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Preamble
The GP Palliative Shared Care Program Framework (the Program Framework) outlines the requirements for general
practitioners providing GP Palliative Shared Care in metropolitan Adelaide.
The Program Framework describes systems of care and planning processes for people with a progressive, life limiting
illness. It is a general guide to practice, to be followed subject to the clinician’s judgement and the patient’s preference in
each individual case. For clinical guidance, GPs should refer to the Therapeutic Guidelines: Palliative Care and other
relevant guidelines (see Appendix 1). Participating GPs will receive ongoing education and CPD in palliative care as a part
of the GP Palliative Shared Care program, and may also contact the Specialist Palliative Care Service for advice and
support at any time.
The Framework was initially developed (in 2015) by GP partners Australia in collaboration with the SA Palliative Care
Clinical Network and the GP Palliative Shared Care Clinical Governance Committee. This current edition has developed
and reviewed by the GP Palliative Shared Care Operations Consultative Committee, GP Palliative Shared Care Clinical
Governance Committee and ratified by the SA Health Palliative Care Clinical Working Group. The Program Framework will
be reviewed and updated in accordance with best practice and relevant guidelines, at a minimum of every two years. Any
changes to the Framework will be endorsed by the SA Health Palliative Care Clinical Working Group, or its equivalent
group.
The following members of the GP Palliative Shared Care Operations Consultative Committee and Clinical Governance
Committee participated in the development of the GP Palliative Shared Care Program Framework (2017).
Name

Position

Organisation

A/Prof Gregory Crawford

Palliative Medicine Specialist

Northern Adelaide Palliative Service

Dr Chis Moy

GP Advisor, GP Palliative Shared Care

GP partners Australia

Dr David Holden

Palliative Medicine Specialist

Northern Adelaide Palliative Service

Dr Linda Foreman

Palliative Medicine Specialist

Central Adelaide Palliative Care Service

Dr Michael Briffa

Palliative Medicine Specialist

Southern Adelaide Palliative Services

Dr Peter Allcroft

Palliative Medicine Specialist

Southern Adelaide Palliative Services

Dr. Laurence Leong

Palliative Medicine Specialist

Southern Adelaide Palliative Service

Dr Peter Del Fante

Medical Director

GP partners Australia

Dr Robert Menz

GP Advisor, GP Palliative Shared Care

GP partners Australia

Dr Russell Shute

GP Advisor, GP Palliative Shared Care

GP partners Australia

Dr Stephen Hobson

GP Advisor, GP Palliative Shared Care

GP partners Australia

Dr Don Hemer

GP Advisor, GP Palliative Shared Care

Former Palliative Care GP

Dr Karin Myhill

Consultant Psychiatrist

Southern Adelaide Palliative Services

Ms Health Broadbent

Palliative Care Nurse Practitioner

Northern Adelaide Palliative Service

Mr Peter Jenkin

Nurse Practitioner (Palliative Care)

Resthaven Incorporated

Mr. Mark Millard

Nurse Practitioner (Palliative Care)

Central Adelaide Palliative Services

Ms Catherine Wright

Operations Manager

SA Ambulance Service

Ms Fleur Clapham

Shared Care Program Manager

GP partners Australia

Mr Anthony Francis

Chief Executive Officer

GP partners Australia

Ms Karen Glaetzer

Palliative Care Nurse Practitioner

Southern Adelaide Palliative Services

Ms Kate Jurgens

Bereavement Coordinator

Southern Adelaide Palliative Services

Ms Lyn Berger

Psychosocial Lead

Central Adelaide Palliative Care Service

Acronyms

Glossary

ABS

Australian Bureau of Statistics

ACD

Advance Care Directive

ACP

Advance Care Planning

ACRRM

Australian College of Rural and Remote Medicine

AFP

Australian Family Physician

AKPS

Australia-modified Karnofsky Performance Status

AMA

Australian Medical Association

BDM

Births, Deaths and Marriages

BRAT

Bereavement Risk Assessment Tool

BRI

Bereavement Risk Index

CALD

Culturally and Linguistically Diverse

CPD

Continuing Professional Development

GP

General Practitioner

GPMP

General Practitioner Management Plan

MBS

Medicare Benefits Schedule

MRU

Metropolitan Referral Unit

NAT:C

Needs Assessment Tool: Carers

NAT:PD

Needs Assessment Tool: Progressive Disease

OT

Occupational Therapist

PA

Palliative Approach

PCOC

Palliative Care Outcomes Collaboration

PCPSS

Palliative Care Problem Severity Score

PEPA

Program of Experience in the Palliative Approach

PIP

Practice Incentive Payments

PSC

Palliative Shared Care

QI&CPD

Quality Improvement and Continuing Professional Development

RACF

Residential Aged Care Facility

RACGP

Royal Australian College of General Practice

RUG-ADL

Resource Utilisation Groups – Activities of Daily Living

SA

South Australia

SAAS

South Australian Ambulance Service

SAS

Symptom Assessment Scale

SC

Subcutaneous

TCA

Team Care Arrangement

WHO

World Health Organisation

2

1. Introduction
SECTION
1: INTRODUCTION
1.1 Definition of Palliative Care
Palliative care is defined by the World Health Organisation (WHO) as ‘… an approach that improves the quality of life of
patients and their families facing the problem associated with life-threatening illness, through the prevention and relief of
suffering by means of early identification and impeccable assessment and treatment of pain and other problems, physical,
psychosocial and spiritual.
Palliative care:
•

provides relief from pain and other distressing symptoms;

•

affirms life and regards dying as a normal process;

•

intends neither to hasten or postpone death;

•

integrates the psychological and spiritual aspects of patient care;

•

offers a support system to help patients live as actively as possible until death;

•

offers a support system to help the family cope during the patient’s illness and in their own bereavement;

•

uses a team approach to address the needs of patients and their families, including bereavement counselling, if
indicated;

•

will enhance quality of life, and may also positively influence the course of illness;

•

is applicable early in the course of illness, in conjunction with other therapies that are intended to prolong life,
such as chemotherapy or radiation therapy, and includes those investigations needed to better understand and
manage distressing clinical complications.’1

The Palliative Care Australia, Standards for Providing Quality Palliative Care for All Australians, provides a set of
philosophical standards that articulate and promote a vision for compassionate and appropriate end of life care. The
standards are available at http://palliativecare.org.au/policy-and-publications/the-national-standards.

1.2 Palliative Care Providers
General Practitioners
General practitioners have a vital role in assisting the community to deal with the reality of death and its consequences
(Medical Board of Australia, 2014, p. 7). The general practitioner (GP) is the key person in the community who can
implement palliative care for all those who require it.2 A range of healthcare providers can support he GP, including
palliative medicine specialists who may provide advice and support but do not usually assume primary responsibility for
care of patients in the community (Palliative Care Expert Group, 2016).
In caring for patients towards the end of their life, good medical practice involves (Medical Board of Australia, 2014):
•

Taking steps to manage a patient’s symptoms and concerns in a manner consistent with their values and wishes.

•

Providing or arranging appropriate palliative care.

•

Understanding the limits of medicine in prolonging life and recognising when efforts to prolong life may not
benefit the patient. Understanding that there is not a duty to try to prolong life at all cost. However, there is a
duty to know when not to initiate and when to cease attempts at prolonging life, while ensuring that patients
receive appropriate relief from distress.

•

Accepting that patients have the right to refuse medical treatment or to request the withdrawal of treatment
already started.

•

Respecting different cultural practices related to death and dying.

•

Striving to communicate effectively with patients and their families so they are able to understand the outcomes
that can and cannot be achieved.

•

Facilitating advance care planning.

3

•

Taking reasonable steps to ensure that support is provided to patients and their families, even when it is not
possible to deliver the outcome they desire.

•

Communicating bad news to patients and their families in the most appropriate way and providing support for
them while they deal with this information.

•

When a patient dies, being willing to explain the circumstances of the death to appropriate members of the
patient’s family and carers, unless the patient would have objected.

The GP may be responsible for (Palliative Care Expert Group, 2016):
•

Coordinating care to ensure that healthcare, other services and equipment are available to meet a patient’s needs

•

Medication management, including prescribing and deprescribing when applicable

•

Helping the patient to decide which ongoing hospital or specialist appointments are needed for their care

•

Deciding whether to refer the patient to a specialist palliative care service

•

Ensuring that family and carers and appropriate support and advising carers on what to do and who to call when
help is required.

