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QUESTIONS ON NOTICE 

 

Question 1: Provide a document that sets out what the process has been prior to 1 July 

with respect to the issue outlined in recommendation 10, which was that WA Health 

should implement a process to determine the unmet demand for palliative care and 

establish an ongoing process to measure the delivery of palliative care services in our 

state.  

How much palliative care service provision is required? 

Palliative care was traditionally provided for patients with cancer, more recently it has been 

broadened to include other life limiting conditions. Patients requiring palliative care may 

experience service provision touch-points at varying acuity levels across inpatient, outpatient, 

community, consultancy and primary care. This variability in disease groups and care needs 

creates a challenge to provide measures of unmet need; the Department is working closely 

with its intra-jurisdictional research and service provision partners to refine methodology 

based on population health measures.  

The Current State of WA Palliative Care Service Provision and Key Findings Working Paper 

(Current State Report) provides the baseline with respect to current levels of activity, funding 

and workforce across the current models of Palliative Care; it also provides a methodology 

for determining unmet need which links disease prevalence to inpatient data. 

In the absence of unmet need methodology to-date demand modelling is the platform for 

health service planning; WA Health uses current utilisation figures based on inpatient, 

outpatient and contracted community service provision and population growth rates to 

model future demand and as a result allocate funding. At this stage demand modelling is the 

most reliable proxy measure for unmet need, while WA Health continues to work with its 

partners to refine the unmet need methodology. 

 

Changes at 1 July 2020 

Non-Admitted patient activity (and contracted services) data collection 

On 1 July WA Health implemented patient level reporting for non-admitted services. The Non-

Admitted Patient Activity and Wait List Data Collection (NAPAAWL DC) contains data on non-

admitted outpatient clinic activity in Western Australian (WA) public hospitals, public non-

admitted outpatient activity from private hospitals under contract with the WA Government 

and non-admitted outpatient care contracted to third parties directly by the Department of 

Health. The collection comprises data related to episodes of care in outpatient clinics, 

demographic data, referral data and data required under the National Healthcare Agreement 

(e.g. country of birth). The NAPAAWL DC is used for meeting the requirements for reporting 

non-admitted outpatient activity to the Commonwealth for ABF and other purposes.   

Prior to 1 July 2020 service providers contracted by WA Health, such as Silver Chain, reported 

levels of activity in aggregated amounts of service provision, as per their contract 

specifications. WA Health worked closely with service providers for 18 months prior to 1 July 

regarding the impending changes from aggregated to patient level reporting requirements, 

including the provision of the NAPAAWL Data set specifications. This new process provides a 
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more granular understanding and reporting of patient level service delivery in non-inpatient 

settings; an important step in improved measurement of the delivery of palliative care 

services in our state.  

Admitted patient activity data collection 

To improve inpatient patient activity data collection WA Health has reviewed the Admission 
Policy Reference Manual which mandates the correct counting and classification of 
admitted care activity to support improved inpatient data quality. 
A Palliative Care Question and Answer session with service providers will be undertaken in 
the near future to improve understanding and engagement in data capture. 
These measures, in addition to the clinician engagement, are intended to support hospital 

service providers to improve data quality. 

ePalCIS – Palliative Care specific data collection tool 

ePalCIS was developed by WA Health in 2016 as a palliative care clinical management 

database and a data collection tool that would meet the minimum requirements to report 

data for ABF purposes for publicly provided palliative care. The software had an initial roll-out 

phase and continues to be supported by WA Health.  Investigation into current use of ePalCIS, 

barriers and benefits was undertaken as part of the response to the JSC recommendations.  

A suite of training, including “refresher” courses, will be delivered, in addition to completing 

the roll-out in the in the 3rd and 4th quarters of 2020. Improved uptake and utilisation of 

ePalCIS will serve to improve the measure of palliative care services being delivered. 

Snapshot of the difference between pre- and post-1 July  

Pre 1st July 2020 

1. Unmet demand and need modelling: 

 Demand modelling: service provider utilisation figures and population growth 
estimates used to predict future demand,  

 Research from the literature to identify top 11 conditions amenable to palliative 
care; WA Mortality data linked to hospital inpatient data to identify the top 11 
conditions amendable to palliative care (based on contemporary research methods) 
and whether they received palliative care in the last 12 months of life provided an 
estimate of the unmet need in the population. 

2. Measures of service delivery: 

 Inpatient separations collected from health service providers via patient 
administration systems, 

 Non-admitted services Tier 2 codes outpatient occasions of service, 

 Aggregated outpatient data from contracted services. 

 

Post 01st July 2020 

Unmet need: 

• Refinement of the unmet need methodology (as above). 
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• continued collaboration in the national End of Life and Palliative Care data 
development working group to progress improved methodology. 

• Creating an enduring linked dataset to provide a more robust measure of need at 
a population level with linkage of the following datasets: 

• Inpatient data; 

• Non-admitted data (hospital and contracted community services); 

• Mortality data. 

 

Measures of service delivery: 

• Aggregated non-admitted services data will provide information at patient level 
for reporting purposes. 

• ePalCIS roll-out to improve quality of data reported by HSP; 

• Q&A for the Admission Policy Reference Manual which mandates the correct 
counting and classification of admitted care activity; 

• Data quality working group to refine current service delivery measures 

• Continued collaboration in the national End of Life and Palliative Care data 
development group to progress improved methodology. 

 

Question 2: That the department provides the committee with an update on where the 

proposal for a palliative care centre of excellence is at, including the location and why that 

would be chosen. 

RESPONSE 

• The East Metropolitan Health Service (EMHS) is leading this piece of work.  

• The specialist palliative care services envisaged by EMHS includes enhancements to the 

specialist inpatient unit  at Kalamunda Hospital to care for patients when they are 

unable to get the care they require at home, proactive outreach models of care within 

EMHS enhancing service linkages/supports and capacity; a day hospice and outpatient 

services including Telehealth at Kalamunda Hospital; a staged roll-out of education and 

training for Junior Medical Officers to increase knowledge and skills, plus the 

engagement off staff champions to support and build capacity across EMHS.  

• EMHS vision is captured within the EMHS End-of-Life and Palliative Care Strategy 

Implementation Plan 2019-2024. 

• The planning and scoping of this work will start immediately with the construction 

expected to commence in Mid-2021. It is proposed that this service model will be co-

located on the Kalamunda Hospital site.  

 

Question 3: When did public funding commence for Bethesda and Joondalup palliative 

care beds? 
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RESPONSE: 

▪ Bethesda on 1 February 2006;  

▪ Joondalup Health Campus on 1 July 2019. 

 

Question 4: In your submission in response to recommendation 7, you indicated that $1.1 

million had been allocated to North Metropolitan Health Service as an interim measure. 

When was that money allocated?  

RESPONSE: 

$1.1million was allocated to North Metropolitan Health Service via the 2020-21 Service 

Agreement issued on 22 June 2020. 

 

Question 5: Who are the providers that North Health Metropolitan Health Service are in 

negotiation with? Provide a comprehensive list of the providers that are being negotiated 

with and when those negotiations will be concluded. 

RESPONSE:  

Ramsay Health Care (Joondalup and Glengarry campuses); it is anticipated these negotiations 
will conclude in the near future as the service is agreed to. 
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Question 6: Provide some understanding of the need and demand with respect to 

palliative care services in Mandurah. 

RESPONSE: 
The following provides a snapshot of palliative care activity by metropolitan health district for 

2018/19:` 

 

Findings to note:  

At a population level, NMHS has the lowest number of inpatient separations at 105.6 per 

100,000; SMHS has 116 separations per 100,000 population; and EMHS has the highest with 

139.3 inpatient separations per 100,000; in the outpatient setting SMHS has the highest 

number of occasions of service at 7612.9, with NMHS having the next highest at 6587.4 and 

EMHS the lowest at 5126.8. 

Peel has the least inpatient separations per/100,000 population in the metro area and 

within SMHS, conversely Peel has the highest level of outpatient occasions of service per 

100,000 population in the metro area. The relatively high consumption of non-inpatient 

services in the Peel region may be indicative of residents having access to fewer inpatient 

beds noting the high level of activity in Rockingham-Kwinana health district with the highest 

inpatient separations and second to Peel highest outpatient occasions of services. 

Palliative care and place of residence 

For those that have travelled for inpatient palliative care, the following provides a list of 

locations that residents of Peel have travelled to for access to public-funded care in 

2018/19. 

Ranking Hospital 

1 SJOG Murdoch 

2 Rockingham 

Region Health District 2018/19 

separations 

(inpatient)

2018/19 

Occasions of 

Service  

(outpatient)

Population 

2018

Separations/

100,000 

persons

Occasions of 

Service/

100,000 

persons

01. North Metro Joondalup-Wanneroo 256 17,835 286,547 89.3 6224.1

Lower West 98 6,073 105,814 92.6 5739.3

North Central 260 14,392 189,052 137.5 7612.7

01. North Metro Total 614 38,300 581,413 105.6 6,587.4

02. East Metro City 136 4,263 97,097 140.1 4390.5

Inner South 181 4,688 111,048 163.0 4221.6

South East 214 9,788 169,041 126.6 5790.3

Swan & Hills 258 10,292 189,074 136.5 5443.4

02. East Metro Total 789 29,031 566,260 139.3 5,126.8

03. South Metro Fremantle & Coast 84 5,249 81,823 102.7 6415.1

Murdoch 166 10,382 212,501 78.1 4885.6

Peel 62 13,035 86,490 71.7 15071.1

Rockingham-Kwinana 289 10,766 137,150 210.7 7849.8

03. South Metro Total 601 39,432 517,964 116.0 7,612.9

Grand Total 3,002 128,615 1,665,637 180.2 7,721.7
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3 Fiona Stanley 

4 SJOG Bunbury 

5 Sir Charles Gairdner Hospital 

6 Royal Perth Hospital 

7 Bethesda 

Due to small counts, we are unable to release the separation statistics however, the most 

frequently visited hospital is SJOG Murdoch, followed by Rockingham and Fiona Stanley. 

 

Question 7: Follow up with Minister for Health about whether the Current State Report 

can be provided to the Committee. 

• Refer to the attachment for a copy of the Current State of WA palliative care service 
provision and key findings working paper (Current State Report) document. 

 

Question 8: Provide an update on the WA Health Action Plan. Who is the officer 

responsible for drafting it and what is the status of the plan. 

RESPONSE: 

• The action plan relates to the National Partnership Agreement (NPA) for Comprehensive 
Palliative care in Aged Care supports the delivery of palliative care to older Australians 
living in Residential Aged Care Facilities (RACF). The aim of the NPA (offered by the 
Commonwealth) is to improve palliative and end-of-life care for older Australians living 
in RACFS.  

