain response: 
We are unable to comment on the level of resourcing that has been allocated to provide palliative care services outside of the Perth metropolitan 
area. 
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14 Silver Chain’s submission notes that Silver Chain’s consultation process resulted in the recognition that for some people in our 
community, there is a myth that palliative care is Voluntary Assisted Dying (submission page 9).  
A similar view has also been expressed in other submissions to the Inquiry.  
Do your consultations suggest this was an issue for health professionals, clients or the wider community? 
 
Silver Chain response: 
Yes, there can sometimes be public misunderstanding of the terms “palliative care”, “euthanasia” or “Voluntary Assisted Dying (VAD)”, and it is an 
issue for health professionals, clients and the wider community. 
 
It is important to understand that people being referred to our specialist palliative care service will be shaped and influenced by a range of 
factors, such as their own values and beliefs, past experience of our service, information or advice provided by family and/or friends, as well as 
information provided by the healthcare professional at the point of referral. 
 
We will recount some of our experiences, which although are not quantifiable, are examples of real-life situations: 

 When a client is referred to our community-based specialist palliative care service, we contact the client to admit them into our service.  
At these introductory phone calls, there are times when the client may decline our service because they hold the belief that: 

o they do not need palliative care; or  
o it is too early; or  
o referral to specialist palliative care means that “there is no hope”; or  
o their death will be hastened.  

 During the delivery of palliative care services, we also come across clients and carers who misinterpret our management of symptoms 
with opioid medication as “euthanasia” rather than symptom relief (refer to examples in question 16). 

 
It is therefore important that all people referred for community-based specialist palliative care services have a clear understanding of their 
disease, the stage of their disease and the intent of their plan of care.  The referring GPs and medical specialists also have a part in the provision 
of information to develop this understanding. 
 
With regards to referrals, PCOC data currently indicates that people with a cancer diagnosis are more than twice as likely to access to palliative 
care services than people with a non-cancer diagnosis.  Our experience is that referrals remain predominantly related to cancer diagnosis, but 
Silver Chain supports the right of all people with a life-limiting illness to access timely palliative care services. 



Joint Select Committee on Palliative Care in Western Australia 19 

pv.plc.200818.aon.001.tm (A840229) 

QON 
number 

Question 

 

15 How do you think this issue can be addressed? 
 
Silver Chain response: 
This issue can be addressed in several ways, and below are some suggestions. 
 
For clients, carers and the community: 

 The Palliative Care WA (PCWA) website can provide information regarding palliative care. 
 The Silver Chain website has basic information about our community-based palliative care service available. 
 A pilot has been set up by PCWA to provide a palliative care hotline for the community and we have been involved in the training of that 

workforce. 
 An advertising campaign to enhance community understanding about palliative care.  Recently, PCWA ran a very successful ad campaign 

called “You only die once”, promoting the need for Advance Care Planning.   Perhaps a similar strategy could be applied in relation to the 
role of palliative care. 
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16 Silver Chain’s submission refers to the risk of clients declining referral to palliative care because of misconceptions, and that Silver Chain 
will not offer VAD services in order to reduce that risk (submission page 9). 
Is there currently an issue with patients declining referral because of misconceptions about palliative care generally, regardless of VAD? 
 
Silver Chain response: 
As discussed in question 14, there is currently an issue with patients declining referral because of their beliefs about palliative care. 
 
There is some misunderstanding in the community that palliative care is the same as VAD, even though our organisation views palliative care and 
VAD as different interventions. 
 
From our experience, people can misinterpret the management of symptoms with medication at the end-of-life as “euthanasia”.  Some common 
misconceptions during the provision of palliative care at end-of-life are: 

 When the dying person is developing difficulties swallowing medications and symptom management relies on medication being 
delivered subcutaneously via a pump, some carers/families may fear that it is the medication, rather than the illness itself, causing death. 

 There is usually carer/family distress relating to not feeding or hydrating the dying person.  This may be seen as hastening death rather 
than reducing the risk of troublesome symptoms, such as a moist chest. 

 
In order to reduce the risk of misconception about our palliative care service, Silver Chain has taken a clear position that our approach to 
providing care in the community should be to continue to provide the best care possible for anyone who has complex symptoms associated with 
a progressive, life-limiting illness.  We support referral to an VAD service providers when requested. 
 
If VAD services are developed in the future, what this means for those requesting VAD is that we will support their referral for assessment of 
eligibility to a VAD service, which is likely to be through some sort of “navigation service” connecting clients to VAD service providers.  If they are 
eligible for VAD, our intention would be to provide care to the client and their carer up to the point where they require transfer of care to a VAD 
service, and then provide bereavement care to their carer/family afterwards. 
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17 If so, do you think that is one of the reasons for late referrals as discussed in the submission (page 5)? 
 
Silver Chain response: 
As discussed in question 14, there is currently an issue with patients declining referral because of their beliefs about palliative care. 
 
The reasons for late referrals are varied and may not only due to misconceptions.  For example: 

 It is possible that someone referred late was actually offered referral earlier, but the referral may have been declined by the client. 
 It is also possible that someone was being cared for by their existing healthcare team and did not require specialist palliative care in the 

stage of their disease, but there may be a sudden deterioration in their condition requiring additional support more urgently. 
 Some people may have a sudden event such as a catastrophic stroke, and their family might choose to bring them home to die.  This 

may mean that our service is only involved for a number of hours or a short number of days. 
 