GPs should aim to meet the care needs of every individual patient, including palliative care needs, using evidence-based
practice, as well as consider the needs of the patient’s family and carers (RACGP, 2016). Support for a family is best
provided with the consent of the patient to share their personal information; however, in the absence of patient consent,
support of a general nature can be given, while being mindful of patient confidentiality (Palliative Care Expert Group,
2016). Conducting a family meeting can be useful to provide information and address the family’s questions and concerns
(Palliative Care Expert Group, 2016). For guidance on conducting a family meeting in palliative care refer to the
Therapeutic Guidelines: Palliative Care (p 64).

Specialist Palliative Care Services
‘All patients who are dying can benefit from a palliative approach to care, but not all patients for whom death is expected
will need specialist palliative care’ (Palliative Care Expert Group, 2016). Referral to (or a phone discussion with) specialist
palliative care services is ‘appropriate at any time in the disease trajectory when a patient with a life-limiting illness, or
significant others associated with the patient, have identified needs that are not being adequately addressed, whether
these needs are physical, psychological, social or spiritual’ (Girgis, et al., 2006).
Specialist Palliative Care Services have a vital role in providing expert clinical advice – particularly for those with complex
symptoms requiring palliation. They also provide direct care for a small number of patients and more broadly provide
capacity building and support services to the health and human services sectors.3
The three adult SA Public Specialist Palliative Care Services in metropolitan Adelaide are:
•

Northern Adelaide Palliative Service (based at Modbury Hospital)

•

Central Adelaide Palliative Care Service (based at The Queen Elizabeth Hospital)

•

Southern Adelaide Palliative Services (based at Flinders Medical Centre)

Further details of each of the adult Specialist Palliative Care Services in metropolitan Adelaide
including a map of their service delivery areas, is provided in Appendix 2.

The Broader Palliative Care Team
The expertise of a team of providers from different disciplines may be required in
order to adequately assess and address the complex needs of patients and their
families. Additional members of the palliative care team may include Specialist
Medical Practitioners e.g. Oncologists, Nurses, Social Workers, Counsellors or
Psychologists, Pastoral Carers, Allied Health Providers e.g. Occupational Therapist,
Community Pharmacy or Pharmacist, Volunteers, and Community Groups e.g.
Palliative Care Australia, Cancer Council.
Further information on each of these providers and their role is included in Appendix 3.
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2. GP Palliative Shared Care Program
2.1 GP Palliative Shared Care Overview
The GP Palliative Shared Care (GP PSC) Program was established in 2015 because of an initiative by SA Health and GP
partners Australia, and supported by the SA Palliative Care Clinical Network.
The GP Palliative Shared Care Program plays an important role in building the capacity and skills of general practitioners
to support patients with a life limiting illness within the community setting.

Program Aims
The GP Palliative Shared Care Program aims to:
•

Promote and support the role of general practitioners in providing continuity of care and end of life support in
the community for people experiencing a progressive, life limiting illness.

•

Strengthen the relationships between general practitioners and public Specialist Palliative Care Services
providing care to people with a life limiting illness.

•

Provide a best practice framework for the provision of palliative shared care, involving adult South Australian
Public Specialist Palliative Care Services and GPs in metropolitan Adelaide.

•

Build the capacity and skills of general practitioners in providing palliative care to people with a life limiting
illness through the provision of Continuing Professional Development (CPD) activities and clinical support.

What is the GP Palliative Shared Care Program?
The GP Palliative Shared Care Program provides adults who have a life limiting illness and have been referred to a SA
Health public, metropolitan Specialist Palliative Care Service with the option to obtain shared palliative care with a
participating GP. This ‘sharing’ of the provision of palliative care between general practitioners and the Specialist Palliative
Care Service is termed ‘GP Palliative Shared Care’.
GPs participating the program will receive CPD activities, clinical support and guidelines to assist them in meeting the
needs of their patients with a life limiting illness. The general practitioner will have the GP Palliative Shared Care Program
Framework to guide them in the process of completing a needs assessment, engaging in a case conference with the
Specialist Palliative Care Service to establish the goals of care, and developing a care plan with the patient.
Patients of GPs participating in the program, will be supported by the provision of a Patient Held Record which will store
essential clinical information including a medication list, advance care plans and a ‘who to call’ list for assistance at any
time.

How the Program Works for GPs
Program Framework

GP Orientation
& Ongoing Education

Provision of GP Palliative
Shared Care

For general practitioners, there are three key components to the GP Palliative Shared Care Program – the Program
Framework, Orientation and Ongoing Education, and the Provision of GP Palliative Shared Care. All participating GPs will
receive a hard copy of the Framework at the Orientation Seminar. Participating GPs will also receive ongoing support
from the GP Advisors to the GP Palliative Shared Care Program and Specialist Palliative Care Services.
For details of how to participate refer to Section 3: GP Participation, of the Framework.
5

Who can be provided with GP Palliative Shared Care?
The GP Palliative Shared Care program is available to adults who are patients of a metropolitan Adelaide Specialist
Palliative Care Service and being cared for in a community setting. This includes people living at home, being discharged
into the community from hospital and living in residential aged care facilities.

Definition of Metropolitan Adelaide
For the purposes of the GP Palliative Shared Care program, metropolitan Adelaide refers to the areas of Adelaide serviced
by the Southern Adelaide Palliative Services, Central Adelaide Palliative Care Service and Northern Adelaide Palliative
Service. A guide to the postcodes that fall within the boundary for these services may be accessed on the GP partners
Australia website at www.gppaustralia.org.au/psc, and a map of the service areas is included in Appendix 2.
For further information on how a patient may access GP Palliative Shared Care, refer to Section 5 of the Framework.

2.2 GP Palliative Shared Care Information Line: 1300 303 409
GP partners Australia provide a GP Palliative Shared Care Information Line on 1300 303 409, available during normal
business hours of 9am to 5pm, Monday to Friday. The aim of the GP Palliative Shared Care Information Line is to provide
general practitioners and Specialist Palliative Care Services with a direct point of contact for all enquiries related to the
operation and processes of the GP Palliative Shared Care Program, the Program Framework, GP participation and
education.
Note: The GP Palliative Shared Care Information Line is not a clinical information or support service. All clinical
enquires are to be directed to a patient’s GP or Specialist Palliative Care Service, as appropriate.
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3. GP Participation

GP partners Australia manages the orientation and education for general practitioners participating in the GP Palliative
Shared Care Program, in collaboration with SA Health.
GP partners Australia manages the orientation and education for general practitioners participating in the GP Palliative
Shared Care Program, in collaboration with SA Health.

3.1 Orientation to the Program
GP Registration
Registrations to participate in the GP Palliative Shared Care Program can be made by general practitioners using the GP
Palliative Shared Care Program – Registration Form (see Appendix 4) available at www.gppaustralia.org.au/psc. All general
practitioners, registered as a Medical Practitioner with the Australian Health Practitioner Regulation Authority (AHPRA)
may register to participate in the program.

Orientation Seminar
All GPs participating in the GP Palliative Shared Care Program will complete a GP Palliative Shared Care Orientation
Seminar. The Orientation Seminar will familiarise GPs with the GP Palliative Shared Care Program Framework and provide
professional development in palliative care. GPs completing the Orientation Seminar will receive:
•

a copy of the GP Palliative Shared Care Program Framework;

•

a hard-copy of the current edition of the Therapeutic Guidelines: Palliative Care; and

•

40 (category 1) QI&CPD points

For details of the next GP Palliative Shared Care Orientation Seminar phone the GP Palliative Shared Care Information Line
on 1300 303 409.

3.2 Ongoing Education & Professional Development
Ongoing Education
The ongoing education of GPs for the GP Palliative Shared Care Program is managed within a 3-year cycle, which is
conducted in parallel with the Continuing Professional Development (CPD) triennium as defined by RACGP and ACRRM.
To maintain participation in the GP Palliative Shared Care Program a GP needs to demonstrate over the 3 year period that
they have completed one of the following:
a)

a GP Palliative Shared Care Refresher Seminar; or

b)

a minimum of two (2) RACGP or ACRRM accredited CPD activities relevant to Palliative Care.

Available CPD Activities
GP partners Australia provides regular CPD events for participating GPs to further develop their skills and knowledge in
caring for people with a life limiting illness. The details of RACGP and/or ACRRM accredited palliative care CPD activities
delivered by GP partners Australia and other education providers are available at www.gppaustralia.org.au/events.