• Amanda Bolleter is the responsible officer for the action plan. 

• The action plan is currently being finalised noting that the NPA contract between the 
Commonwealth and State of Western Australia was signed in May 2020.  
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Question 9: WACHS – How many international employees in relation to palliative care 

within regional WA. Both the additional FTE as well as palliative care in general. 

One WACHS employed Palliative care staff member is on a working visa (457) and was employed 

prior to the commencement of the Palliative Care Program. 

WACHS does not have information on the number of international staff employed by other Palliative 

Care providers within regional WA. 

 

Question 10: WACHS – Recruitment table outlining what once was, what it is now and 

where aspirationally going? 

 

WACHS Palliative Care FTE 

 Pre Palliative Care 
Investment:  
FTE @ 1 July 2019 

FTE @ 30 June 2020 Proposed FINAL FTE 

Goldfields 3.10 5.80 10.05 

Great Southern 3.20 9.90 11.45 

Kimberley 3.50 5.50 11.05 

Midwest 2.70 7.70 11.05 

Pilbara 1.6 4.40 10.05 

South West 11.60 15.10 17.50 

Wheatbelt 4.40 6.70 11.45 

Governance + 
Telehealth 

0.00 4.80 7.25 

FTE available for 
allocation 

  8.35 

Total 30.10 59.90 98.20 

 

 

Question 11: WACHS - Details of the three positions – Medical Director Palliative care, 

Program manager and senior project officer. Including names, annual cost and 

commencement dates. 

Names and commencement dates of governance positions and allocation of funding 

Position Employee Start Date 

Clinical Director Palliative Care A/Prof Kirsten Auret 09/09/2019 

Program Manager Stephanie Barrett 01/07/2019 

Senior Project Officer Sinqobizitha Mndebele 17/02/2020 

 

Annual employment costs for the 3 above Governance positions for 2020-2021 is $416,580 and 

includes annual salary, and relevant on costs such as superannuation and workers compensation. 



 

 

WA Health End-of-Life and 
Palliative Care  

 

Current state of WA palliative care service 
provision and key findings 

Working paper 

 

June 2020  
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Important disclaimer 

All information and content in this Material is provided in good faith by the Western Australian 
Department of Health, and is based on sources believed to be reliable and accurate at the time 
of development. The State of Western Australia, the Western Australian Department of Health 
and their respective officers, employees and agents, do not accept legal liability or responsibility 
for the Material, or any consequences arising from its use.  
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Using the term Aboriginal  

Within Western Australia, the term Aboriginal is used in preference to Aboriginal and Torres 
Strait Islander, in recognition that Aboriginal people are the original inhabitant of Western 
Australia. Aboriginal and Torres Strait Islander may be referred to in the national context and 
Indigenous may be referred to in the international context. No disrespect is intended to our 
Torres Strait Islander colleagues and community. 
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1. Key recommendations from the Joint Select Committee 

The End-of-Life and Palliative Care Project targets the following Joint Select Committee (JSC) 
Report1 key recommendations: 

 

Recommendation 7: The Minister for Health should facilitate the establishment of an inpatient 
specialist palliative care hospice providing publicly funded beds in the northern suburbs of Perth. 

Recommendation 8: The Minister for Health should ensure that community palliative care 
providers, such as Silver Chain, are adequately funded to provide for growing demand. 

Recommendation 9: WA Health should conduct an independent review, from a patient’s 
perspective, of the three models of palliative care in Western Australia: inpatient, consultative and 
community. The review should examine the benefits and risks of each model and the accessibility 
of each across the state as well as the admission criteria for hospice care.  

Recommendation 10: WA Health should implement a process to determine unmet demand for 
palliative care and establish an ongoing process to measure the delivery of palliative care services 
with the aim of making those services available to more Western Australians. 

Recommendation 11: To improve understanding of palliative care in Western Australia, WA Health 
should:  

• Establish a consistent definition of palliative care to be adopted by all health professionals; 

• Provide comprehensive, accessible and practical information and education services about 
palliative care to health professionals and the community; 

• Encourage knowledge sharing by palliative care specialists with their generalist colleagues; 
and 

• Establish a palliative care information and community hotline. 

Recommendation 13: The Minister for Health should ensure regional palliative care can be 
adequately funded to meet demand.  

Recommendation 14: Once a consistent definition of palliative care has been established by WA 
Health in accordance with Recommendation 11, the Minister for Health should appoint an 
independent reviewer to audit:  

• The level of palliative care activity actually provided in Western Australia’s hospitals and 
compare it against the level of recorded palliative care activity.  

• The actual spend by WA Health on palliative care on a year-by-year and like-for-like basis, 
across all aspects of palliative care provision, including community service providers, area 
health services (including WA Country Health Services) and delineating between inpatient, 
consultancy and community care.  

Recommendation 15: WA Health should provide ongoing professional development for all health 
professionals – beyond undergraduate training – about the right of a patient to refuse medical 
treatment. WA Health should also specifically amend the Consent to Treatment Policy to provide 
comprehensive information in relation to a competent patient’s absolute right to refuse medical 
treatment.  

Recommendation 16: WA Health should provide ongoing professional development – beyond 
undergraduate training – for all health professionals regarding the absolute right of a competent 
patient to refuse food and water. Training should also include those working in aged care.  

Recommendation 17: WA Health should provide ongoing professional development – beyond 
undergraduate training – for all health professionals about the transition from curative to non-
curative end of life care and effective discussions with patients and families about futile treatments. 
WA Health should consider how it might effectively educate the community about end of life 
decision-making, and implement appropriate health promotion in this area.  
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2. Background and Purpose 

In 2017 a Joint Select Committee (JSC) on End of Life Choices was established by the Western 
Australian (WA) Parliament.1 The Committee undertook an inquiry into the need for laws in WA 
to allow citizens to make informed decisions regarding their end-of-life. The My Life, My Choice: 
The Report of the Joint Select Committee on End of Life Choices was tabled in Parliament in 
August 2018 and outlined 52 findings and made 24 recommendations.1 The WA Government 
accepted all 24 recommendations and the implementation of these recommendations has 
commenced.  

The End-of-Life and Palliative Care Project (the Project) addresses the implementation of the 11 
recommendations related to end-of-life and palliative care. The Project is split into four distinct 
but interdependent work-streams as outlined in Figure 1. The findings and recommendations 
noted the disparate state of palliative care service delivery data and the need to better 
understand, as a system, current service delivery figures and unmet need.  

The purpose of the WA Health End-of-Life and Palliative Care: Current state of WA palliative 
care service provision and key findings working paper is to provide an overview and summary of 
the current state of palliative care service provision in WA and to summarise key issues and 
gaps identified during the process of bringing this information together. It does not seek to 
replicate existing work, but add to it by providing a concise documenting of current state service 
provision, service models and workforce in once place.  

This working paper presents data for workstream 1 - Current activity and funding and provides 
an overview of workstream 2 Service models to provide context to the data. As part of 
workstream 2 an independent review into patient preferences of how they would prefer to 
receive palliative care is currently taking place. The review explores in greater depth service 
models in WA in addition to intra-jurisdiction and international models. Activities are also 
underway for workstream 3 Health professional training and education including a 
comprehensive questionnaire across the sector exploring current professional training, 
development of a Health Professional Training Framework and access hub for training. The 
establishment of a community campaign and procurement for the community hotline is 
underway for workstream 4 Community awareness. Reports from these activities will be 
provided as an addendum to this document once the respective consultation processes are 
complete. 

Figure 1: Relationship between End-of-Life and Palliative Care Project and the Joint Select Committee key 
recommendation areas 

 

Joint Select Committee Recommendations 

(1 - 24)

Advance Health 
Directives        

(1-6)

End-of-life and 
Palliative Care 

Project                   
(7-17)

1. Current 
activity and 

funding

2. Service 
models

3. Health 
professional 

education and 
training

4. Consumer 
awareness and 

education

Terminal 
sedation        

(18)

Voluntary 
Assisted Dying 

Legislation    
(19-24)
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3. End-of-life and palliative care definitions 

The JSC Report and the WA End-of-Life and Palliative Care Strategy 2018-2028 noted the 
inconsistency with which a number of terms are used to describe end-of-life and palliative care.2 
An important element of the Project is growing consumer awareness and education, including 
generalist clinicians, on what each of these terms mean and how they should be applied. 

The following definitions are utilised in this document and are based on the definitions provided 
in the WA End-of-Life and Palliative Care Strategy 2018-2028; terms used by the Australian 
Institute of Health and Wellbeing and the Australian Commonwealth Government.    

 

  End of life  

End of life is the timeframe during which a person lives with, and is impaired by, a life-
limiting/fatal condition, even if the prognosis is ambiguous or unknown. Those 
approaching end of life will be considered likely to die during the next 12 months.  

End-of-life care 

End-of-life care is care needed for people who are likely to die in the next 12 months due 
to progressive, advanced or incurable illness, frailty or old age. During this period, people 
may experience rapid changes and fluctuations in their condition and require support from 
a range of people, including health services, as well as family and carers.  

Palliative care 

Palliative care is an approach that improves the quality of life of individuals, their families 
and carers facing problems associated with life-threatening illness/condition, through the 
prevention and relief of suffering. Palliative care recognises the person and the 
importance and uniqueness of their family/carer. It serves to maximise the quality of life 
and considers physical, social, financial, emotional, and spiritual distress. Such distress 
not only influences the experience of having a life-limiting illness but also influences 
treatment outcomes.  

Specialist palliative care  

Specialist palliative care is undertaken by a professional palliative care team or service 
with recognised qualifications or accredited training in palliative care. The role of the 
specialist palliative care services includes providing consultation services to support, 
advise, educate and mentor specialist and non-specialist teams to provide end-of-life and 
palliative care and/or to provide direct care to people with complex palliative care needs.  

Terminal care 

Terminal care refers to the care of a person in the last days or weeks before they die (i.e. 
the final part of palliative care).  
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4. Overview of current palliative care service models in WA 

The WA Health Clinical Services Framework 2014-2024 provides a blueprint to support the 
planning for services, workforce, infrastructure, technology, and budgeting across the whole 
health system.3 Information on the services available at each hospital can be found in Appendix 
1 and the Metropolitan Hospital Services Matrix and WACHS Hospital Services Matrix.  

4.1 Service models   

In WA a range of services and health professionals work together to provide palliative care to 
people who are living with a life-limiting illness, their families and carers. Palliative care is 
delivered by a range of providers including primary care, public and private hospitals, non-
government organisations and private sector organisations.  