An analysis of the data from our palliative care service in 2019-20 shows that: 

 45% died between 0 and 29 days; and  
 17% died between 0 and 7 days. 

Although the average proportion of ‘late referral’ episodes was 17% for all clients, when breaking down the cohort by malignancy and non-
malignancy the results were substantially different. 37% of clients who had a non-malignant diagnosis were considered late referrals, whereas 
only 10% of clients with a malignant were considered late referrals.  This suggests that clients with a non-malignant diagnosis were referred to 
the service much later than clients with a malignant diagnosis. Drilling down further into the non-malignant group, 59% of clients who had a 
diagnosis of dementia were considered late referrals. This group had a very short median length of stay of 7 days, which suggests that these 
clients were referred to the service very late in their palliative care journey.  
 
Data on the number of late referrals and its prevalence in the community is useful, but we also recognise that some qualitative research on the 
reasons for late referrals will also enable us to better understand what is amenable to change and what is not.   
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18 Silver Chain’s submission refers to the proposal for a ‘Navigation Service’ in relation to VAD (submission page 9).  
Other evidence to the Inquiry has suggested a similar concept of ‘navigators’ in relation to palliative care.  
Do you have any comments about the usefulness of that approach in palliative care? 
 
Silver Chain response: 
Our experience with our Western HealthLinks navigation program in Victoria is that health navigation services have integral a role in:  

 Supporting clients to navigate the health system; 
 Improving the timeliness and appropriateness of care; 
 Reducing barriers to access; 
 Reducing failure to follow up; 
 Reducing unplanned admission to hospital. 

 
Silver Chain has experience in managing health navigation services, effectively linking clients to the supports and services they require.  The 
Health Navigators have a comprehensive knowledge of what supports are available, and they connect people to a range of health and social 
services so that the co-ordination of care is more integrated less fragmented. 
 
Therefore, we are of the view that expanding Palliative Care Services to include a navigator function would have benefits for the client, family, 
carers and the health system. 
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19 In its submission to the inquiry, the AMA(WA) has raised concerns about the transparency, accountability and delivery model of publicly 
funded, privately operated providers such as Silver Chain. In its submission the AMA(WA) recommends that private providers of 
publicly funded palliative care services should be integrated, collaborative, accountable and transparent should undergo regular review 
to ensure quality and safety of palliative care. 
Do you have any comments about that? 
 
Silver Chain response: 
Silver Chain agrees with the recommendation that providers of palliative care services are integrated, collaborative, accountable and transparent.  
We also agree that palliative care should be of the highest standard of quality, and our organisation does aim to provide the best care for every 
client by providing them with safe, personal connected and effective care. 
 
To ensure the quality and safety of our palliative care service, we: 

 are accredited against the National Standards of Quality in Healthcare Standards (NSQHS). 
 conduct regular clinical reviews and adhere to our national audit schedules. 
 are required to report on clinical incidents to the Department of Health, in accordance with our contract obligations.  

 
To ensure transparency and accountability, we: 

 provide monthly and annual reports on our activity and outcomes to the Department of Health, in accordance with our contract 
requirements. 

 voluntarily participate in the Palliative Care Outcomes Collaborative (PCOC) national program which reports on the outcomes of 
palliation care, and we are the largest community contributor.  Data is submitted bi-annually and is subsequently collated and analysed 
by the University of Wollongong to produce a report which benchmarks our performance against other palliative care services in 
Australia.  This PCOC report is provided to the Department of Health and is publicly available. 

 
To promote integrated and collaborative care with GPs, we engage with the client’s existing health services so that our client’s experience of 
care is one which is supported and connected.  We ensure that our client’s GP is informed of the referral to our palliative care service, and 
discussions relating to their ongoing care and medical governance is carried out with the GP, following the first admission visit.   

 If the GP is keen to continue providing the ongoing care, we work in conjunction with them.  If the GP can be available for 24-hour care, 
their details are added to the client’s electronic record.  If the GP can only support the client during regular business hours, then our 
service will offer a “shared care” arrangement for the after-hours component.  
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 If the client does not have a GP, or the GP does not have the capacity to conduct home visits and the client is unable to get to the 
surgery, we will provide medical governance. 

 If the client is connected to their hospital palliative care unit and their preference is to die there, then we actively plan to ensure that the 
client’s preference is recorded, and transfer is arranged in a timely manner to support their wishes. 

 
To promote collaborative partnerships, we participate in a broad range of activities: 

Palliative Care Outcomes Collaborative (PCOC) 
 Silver Chain was involved in the initial pilot program for the establishment of the outcomes framework and have been part of PCOC for 

15 years. 
Palliative Care WA (PCWA) helpline 
 Silver Chain provides education sessions to the operators of the PCWA helpline so that they are well equipped with knowledge on the 

referral criteria, how the Silver Chain service operates, and who they should contact if they need support, including 24/7 access to a Silver 
Chain senior palliative care nurse for problem solving support.  

Clinical placements 
 Program of Experience in the Palliative Approach (PEPA) student placements 
 Clinical placements for medical students 
 Community placements for Resident Medical Officers (RMOs) 
 Community placements for Registrars 
Palliative Care Committees 
 Silver Chain’s Director of Clinical Operations for Palliative Care is also part of the EOLPCAC and sub-committee for the development of an 

educational framework; Board member for PCWA; and member of the palliative care steering group at the Perth Children’s Hospital. 
 