Peer Support
GPs participating in the GP Palliative Shared Care Program are expected to remain current with the GP Palliative Shared
Care Program Framework. GP Advisors to the GP Palliative Shared Care Program are available to offer support to
participating GPs.
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3.3 Database of Participating GPs
GP partners Australia maintains a GP Palliative Shared Care Database of GPs participating in the GP Palliative Shared Care
Program. The database has searching and sorting functionality and is accessible to GP partners Australia, Specialist
Palliative Care Services and GP Advisors to the GP Palliative Shared Care Program.
If a patient of a Specialist Palliative Care Service does not have a usual or identifiable GP, the Specialist Palliative Care
Service may use the GP PSC Database to identify a participating GP. With the patient’s consent, the Specialist Palliative
Care Service may contact the participating GP to discuss if they are able to care for the patient. The acceptance of new
patients is optional for participating GPs.
It is essential that participating GPs ensure that GP partners Australia have their current contact details and that they
inform GP partners Australia of any changes.
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4. Shared Care Arrangements
In GP Palliative Shared Care, a collaborative relationship is negotiated between the GP and the Specialist Palliative Care
Service. A patient centred care plan is established including roles, responsibilities and communication pathways for all key
persons involved in care. The Case Conference between the GP and Specialist Palliative Care Service provides the
opportunity for the shared care arrangements to be discussed and agreed. However, the level of involvement of the GP
and Specialist Palliative Care Service may fluctuate and will require regular discussion.

4.1 Level of Need Model
Palliative Care Australia describes a hierarchy of needs for people with life limiting illnesses4 (see image below):
•

Sub-group (A) refers to patients who do not require access to specialist care, and who are supported by their
own resources or primary care providers to meet their needs.

•

Some patients with a life limiting illness fall into sub-group (B) and will have sporadic exacerbations of
symptoms or may experience social or emotional distress. These patients may require access to Specialist
Palliative Care Services for advice and support, consultation or care coordination.

•

Palliative care patients who have the greatest needs, with complex physical, social, psychological and/or spiritual
needs, will fall into sub-group (C). They usually require highly individualised care plans developed, implemented
and evaluated by knowledgeable and skilled specialist practitioners, in partnership with primary care providers.
The services most often required for this sub-group are care coordination or episodes of specialist led care.

Within the GP Palliative Shared Care program, patients are likely to have intermediate (sub-group B) or complex (subgroup C) care needs. Within both of these patient groups the general practitioner will remain the primary care provider
and the level of support from the Specialist Palliative Care Service with be based on the needs of the patient, carer and
family members. The only exception to this is if the patient requires admission to an acute care (in patient) setting, where
the Specialist Palliative Care Service may lead the care.

Conceptual model of level of need within the population of patients with a life limiting illness

(Source: Palliative Care Australia, 2005, A Guide to Palliative Care Service Development: A population based approach, Deakin West, ACT)

GP and Specialist Palliative Care Service Roles
General Practitioner
As described above, GPs participating in the GP Palliative Shared Care Program are considered the primary care provider
and have an ongoing role in facilitating the provision of good quality patient-centred care that emphasises continuous,
open, informed communication and collaboration between the patient, the health care team, and, where appropriate, the
9

patient’s carer, family members and/or substitute decision-maker.5 The GP role in providing palliative care is described in
the Introduction section of the Framework. Specific GP responsibilities related to key components of the GP Shared Care
Program are discussed in the GP Care Planning section of the Framework.

Specialist Palliative Care Service
The Specialist Palliative Care Service will work collaboratively with the GP to determine the level of input and services
required to support each individual patient, and their carer and family members, being cared for in the GP Palliative
Shared Care Program. It is anticipated that the level of input may vary throughout the patient’s disease trajectory,
particularly as they approach end of life (terminal phase). Approaches to service delivery and the types of services offered
by Specialist Palliative Care Services are described in further detail in Appendix 2.

4.2 Communication in Shared Care
A shared care arrangement requires effective communication between all parties involved in the shared care
arrangement, including the GP, Specialist Palliative Care Service and the patient.

GPs and Specialist Palliative Care Communication Arrangements
Agreed methods and expectations in relation to communication, should be discussed between the GP and Specialist
Palliative Care Service on patient entry to the program. A tool that may be used by the Specialist Palliative Care Service to
initiate these discussions is the GP/Referrer Faxback Form (see Appendix). The key purpose of the faxback form is to
establish the preferred communication methods e.g. fax, phone, email, the GPs availability and preferences. The
multidisciplinary case conference will provide the opportunity to clarify and confirm communication arrangements.

Sharing of Clinical Information
Sharing up-to-date clinical information is essential for patients who are receiving GP Palliative Shared Care and dealing
with different parts of the health system. This may occur via a healthcare record kept in the home, a shared electronic
patient record, or by electronic transfer of information between relevant healthcare providers.
It is recognised that a patient-held record can a be a useful tool which healthcare providers, patients and carers can use
(Palliative Care Expert Group, 2016). GP Palliative Shared Care Patient Held Records are specifically available to order and
use for patients receiving GP Palliative Shared Care. For further information refer to Section 6.2 of the Program
Framework.

Common Language in Palliative Care Assessments
Metropolitan Specialist Palliative Care Services use specific palliative care assessment tools as a part of the Palliative Care
Outcomes Collaboration (PCOC) to provide a consistent, formal approach to the documentation of assessments, that
drive the focus of care. The knowledge and use of these tools by GPs in the assessment of patients with a progressive, life
limiting illness enables the establishment of a common language across primary care and Specialist Palliative Care.
The clinical assessment tools used consistently across Specialist Palliative Care Services assess key domains of palliative
care. These are the phase of illness, the patient’s functioning and performance status, pain and other common physical
symptoms, the patient’s psychological/spiritual problems and family/carer problems associated with the patient’s illness. 6
The five clinical assessment tools used in PCOC are:
•
•
•
•

Palliative Care Phase, Resource Utilisation Groups – Activities of Daily Living (RUG-ADL)
Palliative Care Problem Severity Score (PCPSS)
Australia-modified Karnofsky Performance Status (AKPS)
Symptom Assessment Scale (SAS)
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GPs participating in the GP Palliative Shared Care Program will receive training in the use of the assessment tools at the
GP Palliative Shared Care Orientation Seminar, as well as a PCOC lanyard that provides a quick reference guide to the
assessments. For further details of each of the assessment tools, refer to Appendix 6.

4.3 Home Visits & After Hours Care
Home Visits
GPs need to consider how to provide continuity of care to patients who can no longer attend the practice. According to
the RACGP Standards for General Practices, home and other visits (e.g. to residential care facilities) need to be available to
regular patients of the practice where such visits are safe and reasonable and are clinically necessary. 7 Visits may be
performed by, or on behalf of, the general practitioner.
What is ‘safe and reasonable’ is a decision that each practice needs to make in their local context. Information that may
assist includes the Australian Medical Association (AMA) Position Statement, Personal Safety and Privacy for
Doctors’ (available at http://ama.com.au/node/2182) and the RACGP publications Keeping the doctor alive: A selfcare guidebook for medical practitioners and General practice – a safe place. Refer also to the RACGP Standards for General
Practices for guidelines to enhance the safety of health professionals undertaking home and other visits on behalf of the
practice. In individual circumstances where home or other visits will be neither safe nor reasonable, the GP needs to
arrange an alternative system of care that these patients can access.