Palliative care can be delivered in a number of different settings including: a person’s home; 
community settings such as primary care practices and residential care facilities including aged 
care, disability and correctional facilities; and hospital-based settings. While some end-of-life 
and palliative treatment requires an acute hospital setting, for a large proportion of patients a 
hospital is not the most comfortable or appropriate setting for this care.4   

The five key specialist palliative care service models identified in WA are displayed in Figure 2. 

Figure 2: Key specialist palliative care service provision models in WA 

 

4.1.1 Hospital – Inpatient 

Hospital inpatient services are available in WA for patients with an active, progressive, life-
limiting illness whose needs cannot be addressed within their current setting (e.g. home or 
residential care facility). Inpatient services are provided by medical, nursing and allied health 
professionals based on the identified needs of individuals, family members and carers.  

Inpatient palliative care services are provided in designated palliative care beds or in non-
designated beds in either public or private hospitals.  

Designated beds – hospitals may have dedicated beds that are used to provide palliative care 
via a specialist palliative care physician.4 An inpatient palliative care unit or hospice is a unit that 
provides patient care via an on-site specialist team in an inpatient setting.  

Non-designated beds – palliative care may be provided to people receiving care in acute, 
subacute or other types of beds. The provision of palliative care in these settings may involve 
care by specialist or generalist palliative care providers and/or the involvement of specialist 
palliative care consultancy services (see below).  

Palliative care 
service models

1 - 3. Hospital

1. Inpatient 2. Consultancy 3. Outpatient

4. Consultative 5. Community

https://ww2.health.wa.gov.au/~/media/Files/Corporate/Reports%20and%20publications/Clinical%20Services%20Framework/Metro-Hospital-Matrix.pdf
https://ww2.health.wa.gov.au/~/media/Files/Corporate/Reports%20and%20publications/Clinical%20Services%20Framework/WACHS-Hospital-Matrix.pdf
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There are nine dedicated specialist palliative care inpatient units across WA: 

Metropolitan 

1. Bethesda Hospital Palliative Care Unit  

2. Glengarry Hospital Palliative Care Unit  

3. Hollywood Private Hospital  

4. Kalamunda Hospital Palliative Care Service  

5. St John of God Murdoch Community Hospice  

Regional 

6. Albany Community Hospice  

7. Busselton Health Campus  

8. St John of God Bunbury Hospital  

9. St John of God Geraldton Hospital  

4.1.2 Hospital – Consultancy  

Hospital specialist palliative care consultancy services include services provided by an 

interdisciplinary team to inpatients and outpatients at WA public hospitals. These services are 

provided at Royal Perth Hospital, Sir Charles Gairdner Hospital Joondalup Health Campus, 

Fiona Stanley Hospital and Rockingham General Hospital. Consultancy services provide 

specialist level assessment and treatment for patients with a life-limiting diagnosis and end-of-

life care either at the hospital site or by facilitating discharge to a patient’s home, nursing home 

or a palliative care unit.  

Referrals for consultancy services can be made by medical, nursing or allied health staff for 

patients with a progressive, life-limiting disease and a limited prognosis (less than 12 months 

anticipated survival) and complex care needs (for example patients with pain/symptoms or 

patients/families with psychosocial or spiritual needs).  

These specialist palliative care consultancy services also support other hospitals in the Health 

Service Provider (HSP) that do not have a specialist palliative care service. For example, the 

Royal Perth Hospital consultancy service supports Bentley Health Service through phone 

advice and patient visits by the palliative care nurse practitioner and consultant specialist as 

required.  

4.1.3 Hospital – Outpatient 

Hospital outpatient services includes services provided to patients who do not undergo a formal 
admission process and do not occupy a hospital bed.5 For example, services provided in 
hospital outpatient clinics, community-based clinics or in patients’ homes.  

Symptom Assessment Clinics are available at a number of public hospitals for adult patients 
with progressive, life-limiting illnesses who require specialist consultation and symptom 
management. Individuals can be referred by their general practitioners (GPs) via the Central 
Referral Service or internally from specialists within a hospital.  
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Paediatric service model – inpatient and outpatient  

The Paediatric Palliative Care Service (PPCS) is a state-wide service based at Perth 
Children’s Hospital (PCH) that provides paediatric palliative care for children living with a 
life-limiting illness. The PPCS provides:  

▪ Specialist paediatric palliative care to inpatients and outpatients 
▪ Support for end-of-life care in home and hospital 
▪ Bereavement support 
▪ Support to other professionals and teams around the state including regional paediatric 

palliative care services 

 

4.1.4 Consultative 

Specialist palliative care consultancy services allow health professionals to seek expert advice 
from specialist palliative care physicians on the prognosis and management of people who are 
not under the fulltime care of specialist palliative care services.4 There are currently four 
consultancy services in WA, detailed in  
Table 1: 

1. Metropolitan Palliative Care Consultancy Service (MPaCCS) 
2. WA Combined Palliative Outreach Service 
3. Silver Chain Palliative Care Specialist Nurse Consultation Service 
4. Residential Care Line Nurse Outreach Service 

 
Table 1: Description of palliative care consultancy services in WA 

Consultative services in WA 

Metropolitan 
Palliative Care 
Consultancy 
Service 
(MPaCCS) 

MPaCCS is a mobile, multidisciplinary, specialist palliative care team that 
focuses on building the capacity of healthcare providers (GPs, nursing, 
allied health and other staff) in residential care settings to provide end-of-life 
and palliative care for residents and families. The MPaCCS service is 
contracted to Bethesda Health Care and is wholly funded by the WA 
Department of Health i.e. the service does not charge residential facilities or 
end users.  

MPaCCS provides organisations with a collaborative review of end-of-life 
care processes, protocols, policies and systems to help ensure they 
facilitate safe, efficient and evidence-based care. They provide education 
and mentoring of staff that is tailored to the specific needs of the facility. 
MPaCCS also provides support based on the unique needs of patients, 
carers and families including6 advice and advocacy.  

MPaCCS works across residential aged care facilities, residential disability 
services, mental health and psycho-geriatric facilities, Aboriginal Medical 
Service facilities, correctional facilities and hospitals (to support the 
transition of palliative patients to residential facilities).  
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Consultative services in WA 

WA Combined 
Palliative 
Outreach Service 

The WA Combined Palliative Outreach Service, also known as the Palliative 
Care Medical Advisory Service, is a telephone service that provides access 
to specialist palliative care advice for health professionals. The service is 
predominately used by rural and metropolitan health professionals. The 
service is managed by the North Metropolitan Health Service (NMHS) and 
operates from Sir Charles Gairdner Hospital.  

Silver Chain 
Palliative Care 
Specialist Nurse 
Consultation 
Service 

The Silver Chain Palliative Care Specialist Nurse Consultation Service (also 
called the Residential Care Facility Palliative Nurse Consultancy or Metro 
Nurse Consultancy Service) provides palliative care specialist nurse 
consultation in the Perth metropolitan area. The overarching aim is to 
enhance the capacity of non-specialist community services to provide a 
palliative approach to care. The service is expected to work in partnership 
with MPaCCS. Silver Chain is also contracted to provide a 24-hour 
Telephone Advisory Service available to health professional staff providing 
palliative care in rural areas of WA.  

Residential Care 
Line (RCL) Nurse 
Outreach Service 

The RCL Nurse Outreach Service is a specialised aged care nursing service 
managed by NMHS. The RCL Service Coordinator can be contacted directly 
by residential aged care facilities and hospital staff. Although the RCL 
Service does not solely provide palliative care services, it is sometimes used 
by residential aged care facilities along-side the service provided by 
MPaCCS. The service supports:  

• Direct care through clinical consultancy to staff in residential aged 
care facilities to support the clinical care needs of residents 

• Care coordination that facilitates timely access to hospital-based 
services, and hospital staff with complex clinical discharges 

• Education for residential aged care facility staff, related directly to the 
clinical care needs of residents with the aim of improving clinical 
knowledge, skills and capacity building 

4.1.5 Community 

Community care refers to care provided by health professionals in a community setting (e.g. a 
person’s home) rather than in hospital.7 Two providers currently provide community care in WA: 

Silver Chain Community-Based Specialist Palliative Care Service 

Silver Chain’s Community-Based Specialist Palliative Care Service is the sole contracted 
service providing specialist palliative care and in-home hospice care services across 
metropolitan WA.7 Care is provided by a multi-disciplinary team comprising specialist palliative 
care nurses, allied health, medical clinicians and trained volunteers. The nurse-led service is 
available 24/7 and uses an inter-disciplinary approach to meet each client’s holistic needs. 
Individual care plans are needs-based and are responsive to changing needs with clients 
typically moving from periodic planned visiting to intensive daily support in the terminal phase.  

The service provides symptom assessment and management, psychosocial and spiritual care, 
medication administration, wound care, personal care and bereavement support. The service 
also includes the provision of planned home-based respite care for clients, which is intended to 
reduce carer burden and maintain carer capacity.  
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Expected outcomes of the service includes: care in the community that enables safe, effective 
and early discharge from an acute or sub-acute hospital or rehabilitation setting; a reduction in 
unplanned hospital admissions; an increase in the care setting choice and preferred place of 
death; optimum symptom management in the client’s home; continuity of service for carers and 
support through bereavement.  

Referrals to the Silver Chain Community-Based Specialist Palliative Care Service are sent by 
GPs, medical practitioners or Nurse Practitioners and must satisfy all of the following criteria:  

1. Live in the Perth metropolitan area with an active, progressive and life-limiting condition, 
and require support and symptom management from a specialist palliative care service 

2. Have been consulted, and give consent for referral to the service 
3. Require support and/or symptom management from a specialist palliative care service 
4. Have a home environment in which care is able to be delivered safely 

WA Country Health Service (WACHS) Community  

WACHS provides palliative care services in each of the seven regions led by a Senior 
Registered Nurse with expert skills in the area of palliative care. These coordinating nurses 
work closely with the WA Cancer and Palliative Care Network and the newly funded Palliative 
Care Program to provide links to local community services, tertiary services and facilitate the 
best use of local resources inclusive of other care providers. The WACHS Palliative Care 
Services are based in the Regional Centres with outreach provided across the region.  

Medical General Practitioners (GPs) provide a substantial proportion of the palliative care 
provision in WACHS and also engage in end-of-life conversations with patients and carers. 
There is limited support from Palliative Care Medical Specialists and this gap is filled to some 
extent by Senior Palliative Care Nurses. The newly funded Palliative Care Program has been 
instrumental in initiating clinical governance and coordination around palliative care services by 
recruiting and establishing palliative care physicians, GPs, more clinical nurses, social workers, 
aboriginal health workers and administration assistants to form the specialist palliative care 
team within the seven health regions. This palliative care specialist team conducts home visits 
to the community patients including patients in end-of-life care who choose to die at home. The 
team also offers support to clinicians in the acute settings who need advice in caring for 
palliative care patients. 