Visits on behalf of the General Practitioner
There needs to be a direct continuing relationship between the GP and those doctors who perform the home and other
visits on their behalf, including services that provide care outside normal opening hours. This includes arrangements to
exchange clinical details about patient care and any concerns the practice may have about the safety of a visiting GP.11

After Hours Care
Patients with a progressive terminal illness can become unstable or change quickly. Therefore, it is prudent to consider
after hours arrangements as soon as possible to avoid distressing uncertainty for patients and carers when problems arise
out of hours. The general practitioner needs to communicate to the patient whether they are able or prepared to visit the
patient at home, and what arrangements they have made for afterhours emergency care. The details should be clearly
documented and available where the patient is. The GP Palliative Shared Care Patient Held Record includes a Contact List
template (inside the front pocket) for the General Practitioner to complete.
‘Many after-hours issues involve carer anxiety about changes in symptoms and can be easily resolved over the phone.
Lack of ready access to medical advice can be a reason for admission of a patient to hospital’ (Palliative Care Expert
Group, 2016, p. 52).
After hours care to patients may be provided by the patient’s general practitioner, or via other arrangements for example:
•

another general practitioner within the practice

•

an afterhours cooperative with other general practices*

•

engaging an accredited Medical Deputising Services.8

If after-hours care will be provided by another healthcare provider, the GPs should ensure that there is appropriate
written information at the patient’s home, including the patient’s medical history and an up-to date medication list. This
may be kept in the patient’s GP Palliative Shared Care Patient Held Record (see Section 6.2).
A guide to the MBS Items for After Hours GP services is included in Appendix 7.
*An afterhours cooperative can be defined as general practices working together to provide care to patients outside the
normal opening hours of their practices. Cooperative arrangements should make sure notes of consultations and
11

information about the care provided are sent back to the practice. This must occur in a timely manner that is suitable to
both parties, where patient consent has been obtained.
The Practice Incentive Program (PIP) - After Hours Incentive aims to support general practices to provide their patients
with appropriate access to afterhours care. For the purposes of the PIP, the complete after-hours period is defined as
outside 8am to 6pm weekdays, outside 8 am to 12 noon on Saturdays, and all day on Sundays and public holidays. For
details of the After-Hours Incentive, including requirements and payments, visit www.humanservices.gov.au.

Specialist Palliative Care Service – After Hours Telephone Advice
Specialist Palliative Care Services provide a seven day a week out-of-hours telephone advice service for health
professionals and patients. For advice in relation to a patient who is registered with a Specialist Palliative Care Service, it is
recommended that the participating GP contacts the Service involved in the patient’s care and asks to speak with the
‘Palliative Care Doctor On-Call’. General practitioners may also ring any of the major public hospitals in metropolitan
Adelaide and request to speak with the ‘Palliative Care Doctor On-Call’ for advice at any time.

SA Ambulance Service (SAAS)
SA Ambulance Service clinicians work collaboratively with Specialist Palliative Care Services to respond to and minimise
acute symptom issues, with the aim of keeping patients at their place of residence. Access is via triple zero (000) or
following discussion with a member of the Specialist Palliative Care team. A triage is completed by SAAS at the time of
the call, to determine the most appropriate response.

4.4 Inpatient Care
Dedicated palliative care beds play a critical role in meeting the needs of people at end of life who require periods of
intensive inpatient care. Admission to acute palliative care beds assist people who require optimal control over complex
or difficult symptoms, therapeutic investigations, interventions or care focused on rehabilitation and restoration of
functional independence, or terminal care in instances where this is the patient or family’s choice or cannot be provided
elsewhere.
Ideally patients should be able to move freely between institutions and home, in response to their needs and the needs of
the carers. Adequate transfer of information between the GP, Specialist Palliative Care Service, the patient/carer and
agencies is essential to provide continuity of care. For further information, refer to the Communication in Shared Care
section of the Framework.

Palliative Care/Hospice Beds
Palliative care beds are currently available under the bed card of Palliative Medicine Specialists at Modbury Hospital, The
Queen Elizabeth Hospital, Royal Adelaide Hospital and Repatriation General Hospital (Daw House). These are the
dedicated bed card options in Northern, Central and Southern Local Health Networks. Mary Potter Hospice at Calvary
Hospital, North Adelaide, provides both public and private inpatient hospice care and this is coordinated by the Central
Adelaide Palliative Care Service. Specialist Palliative Care Services provide a large workforce as consultation liaison in all
public hospitals of Adelaide. If one of your patients is admitted to hospital and requires palliative care input you can ask
the treating team to facilitate a palliative care assessment or alternatively speak to the office of your local Specialist
Palliative Care Service to see how to best facilitate their assistance.

4.5 Support for Carers
Identifying and supporting carers is crucial in order for care at home to be achievable and sustainable. It is important to
note that identified carers are not always family members or that family members may have shared or differing roles with
respect to care of the patient. Hence it is important to establish the nature of the care provider/patient relationship and
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what impact the loss or impending loss of the patient may have on the carer. Carers often immerse themselves in their
role, may be loath to consider their own needs and may struggle with the unceasing demands of the role.
‘The difficulties faced by a carer may be acknowledged by healthcare providers, but they may not be properly addressed.
This can result in increasing distress for the carer and negative consequences for the patient; for example, carer
exhaustion is often a reason for a patient to be admitted to an inpatient facility’ (Palliative Care Expert Group, 2016, p. 68).
‘Distress can be reduced if needs are assessed early and community supports are introduced when they are required’
(Palliative Care Expert Group, 2016, p. 68).
All members of the palliative care team should be aware of the need to support carers and as a key component of the
palliative care team, the GP is well placed to engage in discussion regarding carers’ needs.9 The patient’s carer(s) should
be offered needs assessments and access to relevant psychosocial support. 10 The needs assessment should include a
discussion of bereavement issues and associated risk assessment (refer to the Bereavement section of the Framework).
This may be conducted by the carer’s own GP or this may be provided through services and support offered by the
patient’s Specialist Palliative Care Service. Contact the Specialist Palliative Care Service for advice and support. Additional
strategies for GPs to support carers are discussed in the ‘Caring for the Caregivers’ section of the Therapeutic Guidelines:
Palliative Care.
The patient’s carer(s) should be offered needs assessments and access to relevant psychosocial support. The needs
assessment should include a discussion of bereavement issues and subsequent risk assessment (refer to the Bereavement
section of the Framework). The carer’s own GP may be well suited for the role of assessing and managing carers’ needs or
this may be met through services and support offered by the patient’s Specialist Palliative Care Service. Contact the
Specialist Palliative Care Service for advice and support.

Respite
Having regular breaks from the care giving role and/or awareness of respite care that is available if needed may help
carers continue to provide care at home. Respite care can take place:
•

in the person’s home with care ranging from a few hours each week to overnight care (in-home respite)

•

in a day care centre which provides full or half-day care

•

in a residential aged care facility for two or three weeks.

Respite care is provided by community care services, such as the National Respite for Carers Program (NRCP), the Home
and Community Care Program (HACC) or by residential care homes. All carers should be encouraged to register with their
local Carer Respite Centre.
For details of the type of respite services available locally, as well as government funding that may be available call the
Commonwealth Respite and Carelink Centre on 1800 052 222.
Carers SA also provide professional counselling, specialist advice and information for carers. For more information go
to http://carers-sa.asn.au, or phone 1800 242 636.

Resources
Supporting a Person Who Needs Palliative Care: A Guide for Family & Friends
This practical and comprehensive guide, produced by the Centre for Palliative Care, helps carers to care for their loved
ones and also to care for themselves. It is informed by the latest research and includes input from carers who share their
first hand experiences of caring for a person who needs palliative care. The publication is available at
http://centreforpallcare.org.
Needs Assessment Tool: Carers (NAT:C)
The NAT:C is a form that carers can use to help them pinpoint their particular needs. It was developed by a group of
researchers who looked at the most common issues that affect carers supporting someone with cancer. The tool and
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further information is available on the CareSearch website at www.caresearch.com.au > Patients, Carers and Families >
How to Care > Carer Needs Tool.

4.6 Self-Care for GPs
‘Caring for a patient who is dying can be personally and professionally demanding (Palliative Care Expert Group, 2016, p.
71).’ Advice on emotional care and self-care principles for palliative care providers, including GPs, is available in the
‘Caring for dying patients: impact on healthcare providers’ section of the Therapeutic Guidelines: Palliative Care. GPs who
have personal difficulties or who are concerned about stress, burnout or their emotional needs should consult their own
medical practitioner, a trusted colleague or a professional support program.
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5. Patient Access to GP Palliative Shared Care
5.1. Process for Patient Access
There are three key steps in the process of a patient accessing GP Palliative Shared Care, as illustrated below. All patients
will need to be referred to their local Specialist Palliative Care Service to receive GP Palliative Shared Care. For details of
each of the three-metropolitan adult Palliative Care Services, refer to Appendix 2.
Specialist Palliative Care Services will provide an assessment of the patient and contact the patient’s usual/preferred GP to
discuss shared care arrangements. For GPs participating in the GP Palliative Shared Care program the shared care will be
provided according to the GP Palliative Shared Care Program Framework, where appropriate.

Patient Referral to Specialist
Palliative Care

Specialist Palliative Care
Assessment

Shared Care with General
Practitioner

Patient Referral to Specialist Palliative Care Service
Referral Criteria
Criteria for eligibility and a guide for referral to a palliative care service:
a)

Patient has a progressive, life limiting illness

b)

Patient or their decision maker is aware of, understands and has agreed to palliative care referral

c)

Primary goals of patient care are to control symptoms, maximise function, maintain quality of life and provide
comfort.

If a patient does not meet the three criteria above, the individual case should be discussed with the local Specialist
Palliative Care Service.
Who can refer to a Specialist Palliative Care Service
Referrals to the metropolitan adult Specialist Palliative Care Services may be initiated by anyone. Examples of referral
sources include:
•

Acute care setting or hospital

•

Specialist Medical Practitioner e.g. Oncologist

•

General Practitioner

•

Community nursing staff

•

Allied health

•

The patient (self-referral)

•

Family member, carer, advocate or friend

•

Residential Aged Care Facilities

•

Other palliative care services

General Practitioner Referrals
Referral to (or a phone discussion with) specialist palliative care services may be appropriate at any stage of patient
care.
‘In general, GPs should consider involving a specialist palliative care service early when:
•

Future need for palliative inpatient or home-based care at the end of life is anticipated

•

Symptom control is expected to be difficult, e.g. head and neck cancers

•

Complex psychosocial or care issues exist

•

The family or carers are feeling overwhelmed or distressed.’ (Palliative Care Expert Group, 2016).
15

A more urgent consultation should be considered when:
•

Symptoms are not well controlled

•

A palliative care emergency is imminent.’ (Palliative Care Expert Group, 2016, p. 51)

•

The patient’s carer is distressed or overwhelmed (CareSearch, 2015).

Reasons for referral may include:
•

The patient requires a palliative care assessment and provision of service information

•

Symptoms and/or concerns that exceed the capacity, resources, knowledge or skills of the primary care provider,

•

Difficulty maintaining care at place of residence

•

Terminal care (patient in the last few weeks of life).

To assist GPs in identifying patients that may require a referral to a Specialist Palliative Care Service, the Needs
Assessment Tool: Progressive Disease (NAT:PD) may be used (see Appendix 8).

Palliative Care Referral Form
Referrals to a Specialist Palliative Care Service can be made by general practitioners (and others) using the state-wide SA
Health Palliative Care Referral Form (see Appendix 5).
General practitioners can tick the tick the ‘Shared Care’ option on the Referral Form under ‘Referrer and/or GP details’ to
indicate that their preferred response to the referral is the provision of shared care. There is also a field on the referral
form to indicate if the GP participates in the GP Palliative Shared Care Program (see below).
New referrals will be processed by the Specialist Palliative Care Service during office hours Monday to Friday 9.00 am to
4.00 pm. If the matter is urgent, please phone the local Specialist Palliative Care Service.

Specialist Palliative Care Assessment
Patients referred to a Specialist Palliative Care Service receive a Palliative Care Assessment, which starts with an initial
triage by a designated triage officer (usually an advanced practice nurse) to assess appropriateness of referral, complexity
and urgency of response. A comprehensive assessment process, using standardised systematic multidisciplinary
assessment tools is then initiated to ensure early identification of physical, social, spiritual and emotional needs, and tailor
service responses to meet need. The assessment completed by the Palliative Care Service on receipt of a referral will
include an assessment of suitability for GP Palliative Shared Care.
The level of urgency dictates the time-frame for response to both triage and the initiation of the palliative care
assessment process. The referrer will be contacted by the Specialist Palliative Care Service, informed of the outcome of
the assessment and provided with advice where required.
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Shared Care with a General Practitioner
For all patients referred to Specialist Palliative Care Services, the service will seek to work with the patient’s
usual/preferred general practitioner as appropriate. If the patient’s usual or preferred GP is participating in the GP
Palliative Shared Care program, care will be provided in the format of the GP Palliative Shared Care Framework. If the
patient’s usual/preferred GP is not participating in the program, care will be provided as negotiated between the GP and
Palliative Care Service outside of the GP Palliative Shared Care program.
If the patient does not have a usual or preferred GP, the Specialist Palliative Care Service may use the GP Database to
identify a suitable GP (of the patient’s choice) who is participating in the GP Palliative Shared Care Program and refer the
patient (with their consent) to that GP to receive GP Palliative Shared Care.
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6. GP Care Planning
6.1 Components of Care Planning in GP Palliative Shared Care
For patients with a life-limiting illness, careful planning and good communication between all members of the healthcare
team is crucial to optimise their care. 11 The key components of care planning that are provided to all people with a lifelimiting illness being supported in the GP Palliative Shared Care program are outlined in the table below. Each care
planning component is discussed in further detail throughout this section.

Care Planning Components and GP Responsibilities
Component

Patient Held Record

Needs Assessments

GP Responsibilities
•

Provision of the Patient Held Record and Explanation of Intended Use

•

Completion of Contact List

•

Ongoing Review and Updating in collaboration with Specialist Palliative
Care

•

Completion of Initial Needs Assessment.

•

Ongoing, Regular Review of Needs

•

Arrange and Participate in the Case Conference

Case Conference

Care Plan Documentation
and Ongoing Review

Advance Care Directives and
Clinical Planning for End of Life

>

Obtain patient consent

>

Book a time with the Specialist Palliative Care Service

>

Prepare for the case conference

>

Phone (or accept the phone call from) the Specialist Palliative Care
Service and participate in the Case Conference at the agreed time

>

Document the case conference

>

Offer a summary to the patient and provide to other team
members (optional)

>

Discuss outcomes with the patient (optional)

•

Develop a Care Plan in collaboration with the patient

•

Sharing of the Care Plan with the Specialist Palliative Care Service

•

Regular Reviews of the Care Plan

•

Discuss and support patients in the completion of Advance Care
Directives

•

Offer the Completion of a Resuscitation Plan - 7 Step Pathway

•

Communication of Advance Care Directives and Resuscitation Plan - 7
Step Pathway Forms

•

Ongoing Review of Advance Care Plans

Talking to patients about death and dying & planning care
The Palliative Care SA booklet - Talking to patients about death and dying, available at www.pallcare.asn.au, provides
advice for health professionals in discussing patient concerns and advance care directives.
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Summary points include12:
•

Talking about death and dying and planning care is a time-consuming process and will require more than one
prolonged consultation.

•

Active listening and empathic communication are two vital elements in the discussion of death and dying.

•

Open-ended questions are better to explore these issues. Don’t be afraid to ask the patient what they mean by
their answers.

•

The family will need to be involved in discussions at some point and the doctor’s knowledge of the patient and
their family is likely to be the most important factor in deciding when this should be.

•

Families and individual family members will vary in their coping styles including their willingness to discuss issues
around death and dying. If possible, each family and patient should be allowed to move forward at their own
pace.

•

The medical practitioner and family should never assume that they know what the patient’s wishes are in relation
to the time around their death, as research has shown this to be consistently inaccurate.

•

Attention to spiritual, religious and existential issues is vital in palliative care, and the medical practitioner will
need to encourage the patient to explore these with the most appropriate person for that patient.

•

Be aware of the spectrum from sadness to clinical depression, and that it may be appropriate to explore the
diagnosis of depression in more depth.

•

It is extremely important to remember that patient and family understanding of certain terms may be different
from the medical practitioners and so definitions of all terms around end of life care should be clearly discussed.

•

The skills required around these discussions are rarely natural – they are learned through experience and training.

GPs may refer also to ‘Communicating with the patient’ section of the Therapeutic Guidelines: Palliative Care, and the
Medical Journal of Australia Supplement, Clinical practice guidelines for communicating prognosis and end-of-life issues
with adults in the advanced stages of a life-limiting illness, and their caregivers (2007) available at www.mja.com.au.

Cultural Considerations
‘The perspectives and experiences that each [patient] brings to a consultation impacts on communication. Every individual
is different and the level they adhere to specific cultural traditions and values will vary. It is important never to make
assumptions about people‘s cultural backgrounds or religions.’13 The AFP article, End of Life Care: The importance of
culture and ethnicity, available at www.racgp.org.au, discusses how cultural diversity may impact care and provides some
strategies for the general practitioner when considering the provision of end of life care. Refer also to the
‘Communicating with the patient’ section of the Therapeutic Guidelines: Palliative Care for further guidance.