Due to the geographical vastness of WA, telehealth provides an important role in supporting 
terminally ill patients and their families and carers, offering an option to remain at home with the 
aid of technology. The Telepalliative Care in the Home Program was piloted in the Wheatbelt 
using iPads that enabled patients and carers to stay connected with palliative care staff through 
existing telehealth services. This model of care has since expanded to the other regions. 

Some regions have very well-developed community programs that augment the palliative care 
services in their regions, for example bereavement groups, death over dinner programs and 
support groups for carers. Other regions have very minimal community participation. One of the 
main aims of the program is to ensure that palliative care services provided in all seven health 
regions are of high standard, are culturally sensitive, are informed by local communities and 
address the inequities that currently exists. 

Recently the Palliative Care Program has been able to provide interim home care packages for 
palliative care patients in exceptional circumstances who do not qualify for the National 
Disability Insurance Scheme or Aged Care Assessment Team. This expansion of the palliative 
care services has seen more patients die at their preferred place while providing the much-
needed carer respite at the family’s most vulnerable time. 
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4.2 Emerging models of care 

An interjurisdictional exploration was undertaken to review existing national and international 
palliative care models. A comparison was made against current WA palliative care models to 
determine any exemplar models for consideration. The analysis indicates that WA has similar 
models of palliative care service delivery when compared to other jurisdictions in Australia. 
While palliative care service models have different weightings in each state and territory they all 
have a mix of hospital inpatient, outpatient, consultative and community services.  

The analysis highlighted a lack of ‘hospice care’ for children in WA. This limits choice for place 
of care at end of life, choices of respite care, restricts access to coordinated psychosocial 
support and limits comprehensive bereavement support. Bear Cottage (New South Wales), 
Very Special Kids (Victoria) and Hummingbird House (Queensland) are the only hospices 
available for children and their families in Australia, with only 24 beds available nationwide. The 
hospices provide 24 hour specialist care from palliative care consultants, nurses, social workers 
and therapists trained in complex needs, family support, creative therapies and end-of-life care.  

Residential Aged Care Facilities 

As Australia’s population ages and the number of people entering aged care increases, the 
demand for palliative and end-of-life care is also increasing.8 Availability of high quality palliative 
care services in aged care facilities enables older Australians to experience a good death and 
ensures families and carers are supported during the dying and bereavement process.  

The provision of palliative care in residential aged care facilities is regulated under the Aged 
Care Act 1997, within the Quality of Care Principles.9 Under the schedule of specified care and 
services, an Approved Provider is responsible for providing access to a qualified practitioner 
from a palliative care team, and the establishment of a palliative care program including 
monitoring and managing any side effects for any resident that needs it.9 

Exemplar model for community provision in residential aged care 

The CARE-PACT (Comprehensive Aged Residents Emergency and Partners in Assessment 
Care and Treatment) in Queensland is an example of a unique model used in residential aged 
care facilities as a hospital substitution service that may be modified to include palliative care 
provision, and have applicability in WA.10 The four main components of the CARE-PACT model 
of care are:  
1) Telephone triage and clinical care planning 
2) Inpatient resource and early discharge service 
3) Urgent assessment, care and treatment service provided by mobile teams 
4) Consultation with a GP to ensure health concerns are resolved 

 

4.3 Investigating consumer perspectives 

4.3.1 Independent review of service models and patient preference 

In response to JSC Recommendation 9 an independent review is underway to explore patients’ 
preference in how and where they receive palliative care. The aims of the Review are to:  

1. Provide critical analysis of the three models of service provision in WA including the: 
a. Risks and benefits of each model  
b. Accessibility of each model based on the referral pathway 

2. Investigate how the targeted community-based cohort wishes to receive palliative care  
3. Provide a description of hospice services and review the admission practices for patients 

seeking to access hospice care  
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4. Analyse interjurisdictional and international service models used in other health services. 
This includes identifying programs or models that may be adapted for the WA setting  

5. Provide recommendations, based on analyses, for future service models for palliative 
care provision in WA, including consideration of how they would fit in the WA health 
service delivery model  

Professor Samar Aoun from the Perron Institute for Neurological and Translational Science 
commenced the review on 11 May 2020. The review is anticipated to take 6 months and is due 
to be finalised in the final quarter of 2020.  

4.3.2 Palliative Care Consumer Workshop 

While a more in-depth exploration into consumer perspectives and preferences will be 
undertaken as part of the independent review, an interim Palliative Care Consumer Workshop 
was held on 3 December 2019. The event was held to help inform the body of work currently 
being undertaken by exploring consumers’ ideas on palliative care delivery in WA. The 
Workshop was convened and hosted by the End-of-Life and Palliative Care Project Team in 
partnership with the WA Department of Health Consumer Representative, Ben Horgan, and in 
collaboration with the Health Consumers’ Council WA.  

The purpose of the Workshop was to:  

• Discuss consumer experiences with palliative care services in WA  

• Understand consumer preferences and priorities for receiving palliative care in WA  

• Understand appropriate messages and mediums that should be used in a palliative care 
consumer campaign 

The three questions discussed at the Workshop were:  
1. What does palliative care mean to you?  
2. What would a good palliative care journey look like?  
3. How do you think we should raise awareness of palliative care in the community? 

The key themes arising from the three questions discussed at the Workshop are summarised in 
Figures 3 - 5. 

 

 

 

 

 

 

 

 

Figure 5: Key messages and message mediums discussed in ‘how do you think we should raise awareness of 
palliative care in the community?’ 

 

 

 

“Healing when you 
can’t cure” 

“Palliative care can 
help you to live” 

“Share the journey” 

“It’s ok to ask for 
support” 

“Living with a life-
limiting illness” 

Figure 4: Key themes from 'what would a good palliative 

care journey look like?' 

 

 

 

 

 

 

Figure 3: Key themes from 'what does palliative care 

mean to you 
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5. Current state of palliative care need, activity and funding   

In line with the JSC Recommendation 8, the Department of Health is undertaking work to better 
identify levels of palliative care activity and associated expenditure along with establishing a 
process to determine unmet need. Analysis of service provision data provided to WA Health 
was undertaken in addition to consultation with stakeholders and provided in the section below. 

5.1 Current palliative care activity 

Data collection 

Palliative care inpatient activity data is mostly captured in the WA Department of Health 
Subacute and Non-acute Care Data Collection from data entered via the web-based patient 
administration system webPAS subacute module. Some specialist palliative care sites also 
have access to a purpose-built palliative care data collection tool ePalCIS.  

Health data collection is based on a system of codes and care types; in the case of palliative 
care there are two methods used for coding palliative care inpatient separations in WA:  

➢ Care Type of ‘Palliative Care’ when the primary clinical purpose or treatment goal is 
palliative.11 Palliative Care is a specialised Care Type and excludes acute admitted 
patients receiving end of life palliation not managed or informed by a palliative care 
specialist medical practitioner.  

➢ Diagnosis Code of ‘Palliative Care’ (ICD-10-AM diagnosis code of Z51.5) can be 
assigned as an additional diagnosis independent of the patient’s Care Type on 
admission.11   

The top 30 Principal Diagnosis Codes contributing to a palliative care separation are provided in 
Appendix 2. 

Outpatient data is recorded as non-admitted occasions of service recorded in webPAS which 
feeds into the WA Department of Health Non-Admitted Activity and Wait List Data Collection 
(NAPAAWL DC).12 Palliative care attended appointments are recorded when a patient attends 
an appointment at a Tier 2 Clinic 20.13 ‘Medical Consultation Classes – Palliative Care’ or Tier 
2 Clinic 40.35 ‘Allied Health &/or Clinical Nurse Specialist Intervention Classes – Palliative Care’ 
or a ‘Palliative Care’ Appointment Care Type is allocated to the appointment. 

5.1.1 Hospital – Inpatient and outpatient  

Data pertaining to WA inpatient public hospital, inpatient private hospital and outpatient 
palliative care activity across all metropolitan HSPs is provided in Table 2, Figure 6 and Figure 
7. A breakdown of hospital level palliative care activity for each HSP is provided in Appendix 3. 
The hospital inpatient data was sourced from the Subacute Care Data Collection and includes 
all WA inpatient separations with Care Type of Palliative Care or Z51.5 code. The outpatient 
data was sourced from the Non-Admitted Activity and Wait List Data Collection and includes 
attended appointments in Tier 2 Clinic 20.13 or 40.35, as described above.  
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Table 2: Hospital palliative care separations and occasions of service by metropolitan Health Service Provider in 
2018/19 

Region 
Hospital 

separations 
Occasions of 
service (OOS) 

Population 
(2018) 

Hospital 
separations / 

100,000 

OOS 
/ 100,000 
persons 

EMHS 789  29,031  566,260  139  5,127  

SMHS 601  39,432  517,964  116  7,613  

NMHS 614  38,300  581,413  106  6,587  

Total  2,004 106,763 1,665,637 120 6,409 

 
Figure 6: Consolidated activity for metropolitan hospital-based inpatient palliative care services in WA from 2015/16 to 
2018/19, by service type and Health Service Provider 

 
 

Figure 7: Consolidated activity for metropolitan hospital-based outpatient palliative care services in WA from 2015/16 
to 2018/19, by Health Service Provider 
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Notable findings for the metropolitan region: 

→ In 2018/19, the NMHS, East Metropolitan Health Service (EMHS) and South Metropolitan Health 
Service (SMHS) recorded similar volumes of public inpatient hospital separations for palliative care. 

→ NMHS had the largest population in metropolitan WA as well as the largest overall volume of 
palliative care activity across 2015/16 to 2018/19. 

→ A significant volume of inpatient services at SMHS and NMHS is conducted in private hospitals. 

→ Child and Adolescent Health Service (CAHS) experienced a significant increase in outpatient 
occasions of service from 2015/16 to 2018/19. 
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WACHS activity data and population profiles is provided in Table 3, Figure 8 and Figure 9. 
 
Table 3: Hospital separations and occasions of service by WA Country Health Service region in 2018/19 

Region 
Hospital 

separations 
Occasions of 
service (OOS) 

Population 
(2015) 

Hospital 
separations 

/100,000 

OOS 
/100,000 persons 

Goldfields 69 1,137 58,269 118 1,951 

Great Southern 298 1,710 62,432 477 2,739 

Kimberley 71 866 38,801 183 2,232 

Midwest 179 6,640 67,878 264 9,782 

Pilbara 21 315 65,859 32 478 

South West 628 9,301 175,949 357 5,286 

Wheatbelt 115 1,638 77,010 149 2,127 

Total  1,381 21,607 546,198 253 3,956 

 

Figure 8: Consolidated activity for WACHS hospital-based inpatient palliative care services in WA from 2015/16 to 
2018/19, by service type and WACHS region 
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Notable findings for WACHS: 

→ Outpatient activity makes up the majority of overall palliative care activity in the WACHS regions. 