6.2 Patient Held Record
Purpose
In palliative care, the following information should be readily available to healthcare providers involved with the patient:
(Palliative Care Expert Group, 2016, p. 50)

•
•
•
•
•

a diagnosis and problem list, including extent of disease and active co-morbidities
an up-to-date medication list including dosage regimen and purpose of each medication
agreed instructions on how to handle anticipated emergencies
key contacts (eg community nursing service and general practitioner phone numbers)
advance care planning documents.

The Patient Held Record assists in having this information readily available to all clinicians caring for a patient. It provides
the patient and/or carer with a central place to keep essential information, and key documents associated with his or her
care. The record is recognised across settings, alerting new care providers that the patient is in the GP Palliative Shared
Care Program and of their care plan(s). Through the sharing of important documentation, the Patient Held Record aims to
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improve the quality and safety of care, and reduce unwanted and unnecessary interventions which may result from poor
communication.14
Confusion for patients and their carer, particularly about who to contact in an emergency, can lead to inappropriate and
unwanted treatment.19 The Patient Held Record provides a Contacts List for the patient and their carers to know who to
call for assistance at any time of the day or night.

Format
The GP Palliative Shared Care Patient Held Record consists of a bright purple
plastic folder (for easy recognition). The folder should be kept in a place that is
easy to locate by the patient, carer(s) and care providers including the GP,
Specialist Palliative Care Service, and SA Ambulance Service. For patients in the
home setting, it is recommended that the Patient Held Record is kept with their
medications.
The essential information to be stored in the Patient Held Record includes:
•

Contact List – a list of ‘who to call’ for assistance at any time of the day
or night

•

Copy of any ACD and 7 Step Pathway (if completed)

•

Copy of the Care Plan

•

Printed up-to-date Medication List

All Patient Held Records include a blank Contact List template and patient
and/or carer information and support brochures.

GP Responsibilities
Provision of the Patient Held Record and Explanation of Intended Use
The Patient Held Record is to be provided by the GP to each patient receiving GP Palliative Shared Care. It should be
issued by the participating GP at the time of their first contact, following entry of the patient in to the program.
When initially providing a copy to a patient it is recommended that the GP:
•

Advise the patient to keep it in a place that is easy to locate (for patients living at home it is recommended that
the Patient Held Record is kept with their medications)

•

Advise the patient to present the record at each contact with their GP, Specialist Palliative Care Service and
other relevant care providers (e.g. SA Ambulance Service, any specialists they are seeing), as well as when moving
across settings (e.g. if admitted to hospital or hospice).

•

Complete the Contact List form inside the front cover of the Record – a list of ‘who to call’ for assistance at any
time (see below).

•

Add a printed Medical Summary to the folder, including an up to date medication list, as well as a copy of any
other important documents such as an Advance Care Directive

A copy of the following documents should be added to the Patient Held Record when completed:
•

Advance Care Directive

•

Resuscitation Alert 7 Step Pathway

•

Care Plan (e.g. GP Management Plan and Team Care Arrangements)

Completion of Contact List
When providing the Patient Held Record the GP needs to complete the Contact List details inside the front cover of the
record including:
•

patient name & date of birth
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•

general practitioner details

•

available hours for the GP and who to contact out-of-hours

•

the patient’s local Specialist Palliative Care Service

Ongoing Review and Updating in collaboration with Specialist Palliative Care
GPs and Specialist Palliative Care Service providers should review and update (if required) the Patient Held Record, at
each contact with the patient.

6.3 Needs Assessments
Purpose
The completion of needs assessments of patients, family and carers, assists the GP and other care providers to15:
•

identify and address any problems a patient has with
o

the health system and information (eg information, access to services, resources, treatment centre
environment)

o
•

patient care and support (eg choices, reassurance, prompt attention to needs).

identify and address issues as they arise to enhance the management of physical and daily living needs and
quality of life for the patient.

The assessment of a patient’s needs prior to the case conference helps to define what is discussed in meeting to assist in
the development of a care plan. It is also important that patient needs are re-assessed on a regular basis to ensure the
correct level and types of care are being accessed.16

Format
‘Individuals and their family members living with a life-limiting illness have a range of care needs - physical, emotional,
social and spiritual. Palliative care is holistic in approach, acknowledging the importance of attending to needs and
experiences in each of these domains.’17 The Needs Assessment Tool: Progressive Disease (see Resources) and the
Therapeutic Guidelines: Palliative Care provide an optional format and guidance to assist GPs in completing an
assessment of patient and carer needs.
Needs assessments may also be completed in collaboration with the Specialist Palliative Care Service and broader
palliative care team. For example, the results of the initial patient assessment completed by the Specialist Palliative Care
Service may be shared with the general practitioner and contribute to their initial needs assessment, where appropriate.

GP Responsibilities
Completion of Initial Needs Assessment
Each patient of the GP PSC program is to have an initial needs assessment completed by their GP, prior to the Case
Conference. The results of the needs assessment should be documented as per normal medical practice and used to
prepare a list of discussion points for the Case Conference with the Specialist Palliative Care Service.

Ongoing, Regular reviews of Needs
A patient’s needs, goals and wishes at the end of life may change over time. 18 Ongoing, regular reviews will be required
throughout the course of care, with the frequency determined by the patient’s care needs, assessment scores and phase.
The ongoing monitoring of needs is the responsibility of the GP with Specialist Palliative Care support as negotiated. The
frequency of these assessments should be discussed within the case conference and documented in the care plan.

21

Resources
Needs Assessment Tool: Progressive Disease
Used in both generalist and specialist settings, the Needs Assessment Tool: Progressive Disease (NAT: PD) can assist in
matching the types and levels of need experienced by people with progressive chronic diseases (eg cancer, heart failure,
COPD) and their carers with the most appropriate people or services to address those needs. In generalist settings,
including general practice, the NAT: PD can be used to determine which needs may be met in that setting and which
needs are be more complex and may be better managed by specialists. The NAT: PD is an important tool for facilitating
communication between primary and specialist care providers about patient needs and actions taken to address these.
A copy of the NAT:PD, is shown in Appendix 8 and is available to download on the CareSearch website at
www.CareSearch.com.au.

6.4 Case Conference
A key feature of the GP Palliative Shared Care Program is the provision of a multidisciplinary case conference between the
GP and Specialist Palliative Care Service providers. The case conference provides the opportunity for issues and questions
about end of life care to be raised and appropriate strategies agreed upon. Having everyone with a stake in a patient’s
care ‘on the same page’ is vital to achieve the best outcomes for the patient. 19 A single case conference for patients
receiving specialised community-based palliative care has been shown to reduce hospitalisations and better maintain a
patient’s performance status (AKPS).20

Purpose
The purpose of the palliative care case conference is to:
•

negotiate shared care arrangements

•

identify clear goals of care in accordance with the patient’s wishes and values

•

determine GP and Specialist Palliative Care roles and responsibilities including who has responsibility for:
>

maintaining prescriptions for palliative medications

>

regularly reviewing patient’s symptoms and assessing their care arrangements

>

either being available or ensuring availability of home visiting for patients who are no longer able to
attend a GP clinic

>

being available to write a death certificate for patients who wish to die at home

•

confirm communication arrangements

•

determine after hours arrangements

•

assist in the development of a palliative care plan for the patient

•

review any advance care plans

•

discuss the needs of the carer(s) and family, and who is looking after them.

Timing of a Case Conference
The best instances for a Palliative Care Case Conference between Specialist Palliative Care Units and GPs have been
shown to be at the time of patient referral, time of discharge to the community, or where the case was complex. 21
A further trigger to consider a case conference may be when a patients' functional status declining to AKPS 60 or less. The
benefit of a case conference has been shown to be significantly greater for people at or below AKPS 60. This threshold is
where people require some help with the activities of daily living. (Abernethy, et al., 2013)
Within the GP Palliative Shared Care program, it is recommended that the Case Conference be completed early in a
patients entry to the program, as routine care planning rather than crisis management. Further case conferences may also
be appropriate as patient and carer needs change.
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Format -Teleconference
Each of the Specialist Palliative Care Services offer case conferences with GPs via teleconference to plan for the care of
patients who are receiving GP Palliative Shared Care. The participants from the Specialist Palliative Care Service in the case
conference will include at a minimum a Palliative Medicine Specialist or Registrar, and a Specialist Palliative Care Nurse (or
allied health provider, as appropriate).
The patient or their representative may be invited to participate in the case conference, to enable their perspectives to be
included in the discussion, and other additional health or care providers may also be invited where appropriate and with
patient consent e.g. community nursing.
To arrange the case conference, GPs should contact the patient’s Specialist Palliative Care Service to book a time for the
teleconference to occur. Further instructions will be provided to the GP at that time including how to join the
teleconference (e.g. if the Specialist Palliative Care Service will phone the GP or if the GP is required to phone the Service
at the agreed time). It is anticipated that over time, Specialist Palliative Care Services will provide regular, allocated times
during which Palliative Medicine Specialists, Palliative Care Nurses and/or other clinicians are available to participate in
case conferences.
Note: The Specialist Palliative Care Service may also be contacted by the GP for clinical advice and support, as
required, at any time outside of the case conference.