→ The South West region had the largest population in WACHS and the largest overall volume of 
palliative care activity across 2015/16 to 2018/19. 

→ Compared to other WACHS regions, the Pilbara region recorded the smallest volume of 
palliative care activity from 2015/16 to 2018/19. 

→ The Midwest region displayed the largest rate of outpatient palliative care activity by population. 

→ Access to inpatient palliative care is not equal across the WACHS regional areas. 
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Figure 9: Consolidated activity for WACHS hospital-based outpatient palliative care services in WA from 2015/16 to 

2018/19, by WACHS region  
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5.1.2 Consultative  

The activity data for the Metropolitan Palliative Care Consultancy Service (MPaCCS) is 
classified as either an Occasion of Scenario Training (OSTs) or an Occasion of Patient-Based 
Education (OPBEs). OSTs are case-based interactive educational events for facility staff/GPs 
provided in different formats such as bedside ‘toolbox’ sessions, classroom sessions and 
mentoring for individuals. OPBEs relate to the assessment, care and treatment of a specific 
resident and result in an entry in the individual’s medical record. The MPaCCS service activity 
data for 2015/16 to 2018/19 is presented in Table 4.  

In 2018/19, 98% of MPaCCS OPBEs occurred in residential aged care facilities where mobile 
specialist palliative care teams provided a range of services to build the capacity of facility staff.  

Table 4: Consolidated activity data for the MPaCCS service in WA from 2015/16 to 2018/19 

MPaCCS 2015/16 2016/17 2017/18 2018/19 

Number of  

Service Events 
(2015/16 & 
2016/17) and 
OPBEs (2017/18 
& 2018/19) 

Residential aged care 
facility 

N/A 6,615 2,708 4,564 

Disability care facility  N/A 86 34 31 

Mental health facility N/A 46 22 66 

Correctional facility  N/A 71 12 18 

Total Service Events & OPBEs 6,091 6,818 2,776 4,679 

Number of OSTs 
(OST) (2017/18 & 
2018/19)  

Formal education - 
classroom 

N/A N/A 155 249 

Formal education - toolbox N/A N/A 2,488 4,558 

Formal education - GP 
event 

N/A N/A 0 1 

Formal policy review N/A N/A 29 48 

Formal mentoring N/A N/A 569 877 

Total OSTs N/A N/A 3,241 5,733 

Occasions of Service (2015/16 & 2016/17) 1,790 4,296 N/A N/A 

NB: changes in reporting practices in November 2017 present some challenges to comparing the activity before and after this 
time. In 2015/16 and 2016/17 activity was classified as Service Events or Occasions of Service.  

It is important to note that as MPaCCS is a WA Health funded provider an oversight of activity 
data is possible; there are other private providers for which data is not captured or reported.  

5.1.3 Community  

Silver Chain 

Data for Silver Chain’s Community-Based Specialist Palliative Care Service is provided in Table 
5. The table lists a breakdown of client numbers, care hours and occasions of service provided 
by the service.  

The data shows a gradual increase in the number of unique clients seen by Silver Chain from 
2015/16 to 2017/18. In 2018/19 the data shows that 15% of clients were seen by a Silver Chain 
Carer and 46% were seen by an Allied Health practitioner. It also demonstrates each Silver 
Chain client is seen at least once by a Registered Nurse, and on average receives 19 occasions 
of service by a Registered Nurse.  
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Table 5: Consolidated activity data for Silver Chain palliative care services in WA from 2015/16 to 2018/19 

Silver Chain 2015/16 2016/17 2017/18 2018/19 

Registered Nurse 

Clients 4,808 5,170 5,461 5,381 

Hours 84,079 65,608 120,295 65,317 

Occasions of Service 73,896 85,753 177,522 104,361 

Carer 

Clients 847 935 1,782 798 

Hours 6,539 7,562 15,692 6,509 

Occasions of Service 9,548 10,744 21,084 8,632 

Allied Health 

Clients 1,343 2,019 2,244 2,478 

Hours 3,888 4,919 9,967 5,695 

Occasions of Service 4,974 7,288 14,900 7,997 

Unique Clients 

Clients 4,808 5,170 5,461 5,381 

Hours 94,506 78,089 145,954 77,521 

Occasions of Service 88,418 103,785 213,506 120,990 

 

Residential Aged Care Facilities 

The Australian Government subsidises residential aged care services for older Australians 
whose care needs are such that they can no longer remain in their own homes.  

The Aged Care Funding Instrument (ACFI) is used to determine the level of Australian 
Government care subsidies for permanent residents. The ACFI measures the level of care each 
resident needs, based on activities of daily living, residents behaviours and complex health 
care. Funding for palliative care under ACFI is provided specifically for end-of-life care, which 
takes place during the last days of weeks of a care recipient’s life. ACFI allows for a service to 
claim funding for a palliative care program involving end-of-life care where ongoing care will 
involve very intensive clinical nursing and/or complex pain management.  

Table 6 show the latest national data available related to palliative care activity in Residential 
Aged Care Facilities. There were approximately 20,000 permanent aged care residents in WA 
in 2017/18. Approximately 337 of these residents had an ACFI appraisal indicating the need for 
palliative care.  

Table 6: Permanent residential aged care residents, by palliative care status and state or territory, 2017/18 

State or Territory 
Palliative Care 

ACFI Appraisals 
Percent of Total 

for the State 

Percent of 
overall Palliative 

Care ACFIs 

Total Permanent 
Aged Care 
Residents 

NSW  1,761  2.2  36.7  81,541  

Vic  1,415  2.2  29.5  64,002  

Qld  645  1.4  13.5  44,838  

WA  337  1.7  7.0  20,048  

SA  331  1.5  6.9  21,636  

Tas  218  3.5  4.5  6,201  

ACT  85  2.7  1.8  3,156  

NT  1  0.2  0.0  605  

Total 4,793   242,027 
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5.2 Funding allocation  

In 2018/19, inpatient palliative care in public and publicly-funded private hospital settings made 
up over half (55%, $38,225,898) of WA Health funding allocation for palliative care. Community 
services contributed to 32% of funds allocated to palliative care, outpatient services 10% and 
consultative services only 3% (Figure 10). 

Figure 10 Funding allocated to palliative care services in WA for 2018/19 

 
Note: Community and Consultative categories do not include all services  

Over the last two years, new funding approved for palliative care has been significant with 
investment over the next 5 years (2018-19 to 2022-23) to include: 

• approx. $27,000,000 for expansion in workforce capacity including Aboriginal Healthcare 
workers 

• approx. $9,000,000 for further expansion of community services 

• approx. $5,700,000 for expansion of Residential Aged Care Facilities (with a further 
$5,700,000 from the Commonwealth to match the State contribution) 

• approx. $8,600,000 for implementation of the Joint Select Committee Recommendations 

5.2.1 Performance indicators 

Performance indicators specific to end-of-life and palliative care are not currently reported by 
HSPs. Investigation into potential meaningful reporting measures is currently underway. The 
following indicators are the current indicators used to measure the efficiency and effectiveness 
of palliative care services in WA and are reported in the Department of Health Annual Report.  

Contracted services 

The efficiency indicator for the delivery of contracted palliative care services is defined in the 
2018-19 Outcome-Based Management Key Performance Indicator Data Definition Manual as 
the “average cost per client receiving contracted palliative care services.”7 Table 7 provides the 
efficiency measure from Silver Chain Palliative Care and St John of God Murdoch Community 
Hospice.13,14 

Table 7: Actual results versus efficiency indicator target for 2017/18 and 2018/19 

Year Target Actual 
Variation 

(Actual minus Target) 

2017/18 $6,701 $5,462 -$1,239 

2018/19 $7,323 $5,898 -$1,425 

$24,891,178 , 36%

$13,334,720 , 19%
$6,954,719 , 10%

$22,119,687 , 32%

$2,308,950 , 3%

Inpatient - public

Inpatient - private

Outpatient

Community

Consultative
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Effectiveness indicator 

Silver Chain’s effectiveness Performance Indicator reported to the Department of Health is 
defined in the 2018-19 Outcome-Based Management Key Performance Indicator Data 
Definition Manual as “the percentage of people accessing Silver Chain community-based 
palliative care whose wish to die at home was successfully supported.”15 The Performance 
Indicator was introduced in 2017/18 to measure the effectiveness of the Silver Chain services in 
allowing patients to die in the comfort of their home, where it is their wish to do so. A high 
proportion of people realising their wish to die at home indicates that the service has 
appropriate strategies in place to provide in-home care appropriate to patients’ needs and to 
avoid unplanned hospital admissions. Silver Chain’s performance against the Performance 
Indicator target for 2017/18 and 2018/19 is provided in Table 8.13,14 There is currently no 
existing national target for this indicator.  

Table 8: Silver Chain Actual results versus Performance Indicator target for 2017/18 and 2018/19 

Year Target Actual 
Variation 
(Actual minus Target) 

2017/18 ≥ 68% 78% 10% 

2018/19 ≥ 85% 76% -9% 

A patient’s desired place of death is recorded at the time of initial assessment by Silver Chain. 
This may be subsequently updated if a patient’s wishes changes. Data is collected by Silver 
Chain via their patient administration system, ComCare, and reported to the Department of 
Health monthly.   

5.3 Estimated unmet need 

Validation and refinement of methodology to estimate unmet need for palliative care is ongoing. 
The Department of Health participates in the national Palliative Care and End-of-Life Care Data 
Development Working Group and is working internally with the Epidemiology Branch to refine 
modelling estimates for unmet need for palliative care. 

Literature 

Although palliative care was traditionally targeted at patients with cancer, more recently 
palliative care services have been broadened to include patients with other life-limiting 
conditions.16 Despite this, it is well established that people with non-cancer conditions do not 
access specialist palliative care as readily. A highly referenced study by Rosenwax et al 16 
compared the number of deaths in WA from diseases considered amenable for palliative care 
with the number of patients who accessed specialist palliative care in the last year of life. The 
research found that only 46.3% of patients with diseases amenable to specialist palliative care 
actually accessed a specialist palliative care service in the 12 months before their death. 
Evidence has demonstrated that not everyone who dies from a condition that is considered 
amenable to receiving palliative care, requires specialist palliative care. People with non-
complex pain and symptoms can often receive adequate and appropriate care from generalist 
providers who have received training and support in palliative care or are using a tool such as 
the Care Plan for the Dying Person. Furthermore, despite comprising of 40% of deaths, only 
14.2% of the patients who accessed specialist palliative care died from non-cancer related 
diseases.16 The percentage of palliative care patients with non-cancer conditions varies 
according to setting or type of service, for example hospital based consultancy services tend to 
see a higher percentage of non-cancer patients than inpatient and community palliative care.  

The integration and planning of palliative care services within health systems requires an 
understanding of the level of need in the population.17 Palliative care need has been defined as 
‘the population’s ability to benefit from palliative care’.18 Several epidemiological approaches 
have been developed and used internationally to quantify the size of the overall population that 
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could benefit from receiving palliative care, based on patient diagnoses18-20, symptom 
prevalence21 and population surveys.22,23 Use of these methods receive broadly similar results 
in terms of how many people are estimated to need palliative care. A breakdown of the literature 
is provided in Appendix 4, Table 12.  

WA Health estimated unmet need for palliative care 

To estimate the level of unmet need for palliative care in WA, the Department of Health used 
methodology based on the Australian Institute of Health and Welfare contemporary research 
methods.24  WA mortality data was extracted to determine the number of people who died in 
2017 with a medical condition that would benefit from palliative care (Appendix 4, Table 13). 
The data was linked to WA hospital data to determine the number of people who received or did 
not receive inpatient palliative care in their last 12 months of life.  

Figure 11 illustrates the current approach. The results found that of the 14,608 people who died 
in WA in 2017, 5,860 (or 40%) died from a condition that would have benefitted from palliative 
care. However, of the 5,860 people, 5,254* had been admitted to hospital in their last 12 months 
of life, for which the average number of admissions was 9 (Table 9). Of those who had a 
hospital admission, 2,653 had at least one palliative care admission recorded, and 2,601 
patients had no recorded inpatient palliative care (Table 10). A palliative care admission was 
characterised by an admission with a Care Type of ‘Palliative Care’ and/or a diagnosis z-code 
z51.5.  

This data suggests that in 2017, 44% of the people who died of a condition amenable to 
palliative care did not receive inpatient palliative care in a public hospital in WA. 

Figure 11 represents hospital admissions only. It does not include those who may have 
received palliative care in the community and did not have any hospital admissions in the year 
prior to death. However, while the methodology is still being refined there is some confidence in 
the estimates based on contemporary research findings. Work is currently underway to 
investigate refining the methodology for more robust capacity to estimate unmet need in the 
community. 

Figure 11: Hospital admission statistics for persons who died from a listed medical condition and had hospital 
admissions 12 months prior to death in WA 

  

yes: 2,653, 45% 

no: 2,601, 44%

n = 5,254

n = 5,860

n = 14,608 People who died in WA 2017

People who died of conditions 
amenable to palliative care (Table 13)

Admitted to hospital in last 12 months*

Palliative
admission (yes)

Palliative
admission (no)

44% of people who died of a 
condition amenable to 

palliative care did not receive 
inpatient palliative care  



 

24 
 

Table 9: Hospital admission statistics for persons who died from a listed medical condition and had hospital 

admissions 12 months prior to death in WA 

 

 

 

 

 

 

Table 10: % Breakdown of palliative care admissions 12 months prior to death for those who died from a listed medical 
condition in WA 

 
 
 
 
 
 

  

Number of persons 5,254 

Total number of admissions 47,146 

Mean number of admissions 8.97 

Median number of admissions 5 

Minimum number of admissions 1 

Maximum number of admissions 182 

Palliative care admissions Number of persons Breakdown (%) 

0 admissions 2,601 49.5 

1 admission 1,769 33.7 

2 admissions 626 11.9 

3 admissions 166 3.2 

4+ admissions 92 1.8 

Total 5,254  
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5.4 Palliative care reporting 

How do we get the information that we have? 

From 1 July 2014, all public palliative care services were required to provide mandatory Activity 
Based Funding (ABF) data, in preparation for ABF funding commencement from 1 July 2015. 
Previously, it was estimated that only a small proportion of palliative care activity (<10%) was 
captured and reported as palliative care services had been block funded.  

In order to provide accurate data that would attract a commensurate ABF payment for palliative 
care activity, the following activities were required to be completed by palliative care services:  

• Classify appropriate patients as palliative by assigning a palliative care ‘Care Type’; and  

• Report palliative care phase of care and Resource Utilisation Groups – Activities of Daily 
Living (RUG-ADL) for all patients who are separated to palliative care ‘Care Type’.  

Data systems used in WA to collect this data includes webPAS and ePalCIS (for those sites 
who have it) for recording specific palliative care measures. Data from both webPAS and 
ePalCIS feed into the Department of Health Subacute and Non-Acute Care Data Collection. 
Some services also participate in the federally funded national Palliative Care Outcomes 
Collaboration (PCOC), utilising standard clinical assessment tools to measure and benchmark 
patient outcomes. Measures from ePalCIS feed into the PCOC data collection.  

5.4.1 Electronic Palliative Care Information System (ePalCIS) 

The advent of ABF funding structure highlighted the potential risk that existing patient data 
collection mechanisms may not accurately capture palliative care service provision and 
therefore services would be underfunded and future palliative care service demand not be 
appropriately met.  

As a result, the Department of Health Information and Performance Governance Unit at the time 
commissioned a subacute module in webPAS that would meet the minimum requirements to 
report data for ABF purposes; in addition, ePalCIS was developed by Health Support Services 
as a palliative care clinical management database. EPalCIS is the statewide electronic 
database for specialist palliative care services in WA. Details of all public inpatient palliative 
episodes are required to be recorded in webPAS and ePalCIS. The software had an initial roll-
out phase which was ceased by the Department of Health in 2017 due to budget constraints. 
EPalCIS continued to be supported by Data Integrity and Health Support Services to help 
troubleshoot issues that arose. A list of specialist palliative care sites currently using ePalCIS is 
provided in Appendix 5, Table 14; these sites continue to collect data with technical support 
from HSS and WACHS regions receive overarching support through an individual in the Great 
Southern Region despite not being funded to do this. Investigation into current use of ePalCIS, 
barriers and benefits is currently underway as part of the response to the JSC 
recommendations, with a view to complete the roll-out in the near future. 

5.4.2 Palliative Care Outcomes Collaboration (PCOC)  

PCOC is a federally funded national palliative care and benchmarking program run out of the 
University of Wollongong with the primary objective to systematically improve patient outcomes 
(e.g. pain and symptom control).25 PCOC provides information for patients, carers, families, the 
public, clinicians and researchers on palliative care.  

Participation by service providers is voluntary. There are currently 19 participating specialist 
palliative care providers across WA, including 8 from regional areas. Data is collected using 
validated tools that include assessment of quality of life indicators such as distress, ability to 
perform activities of daily living, and functional dependence, alongside quantitative data such as 
episodes of care and clinically meaningful periods in a patients’ condition, described as 
‘phases’. Detailed information on the clinical assessment tools can be found in Appendix 5.  
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5.5 Palliative care workforce  

The palliative care workforce is made up of a number of health professional groups including 
specialist medicine physicians, nurses, GPs, allied health, as well as other health workers, 
support staff and volunteers.9 There is a limited number of trained specialist palliative care 
clinical staff, as described below. Allied health clinicians play an integral role in providing care 
and are often an important part of the continuity of care and patient’s experience, however there 
is little to no data on how many allied health clinicians provide dedicated palliative care or have 
specialised in the field. 

Medical specialists must complete post-graduate specialist training to become a palliative 
medicine physician.9 In 2017, there were 25 specialist palliative medicine physicians employed 
in WA.9 Figure 12 displays the number of full time equivalent (FTE) specialist palliative medicine 
physicians in 2017 against the benchmark of 2.0 FTE in each state and territory of Australia. At 
0.9 FTE specialist palliative care physicians per 100,000 persons, WA is well below the national 
benchmark of 2.0 FTE per 100,000 persons.9 

Figure 12: Employed specialist palliative medicine physicians, FTE and clinical FTE per 100,000 population, states and 
territories, 2017 

 

In order to work in the field of palliative care nurses may complete a variety of professional 
development courses, including short courses or postgraduate qualification. Postgraduate 
qualifications are required for nurses who are employed in specialist palliative care services.9 
Figure 13 shows the number of FTE per 100,000 population of palliative care nurses in each 
Australian jurisdiction. A benchmark for nursing staff does not exist, however at 11.2 FTE per 
100,000 population WA is below the total FTE per 100,000 population in Australia of 12.0 FTE 
across all states (as pictured below).   

Figure 13: Employed palliative care nurses, FTE and clinical FTE per 100,000 population, states and territories, 2017 
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6. A summary of the key issues and gaps and next actions 

The following key issues and gaps were identified while conducting the analysis of the current 
state of palliative care services in WA. Current and planned actions to overcome these issues 
have also been presented below.  

6.1 Data 

Key issues and gaps Actions 

Palliative care activity data is collected by service 
providers, but there is no coordinated or 
consistent national approach making it difficult to 
determine usage patterns, costs or outcomes. At 
a minimum, data should enable governments to 
understand the care needs and preferences of 
people approaching the end of life, and fund 
services that best align with those needs and 
preferences.  

• Determine interjurisdictional activity in 
this area via the national Palliative Care 
and End-of-Life Care Data Development 
Working Group with a view to improve 
collection methodology. 

• Determine if a national approach is likely 
to be developed. 

• Determine what quality indicators could 
be used to measure the quality of 
palliative care services provided in WA. 

Not all public specialist palliative care providers 
are currently using the statewide purpose-built 
palliative care data collection tool ePalCIS since 
roll-out ceased in November 2017. Without a 
supported and centralised database for palliative 
care services to record clinical management and 
activity data, data capture depends on webPAS 
which does not meet the needs for palliative care 
and services are at risk of being underfunded and 
future palliative care service demand not being 
appropriately met. 

The End-of-Life and Palliative Care Project 
has undertaken an investigation into the 
current use of ePalCIS in WA. 
The review has:  

• Improved knowledge of current use and 
barriers to using ePalCIS prior to 
commencing the next stage of roll-out 

• Improved knowledge of level of support 
required prior to commencing the next 
stage of ePalCIS rollout  

Recommendations from the review will 
inform the next phase of the ePalCIS roll-
out and improve usability and uptake.  

Currently funding estimates by the Department of 
Health are based on current hospital utilisation 
figures, which do not include patients who are not 
accessing services.  
 
In this paper Department of Health has 
undertaken preliminary modelling by including an 
estimate based on patients who had a condition 
that would benefit from palliative care and 
hospital admissions in the 12 months prior to 
their death; it did not consider those who may 
have received palliative care in the community 
and did not have any hospital admissions.  

To achieve greater granularity additional 
analysis is required to refine this 
methodology and gain a greater 
understanding of the unmet need for 
palliative care services in WA, these may 
include:  

• Use Burden of Disease data to 
determine acuity of disease progression 
and palliative care needs and population 
prevalence of diseases.  