Other Format Options
If another format for the case conference is preferred such as face-to-face (e.g. at the patient’s home, residential aged
care facility or GP practice) or a family meeting, this may be negotiated. Contact the patient’s Specialist Palliative Care
Service for options and advice.

Family Meetings
‘A family meeting is a discussion with involved family members and the caring team to exchange information and
improve communications. The patient can be included. These meetings provide an opportunity for family members to
express and share their feelings within a safe and structured context. Family meetings are not a platform for clinical
debate about a patient’s condition and should not be a tool saved for crisis situations only.’21 The Centre for Palliative
Care Education and Research, Family meetings in palliative care: multidisciplinary clinical practice guidelines offer a
framework for preparing, conducting and evaluating family meetings, to help health care professionals to conduct
effective meetings. The guidelines are available at http://centreforpallcare.org.

GP Responsibilities
Arrange and Participate in the Case Conference

Patient
Consent

Book Time

Prepare

Case
Conference

Document

Discuss

Key steps for the GP to arrange and participate in the Case Conference are:

1. Explain to the patient the nature of a multidisciplinary case conference, ask the patient for their agreement to
the conference taking place, and record the patient’s agreement;
2. Contact the local Specialist Palliative Care Service, book an available time for the Case Conference and confirm
instructions for how to participate. Schedule the booking in your appointment schedule.
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3. Prepare a summary of issues, or key points, to be discussed in the case conference (with consideration of the
results of the needs assessment)
4.

Ensure availability at the scheduled time for the case conference (booking the case conference in the morning, if
possible, may help avoid unexpected delays). Phone or accept the phone call from the Specialist Palliative Care
Service at the booked time for the Case Conference to be held. During the case conference, participants:
a.

discuss the patient’s history;

b.

identify the patient’s multidisciplinary care needs;

c.

identify outcomes to be achieved by each team member;

d.

identify tasks that need to be undertaken to achieve these outcomes, and allocate those tasks to
members of the case conference team;

e.

assess whether previously identified outcomes (if any) have been achieved.

5. Document the Case Conference:
a.

record the day is held, and the times at which the conference started and ended;

b.

record the names of participants

c.

record all matters discussed and identified by the case conferencing team and put a copy of that record
in the patient's medical records.

6. Following the Case Conference: *
a.

Offer the patient and the patient’s carer (if appropriate, and the patient agrees) a summary of the
conference and provide this summary to other team members;

b.

Discuss the outcomes of the conference with the patient and the patient’s carer (if appropriate and the
patient agrees)

*Note: The requirements above under step 6 ‘Following the Case Conference’ are only a requirement for the MBS Items
for Organising & Coordinating a Multidisciplinary Case Conference (Items 735, 739 and 743). They are not a requirement
of the MBS Items for GP Participation in a multidisciplinary case conference (Items 747, 750 and 758).
Phone the GP Palliative Shared Care Information Line on 1300 303 409, for administrative assistance and support in
arranging and completing the components of the case conference.

MBS Multidisciplinary Case Conference Items
The MBS Multidisciplinary Case Conference Items are for GPs to organise and coordinate, or to participate in, a meeting
or discussion held to ensure that their patient’s multidisciplinary care needs are met through a planned and coordinated
approach. There are six case conferencing items based on the duration of the service and the GP role in the case
conference. The case conference can occur face-to-face, by phone or by video conference, or through a combination of
these. A minimum of three care providers (including the GP) must be in communication with each other throughout the
conference.
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Checklist for MBS Case Conferencing Items
Component

Requirements

Met

MBS Items 747, 750 and 758 – Participate in a Multidisciplinary Case Conference
Patient has a chronic or terminal medical condition
Eligibility

✓

The patient has complex care needs requiring care or services from their usual
GP and at least two other health or care providers
Patient is in the community, being discharged into the community from hospital
or living in a residential aged care facility.

Case Conferencing Team

Case Conferencing Team includes a GP and at least two other health or
community care providers (one of whom can be another medical practitioner)
Each team member provides different kind of care or service to the patient.

Patient Consent

Explain to the patient the nature of the multidisciplinary case conference, and
ask the patient whether they agree to the GPs participation in the conference.
Record the patient’s agreement to the GPs participation

Documentation

Record the day on which the conference was held, and the times at which the
conference started and ended
Record the names of the participants
Record all matters discussed and identified by the case conferencing team and
put a copy of that record in the patient’s medical records.

MBS Items 735, 739 and 743 – Organise, Coordinate & Participate in a Multidisciplinary Case Conference
Participation

Following the Case
Conference

All requirements to Participate in a Multidisciplinary Case Conference (above)
are met
Offer the patient and the patient’s carer (if appropriate, and the patient agrees)
a summary of the conference and provide this summary to other team members
Discuss the outcomes of the conference with the patient and the patient’s carer
(if appropriate and the patient agrees)

Resources
Case Conference Template
An optional GP Palliative Shared Care Case Conference Record template is available at www.gppaustralia.org.au/psc, as
shown in Appendix 9.

6.5 Care Plan Documentation & Ongoing Review
Purpose
The purpose of the care plan is to translate the case conference notes and outcomes to an agreed plan of care, in
collaboration with the patient. The care plan forms a record that can be placed in the Patient Held Record as a reference
for the patient and/or carer and for review by care providers. It is important that the care plan is regularly reviewed and
updated as the patients’ needs change.
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Format
A written care plan document must be prepared. The development and review of care plans, in collaboration with the
patient, is well suited to the format of the MBS Care Planning e.g. GP Management Plans (GPMP) and Team Care
Arrangements (TCAs). Refer to Appendix 7 for further details of the MBS Care Planning Items.

GP Responsibilities
Develop a Care Plan in collaboration with the patient
The GP is responsible for developing a care plan in collaboration with the patient (with their consent), recording the
agreed care plan as a written document and adding a copy of the plan to the patient's medical records. The GP should
offer a copy of the plan to the patient and the patient's carer (if any, and the patient agrees) and place a copy in the
Patient Held Record (where appropriate).

Sharing of the Care Plan with the Specialist Palliative Care Service
A copy of the Care Plan should be shared (e.g. via fax) with the patient’s Specialist Palliative Care Service on completion.

Regular Reviews of the Care Plan
The general practitioner is responsible for ongoing, regular reviews of the care plan, in collaboration with the Specialist
Palliative Care Service, and ensuring any changes are communicated with the patient and other care providers (as
appropriate). The management plan needs to be flexible and responsive to a patient’s changing needs and priorities as
their life-limiting illness progresses. ‘A proactive approach with frequent review, reassessment and modification is
essential to achieve holistic patient-centred symptom management.’ (Palliative Care Expert Group, 2016, p. 143)

Resources
GP PSC Care Plan Template
An optional GP PSC Care Plan template (in the format of a GPMP and TCAs) is available that provides a guide for GPs
regarding the common areas that need to be considered for patients with a progressive, life limiting illness. The GP PSC
Care Plan template is available at www.gppaustralia.org.au/psc.

6.6 Advance Care Directives and Clinical Planning for End of Life:
the Resuscitation Plan – 7 Step Pathway
Purpose
Patients often lose decision-making capacity in the period before they die. In these circumstance, care is improved if the
patient has been able to document wishes and instructions in advance, and/or if they have been able to appoint a
Substitute Decision-Maker. Care can be further improved if clear instructions regarding resuscitation and end of life are
developed and documented by the doctor responsible for the patient’s care, consistent with the patient’s wishes but also
in line with good medical practice.