• Link data to measure the activity across 
different palliative care services (e.g. 
Silver Chain, inpatient and outpatient).  

• Examine Medicare Benefits Schedule 
(MBS) billing data from GPs to 
determine level of palliative care being 
provided in primary care. 

•  
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Key issues and gaps Actions 

Hospital inpatient data recording - the JSC 
Report highlighted concerns regarding 
inaccuracy in the recording of patients requiring 
or receiving palliative care via the WA Health 
clinical coding process. Discussions with 
stakeholders including the Department of Health 
Subacute and Non-Acute Care Data Collection 
team suggests there are gaps in the recorded 
inpatient activity due to palliative care activity 
being captured under different codes i.e. activity 
not coded as ‘Palliative Care’ type despite the 
palliative care nature of the service. 

• Increase roll-out and use of ePalCIS to 
enable all hospital sites to record and be 
appropriately funded for palliative care 
activity. 

WACHS has reported difficulty in recording 
palliative care activity as a ‘Palliative Care’ Care 
Type as this can only be allocated when a patient 
is receiving specialist palliative care in a facility 
recognised by WA Health as a specialist 
palliative care provider. This can be problematic 
for WACHS regions where access to a specialist 
palliative care provider can be difficult.  

• Collaborate with WACHS to determine 
data collection barriers and potential 
solutions. 

Funding allocation data for inpatient and 
outpatient services is indicative only as HSPs 
have the flexibility to determine how much 
palliative care activity they undertake, and may 
re-distribute funding elsewhere if deemed 
appropriate. The funding data presented in 
Figure 10 for inpatient and outpatient services is 
based on what HSPs have reported on their 
activity and how the System Manager has priced 
this activity in accordance with the Independent 
Hospital Pricing Authority. 

• The methodology used by the System 
Manager to estimate funding allocation 
will continue to be refined with the goal 
to improve the accuracy of the figures.   

Hospital outpatient data quality and reporting 
issues have been acknowledged as a 
systemwide problem. These issues impact on 
both the activity and funding allocation data for 
palliative care. Similar to inpatient data, gaps in 
recorded activity exist when palliative care 
treatment is classified under a different specialty. 
Outpatient data is recorded at the macro level 
when patients are allocated a Tier 2 specialty 
(e.g. Palliative Care or Cardiology). As the Non-
Admitted Data Collections does not capture 
diagnosis and treatment, the reporting practice 
fails to capture activity where palliative care may 
have been carried out in another specialty. 

• The Outpatient Data Quality 
Improvement Project is currently 
addressing broader outpatient data 
quality issues as a key work-stream 
within the Outpatient Reform Program. 

• The proposed future introduction of the 
Australian Non-Admitted Care 
Classification (ANACC), as a 
replacement to the Tier 2 system, may 
resolve some of these issues. 
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6.2 Community service providers 

Key issues and gaps Actions 

The JSC Report presented a finding that Silver 
Chain is providing community palliative care to 
more patients than for which it is funded.1 
Confirmation of this was achieved through the 
review of data which notes that Silver Chain 
was formally funded to provide services to 
approximately 420 people. However, Table 5 
demonstrates that Silver Chain consistently 
provides more services.  

Service delivery by Silver Chain cannot be 
provided to clients early in their disease 
trajectory as there is a high demand for Silver 
Chain services for patients in their terminal 
phase.  

• Additional funding to meet unmet 
demand in community service provision 
has been provided through the 
Expenditure Review Committee (ERC) 
submission to Department of Treasury..  

• The independent review of service 
models in WA will assess the risks and 
benefits of each service model, 
including community services, and the 
accessibility of each model based on 
the referral pathway. Following this, the 
review will provide recommendations 
for future service models for palliative 
care provision in WA.  

Challenges exist in accurate measures of 
performance regarding patient’s choice of place 
for death. Silver Chain clients may note their 
preferred location to die at home in the early 
stages of their chronic or terminal illness, but as 
their health deteriorates patients may change 
their mind. This has been supported in research 
that found preference for home care reduced as 
death became imminent.15 This change may not 
be captured when measuring the Silver Chain 
Performance Indicator.  

• Investigation into the use of key 
performance indicators to measure the 
effectiveness of palliative care services.  

• The review will consider national and 
international measures, as well as 
measures used in other specialities and 
for other health conditions.  

Private consultative palliative care services that 
are not funded by WA Health do not provide 
activity and funding data, subsequently 
information regarding the full picture of 
consultative palliative care service delivery in 
WA is unknown.  

• The independent review of service 
models will assess current service 
models and reporting activity in WA. 
The End-of-Life and Palliative Care 
Project Team will investigate potential 
data capture opportunities following the 
independent review.  

The total number of aged care residents 
requiring and receiving palliative care is likely to 
be higher than what is indicated in the ACFI 
data.  

ACFI only recognises and funds palliative care 
at the ‘end of life’ where the definition of end-of-
life referenced is the last week or days of life.   

• Advocate for improved identification of 
aged care residents who require 
palliative care.  
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6.3 Workforce 

Key issues and gaps Actions 

WA is well below the national benchmark of 2.0 
FTE per 100,000 population for specialist 
palliative medicine physicians. HSPs have 
reported that this shortage impacts on their ability 
to meet demand for palliative care services. 
Additionally, with only 25 specialist palliative 
medicine physicians in WA, workforce shortages 
are felt by all clinicians when specialists retire or 
move outside of WA.  

• Additional funding to increase the 
number of specialist palliative care 
physicians in WA was not allocated in 
the January ERC submission to 
Department of Treasury. Funding will be 
sought via future ERC submissions. 

• To achieve this, an increase in the 
number of positions available as well as 
training pathways would be required.  

• Explore barriers to achieving the 
benchmark.  

 

HSPs have reported shortages in specialist 
palliative care nurse positions and allied health. 

• Additional funding to increase the 
number of specialist palliative care 
nurses and allied health professionals in 
WA was not allocated in the January 
ERC submission to Department of 
Treasury. Funding will be sought via 
future ERC submissions. 

The volume of palliative care activity that occurs 
in primary care settings across WA is unknown. 
This is a large gap as GPs have an important role 
in looking after patients who are receiving 
palliative care at home in metropolitan WA, and 
also provide a substantial proportion of the 
palliative care provision in WACHS regions. 

• Collaboration with the Department of 
Health Data Linkage Branch and 
Commonwealth to investigate the use of 
Medicare Benefits Schedule (MBS) 
billed services related to palliative care 
in WA.  

• The MBS data related to palliative care 
will also be linked to WA public hospital 
inpatient and outpatient data to provide 
a fuller picture of palliative care service 
utilisation.  
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6.4 Palliative care for Aboriginal Australians 

Key issues and gaps Actions 

The JSC Report and the Consumer Workshop 
highlighted a number of barriers for Aboriginal 
Australians accessing palliative care services in 
WA.1 Barriers to access include:  

1. A general distrust in mainstream 
healthcare services felt by many 
Aboriginal Australians;  

2. A lack of knowledge and understanding 
about palliative care; and  

Mainstream palliative care practices conflicting 
with cultural practices and beliefs concerning 
deaths. 

• A framework to improve access and 
cultural security for Aboriginal people 
requiring palliative care is currently 
underway as part of the End-of-Life and 
Palliative Care Project. 

 

The JSC Report noted the limited resources and 
infrastructure in rural and remote communities to 
support patients who wish to die at home.1 This 
is particularly problematic for Aboriginal people 
who want to die on country and with their 
families and communities. 

• The improvement of pathways that 
facilitate a wish to die at home is 
underway as part of the Framework 
being developed in the End-of-Life and 
Palliative Care Project. 
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Appendix 1: Clinical Services Framework (CSF) and service planning 

Figure 14 depicts the palliative care service classification levels in the CSF. In WA, a service is 
classified as a specialist palliative care service providing specialist care if it meets the criteria for 
Palliative Care Level 4 and above. A service in Levels 4-6 would also be delivering end-of-life 
care, with specialist palliative care.  

Figure 14: Classification levels within the Clinical Services Framework (CSF) 
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Appendix 2: Top 30 Principal Diagnosis Codes with number of inpatient 
separations  
Table 11: Top 30 Principal Diagnosis Codes for inpatient separations with z51.5 code or Palliative Care type for 2015/16 
to 2018/19 

2015/16 2016/17 2017/18 2018/19 

C34 Malignant 
neoplasm of 
bronchus and lung 

446 
C34 Malignant 
neoplasm of 
bronchus and lung 

482 
C34 Malignant 
neoplasm of 
bronchus and lung 

442 

C34 Malignant 
neoplasm of 
bronchus and 
lung 

386 

C79 Secondary 
malignant 
neoplasm of other 
and unspecified 
sites 

308 

C79 Secondary 
malignant neoplasm 
of other and 
unspecified sites 

348 

C79 Secondary 
malignant 
neoplasm of other 
and unspecified 
sites 

353 

C79 Secondary 
malignant 
neoplasm of other 
and unspecified 
sites 

267 

C78 Secondary 
malignant 
neoplasm of 
respiratory and 
digestive organs 

267 

C78 Secondary 
malignant neoplasm 
of respiratory and 
digestive organs 

334 

C78 Secondary 
malignant 
neoplasm of 
respiratory and 
digestive organs 

316 

C78 Secondary 
malignant 
neoplasm of 
respiratory and 
digestive organs 

252 

I50 Heart failure 231 I50 Heart failure 247 I50 Heart failure 222 I50 Heart failure 207 

C25 Malignant 
neoplasm of 
pancreas 

169 A41 Other sepsis 242 
C25 Malignant 
neoplasm of 
pancreas 

210 
C25 Malignant 
neoplasm of 
pancreas 

186 

J69 Pneumonitis 
due to solids and 
liquids 

156 
J69 Pneumonitis due 
to solids and liquids 

197 
J69 Pneumonitis 
due to solids and 
liquids 

200 

J44 Other chronic 
obstructive 
pulmonary 
disease 

164 

J44 Other chronic 
obstructive 
pulmonary disease 

149 
C25 Malignant 
neoplasm of 
pancreas 

190 A41 Other sepsis 187 
J69 Pneumonitis 
due to solids and 
liquids 

157 

A41 Other sepsis 146 
J44 Other chronic 
obstructive 
pulmonary disease 

170 
J44 Other chronic 
obstructive 
pulmonary disease 

152 A41 Other sepsis 147 

J18 Pneumonia, 
organism 
unspecified 

132 
J18 Pneumonia, 
organism unspecified 

153 
J18 Pneumonia, 
organism 
unspecified 

150 
C61 Malignant 
neoplasm of 
prostate 

140 

C61 Malignant 
neoplasm of 
prostate 

125 
C61 Malignant 
neoplasm of prostate 

153 
I63 Cerebral 
infarction 

148 
J18 Pneumonia, 
organism 
unspecified 

114 

C50 Malignant 
neoplasm of breast 

115 
I63 Cerebral 
infarction 

132 
C18 Malignant 
neoplasm of colon 

137 
I63 Cerebral 
infarction 

113 

C18 Malignant 
neoplasm of colon 

114 
C18 Malignant 
neoplasm of colon 

128 

C22 Malignant 
neoplasm of liver 
and intrahepatic 
bile ducts 

136 
C71 Malignant 
neoplasm of brain 

111 

C71 Malignant 
neoplasm of brain 

108 

C22 Malignant 
neoplasm of liver and 
intrahepatic bile 
ducts 

107 
C50 Malignant 
neoplasm of breast 

129 
C18 Malignant 
neoplasm of colon 

111 

I63 Cerebral 
infarction 

98 C45 Mesothelioma 106 
C71 Malignant 
neoplasm of brain 

125 
C50 Malignant 
neoplasm of 
breast 

90 

C22 Malignant 
neoplasm of liver 
and intrahepatic 
bile ducts 

90 
C71 Malignant 
neoplasm of brain 

103 
C61 Malignant 
neoplasm of 
prostate 

120 
C45 
Mesothelioma 

81 
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2015/16 2016/17 2017/18 2018/19 

N18 Chronic kidney 
disease 

84 
C50 Malignant 
neoplasm of breast 

101 C45 Mesothelioma 112 

C22 Malignant 
neoplasm of liver 
and intrahepatic 
bile ducts 

79 

I61 Intracerebral 
haemorrhage 

79 
I61 Intracerebral 
haemorrhage 

99 

K56 Paralytic ileus 
and intestinal 
obstruction without 
hernia 

105 

K56 Paralytic 
ileus and 
intestinal 
obstruction 
without hernia 

78 

K56 Paralytic ileus 
and intestinal 
obstruction without 
hernia 

74 

K56 Paralytic ileus 
and intestinal 
obstruction without 
hernia 

89 
N18 Chronic kidney 
disease 

96 
S06 Intracranial 
injury 

66 

C45 Mesothelioma 73 
C15 Malignant 
neoplasm of 
oesophagus 

86 
C15 Malignant 
neoplasm of 
oesophagus 

80 
I61 Intracerebral 
haemorrhage 

61 

N17 Acute kidney 
failure 

68 
N18 Chronic kidney 
disease 

79 
C56 Malignant 
neoplasm of ovary 

71 
C16 Malignant 
neoplasm of 
stomach 

61 

C15 Malignant 
neoplasm of 
oesophagus 

68 
S06 Intracranial 
injury 

78 
I61 Intracerebral 
haemorrhage 

69 
N18 Chronic 
kidney disease 

57 

S06 Intracranial 
injury 

66 
C92 Myeloid 
leukaemia 

70 
S06 Intracranial 
injury 

65 
C92 Myeloid 
leukaemia 

57 

C16 Malignant 
neoplasm of 
stomach 

64 
I21 Acute myocardial 
infarction 

68 
I21 Acute 
myocardial 
infarction 

63 

F05 Delirium, not 
induced by 
alcohol and other 
psychoactive 
substances 

56 

C56 Malignant 
neoplasm of ovary 

59 
N17 Acute kidney 
failure 

64 
K70 Alcoholic liver 
disease 

58 
C15 Malignant 
neoplasm of 
oesophagus 

55 

I21 Acute 
myocardial 
infarction 

56 
C16 Malignant 
neoplasm of stomach 

63 
C16 Malignant 
neoplasm of 
stomach 

58 
C56 Malignant 
neoplasm of ovary 

51 

C92 Myeloid 
leukaemia 

55 
C67 Malignant 
neoplasm of bladder 

59 
C92 Myeloid 
leukaemia 

57 
C20 Malignant 
neoplasm of 
rectum 

50 

C90 Multiple 
myeloma and 
malignant plasma 
cell neoplasms 

51 

Z75 Problems 
related to medical 
facilities and other 
health care 

54 
C20 Malignant 
neoplasm of rectum 

57 
I21 Acute 
myocardial 
infarction 

46 

I64 Stroke, not 
specified as 
haemorrhage or 
infarction 

51 
C56 Malignant 
neoplasm of ovary 

54 

C19 Malignant 
neoplasm of 
rectosigmoid 
junction 

54 
C83 Non-follicular 
lymphoma 

46 

S72 Fracture of 
femur 

49 
C19 Malignant 
neoplasm of 
rectosigmoid junction 

53 

C64 Malignant 
neoplasm of 
kidney, except 
renal pelvis 

52 
K70 Alcoholic liver 
disease 

39 

C80 Malignant 
neoplasm without 
specification of site 

48 
K70 Alcoholic liver 
disease 

51 
S72 Fracture of 
femur 

52 
N17 Acute kidney 
failure 

38 
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Appendix 3: A breakdown of hospital palliative care activity for each metropolitan HSP 
Figure 15: Hospital level palliative care activity data for East Metropolitan Health Service from 2015/16 to 2018/19 

 
 
Figure 16: Hospital level palliative care activity data for North Metropolitan Health Service from 2015/16 to 2018/19 
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Figure 17: Hospital level palliative care activity data for South Metropolitan Health Service from 2015/16 to 2018/19 

 
 
Figure 18: Hospital level palliative care activity data for Child and Adolescent Health Service from 2015/16 to 2018/19 
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Appendix 4: Current methodology for measuring unmet need for 
palliative care 

Table 12 identifies the key pieces of literature and findings from major studies published from 
2000.  

Table 12: Key pieces of literature to estimate need for palliative care services (adapted from Palliative Care Australia4) 

Author/s, Year & Country Method Estimates of need 

Rosenwax et al 20, 2005, 
Australia 

Patient 
diagnoses 

Produced 3 estimates of need: 

• Minimal: deaths due to any of 10 specific conditions 
(50% of all deaths)  

• Mid-range: all deaths hospitalised with same 
condition as certified on the death certificate 
sometime in the year before death (55.5% of all 
deaths)   

• Maximal: all deaths excluding those from poisoning, 
injury, maternal neonatal or perinatal deaths (89.4% 
of all deaths)  

Murtagh et al 18, 2014, 
England 

Patient 
diagnoses 

• Estimated need for palliative care services ranging 
from a minimum of 63% of all deaths; but in high-
income countries, the lower and upper mid-range 
estimates were that 69-82% of dying people would 
benefit from palliative care  

• Estimate related to all palliative care, including care 
provided by generalist and specialist palliative care 
providers 

Scholten et al 26, 2016, 
Germany 

Patient 
diagnoses 

Produced 2 estimates:  

• Using Rosenwax et al 20, 40.7% of all deaths were 
potentially in need of palliative care  

• Using Murtagh et al 18, 78.0% of all deaths were 
potentially in need of palliative care  

Etkind et al 27, 2017, 
England 

Patient 
diagnoses 

Produced 2 estimates:  

• Assumes 75% of people die from chronic progressive 
diseases and that these people may benefit from 
specialist or non-specialist palliative care   

• Prevalence based on specified chronic diseases 
resulted in estimate of 74.9% of all deaths in need of 
either specialist or non-specialist palliative care  

Higginson et al 21, 1997, 
England 

Symptom 
prevalence 

• 60.28% of all deaths need palliative care  

Gomez-Batiste et al 23, 
2012, Spain 

Population 
surveys 

• States that 75% of all deaths will be from chronic 
progressive diseases (25% cancer, 50% from other 
chronic diseases) 

• Estimates that at any time, 1.2-1.4% of people of 
such populations will suffer from advanced chronic 
conditions and have limited life expectancy  
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Table 13 provides a list of the conditions used to measure unmet need for palliative care 
services in WA 

Table 13: Medical conditions used for the analysis of unmet need for palliative care services in WA 

Specific disease Diagnosis codes (ICD-10-AM) 
Chronic obstructive pulmonary disease (COPD) J40-J44 
Dementia and Alzheimer’s disease F00-F03, G30 
Heart failure I50 
Liver failure K70.4, K71.1, K72 
Malignant neoplasms C00-C97 (ICD10 codes) 
Motor neurone disease G12.2 
Parkinson’s disease G20-G22 
Renal failure N17-N19 
HIV/AIDS B20-B24 
Multiple sclerosis G35 
Muscular dystrophy G71.0 
Huntington’s disease G10, F02.2 
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Appendix 5: Palliative care reporting 

ePalCIS 

The sites providing specialist palliative care that are currently using ePalCIS is provided in 
Table 14. 

Table 14: Specialist palliative care sites currently using ePalCIS 

Metropolitan  Regional 

Fiona Stanley Hospital Albany Hospital 

Kalamunda Hospital Bunbury Hospital 

Rockingham General Hospital Busselton Hospital 

Royal Perth Hospital Geraldton Community 

Sir Charles Gairdner Hospital Great Southern Regional Palliative Care Service 

 Kimberley Regional Palliative Care Service 

 Midwest Regional Palliative Care Service 

 South West Regional Palliative Care Service 

 
PCOC 

Central to the program is an assessment framework which incorporates five validated clinical 
assessment tools (Table 15):28  

Table 15: The five validated clinical assessment tools from PCOC 

Palliative care phase A palliative care phase identifies a clinically meaningful period in a patient’s 
condition. The phases include: stable, unstable, deteriorating, terminal and 
bereavement (post-death support).  

Palliative Care 
Problem Severity 
Scope (PCPSS) 

The PCPSS is a clinician rated screening tool to assess the overall severity of 
problems within four key palliative care domains (pain, other symptoms, 
psychological/spiritual and family/carer).  

Symptom 
Assessment Scale 
(SAS)  

The SAS is a patient rated (or proxy) assessment tool and reports a level of 
distress. The SAS reports on distress from seven symptoms i.e. difficulty 
sleeping, appetite problems, nausea, bowel problems, breathing problems, 
fatigue and pain. 

Australian-modified 
Karnofsky 
Performance Status 
(AKPS) scale 

The AKPS is a measure of the patient’s overall performance status or ability to 
perform their activities of daily living. It is a single score between 0 and 100 
assigned by a clinician based on observations of a patient’s ability to perform 
common tasks relating to activity, work and self-care. 

Resource Utilisation 
Groups – Activities 
of Daily Living 
(RUG-ADL)  

The RUG-ADL tool consists of four items (bed mobility, toileting, transfers and 
eating) and assesses the level of functional dependence. The RUG-ADL are 
assessed daily (or at each visit) and are reported on admission, when the 
palliative care phase changes and at discharge.  
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