Format
Advance Care Directive (ACD)
An Advance Care Directive is a legal form on which a competent adult can document the following for a time in the
future when they lose the capacity to decide:
•

the appointment of one or more Substitute Decision-Makers
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•

wishes and instructions for health care

•

specific refusals of health care (including medical treatment/life sustaining treatment) (binding provisions)

•

wishes regarding residential and personal matters

•

personal values

From 1 July 2014, the Advance Care Directives Act 2013 came into effect in South Australia with the introduction of a
single new legal form called the Advance Care Directive. This form replaced the previously existing legal forms: the
Enduring Power of Guardianship, Medical Power of Attorney and Anticipatory Direction forms (although it is important to
note that if individuals completed these documents prior to 1 July 2014, and they have not completed a new Advance
Care Directive form, these pre-existing documents continue to have legal effect).
An Advance Care Directive takes effect during any period of impaired decision-making capacity, which may be temporary
or permanent. At these times, Substitute Decision-Makers and health professionals responsible for the care of the
individual must apply substituted judgement decision making- that is, they should attempt to make decisions that the
individual would have wanted, and decide as if in the “patient’s shoes”.
Note that alongside the Advance Care Directives Act 2013, changes to the Consent to Medical Treatment and Palliative
Care Act 1995 also came into effect 1 July 2014. These include the requirement to obtain consent before providing
medical treatment from a category of individual termed a Person Responsible, if an individual does not have an available
Substitute Decisions-Maker or relevant wishes documented on an Advance Care Directive. In addition, the changes
include protections for health practitioners acting in good faith in emergencies, and a clarification that there is no
requirement to provide treatment that is of no medical benefit if a patient is in the terminal phase of a terminal illness.
For more information regarding the Advance Care Directives Act 2013 and changes to the Consent to Medical Treatment
and Palliative Care Act 1995 visit www.sahealth.sa.gov.au.

Resuscitation Plan - 7 Step Pathway
SA Health have introduced a standardised model of practice for resuscitation and care planning decisions, called the
Resuscitation Plan-7 Step Pathway.
The Resuscitation Plan -7 Step Pathway:
•

Provides a best practice step by step process for clinical decision-making and documentation of decisions
regarding resuscitation and care for patients near the end of their lives

•

Supports safe and high-quality resuscitation planning and end-of-life care that is patient centred and, wherever
possible, is aligned with the values, needs and wishes of the individual either expressed directly, via Substitute
Decision-Maker/s or Person/s Responsible, or documented on a patient’s Advance Care Directive

•

Describes the process for clinicians to follow to reach sound decisions with their patients about curative
treatments ranging through to a palliative approach to care.

The Resuscitation Plan- 7 Step Pathway form is used to document decisions (and the decision-making process used)
about resuscitation and end-of-life clinical treatment and care. This form is being phased in by SA Health from 1 July
2014, including the development of community versions of the form.
The Resuscitation Plan-7 Step Pathway form is not a legal document but should be considered as a formalised extension
of the medical notes which allows the medical practitioner responsible for the patient to document instructions regarding
resuscitation and end of life discussions for implementation by other health practitioners treating the patient.

GP Responsibilities
Discuss and support patients in the completion of Advance Care Directives
It is a responsibility of a GP in the Shared Care Program to encourage and support patients, who remain competent, to
document their values, wishes instructions, as well as the appointment of Substitute Decision-Maker/s, in an Advance
Care Directive. In particular, in the context of discussions about diagnosis, prognosis and treatment options, GPs should
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assist patients if they wish to write specific medical instructions, including specific refusals of treatment such as
resuscitation. Note, however, that it is the patient’s choice whether or not they wish to complete an Advance Care
Directive. Some patients may have existing Advance Care Directives. GPs can assist the patient in the reviewing these and
ensuring they reflect the patient’s current values and wishes for future health care.

Completion of a Resuscitation Plan - 7 Step Pathway
It is also a responsibility of a GP in the Shared Care Program to offer and to complete a Resuscitation Plan - 7 Step
Pathway for the patient to facilitate early and improved clinical decision-making and documentation of decisions
regarding resuscitation and end of life care. The process of completion of a Resuscitation Plan - 7 Step Pathway
encourages the GP to work with the patient, Substitute Decision-Maker/s, Person/s Responsible and family and to be “on
the same page” regarding these decisions. In addition, clear documentation of specific medical instructions and goals of
care inform and assist other members of the treating team regarding how to act, particularly in emergencies.
Note that the need to consider the completion of a Resuscitation Plan - 7 Step Pathway early in the process needs to be
balanced with sensitivity to the readiness of the patient and family to discuss these issues, and that it is the choice of the
patient, Substitute Decision-Maker/s or Person/s Responsible whether to allow the completion of a Resuscitation Plan
- 7 Step Pathway.

Communication of Advance Care Directives and Resuscitation Plan - 7 Step Pathway forms
A copy of the patient’s Advance Care Directive and/or Resuscitation Plan - 7 Step Pathway, should be included in medical
files and be available to accompany patients across healthcare settings 22 - this is supported by placing a copy of these
documents in the Patient Held Record. It is important that Specialist Palliative Care Services, are provided with a copy of
the current Advance Care Directive and Resuscitation Plan - 7 Step Pathway. If an Advance Care Directive or Resuscitation
Plan - 7 Step Pathway is revoked and/or a new version developed, this must be communicated with Specialist Palliative
Care as a priority and with confirmation that they have received the information.

Ongoing Review of Advance Care Plans
Over the course of the patient’s illness their values and wishes for future health care may change. It is suggested that the
Advance Care Directive is reviewed with the patient and, if appropriate, and any changes to their values or wishes
documented in a new Advance Care Directive and/or Resuscitation Plan - 7 Step Pathway, and shared with Specialist
Palliative Care.

Resources
Advance Care Directives - Form & DIY Kit
The Advance Care Directive website at www.advancecaredirectives.sa.gov.au, provides information for health
professionals and the public. The Advance Care Directive form is available to download and/or order from the website as
well as an online version of the form and an Advance Care Directive Do-It-Yourself Kit including step-by-step guide.

Resuscitation Plan/Alert 7 Step Pathway Form – Community Version
A copy of the community version of the Resuscitation Alert 7 Step Pathway is included in Appendix 10.

Further Information, Resources and Training
Information, fact sheets and a poster on the 7 Step Pathway is available on the SA Health website at
www.sahealth.sa.gov.au.
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7. End of Life (Terminal Phase)
7.1 Care at End of Life
‘Good end-of-life care is based on the understanding that death is inevitable, and a natural part of life. As the final stage
in a person’s life it is a uniquely important time for the dying person and their family and close friends.’23 Recognising
dying is the first step in terminal care management. The Therapeutic Guidelines: Palliative Care provide guidance in
recognising that death is approaching.
The clinical priorities in the Terminal Phase are to24:
•

Talk to the patient and/or family

•

Address symptoms

•

Ensure needed medications are available

•

Plan end-of-life care according to the setting

•

Advise other health professionals

Clinical guidelines for the terminal phase are provided in the Terminal Care section of the Therapeutic Guidelines:
Palliative Care and advice is available 24 hours, 7 days a week, by contacting the Specialist Palliative Care Service.

7.2 Site of Care
Patient care should be provided, where possible, in the setting of the patient’s choice. It is important that the person’s wish
to die at home (or elsewhere) is identified and discussed well before the terminal phase.25 However, this may need to be
reviewed as death draws closer because the patients’ care preferences or needs may change. Discuss the place of care with
the patient and family as the situation unfolds. Moving to inpatient care such as hospital or palliative care unit should not
be seen as a failure; it may be required if carers are becoming exhausted, or patient needs are overwhelming. (Palliative
Care Expert Group, 2016, p. 362)

End of Life Care at Home
Many palliative care patients wish for a home death.30 ‘The benefits of palliative care at home include a sense of
normality, choice, and comfort. Home death is commonly viewed as a more dignified and comfortable experience than
death in hospital.’26 Whilst significant barriers to home deaths exist, some of these can be overcome by active planning
and timely practical support.30 ‘The GP’s involvement in supporting families in this phase is crucial. When a patient does
not have access to a GP who will do home visits, assess, prescribe appropriate medications, and write a death certificate,
then a home death may not be achievable.’30

GP Checklist – Planning for an expected home death
A checklist of issues for the GP to consider when helping a patient and their carers plan for a home death, produced by
CareSearch and available at www.caresearch.com.au, is presented in Appendix 9.

Brochure for Carers – The dying process
This brochure, by Palliative Care Australia, provides advice for carers, including changes they may notice and what they
can do to help, how they will know if death has occurred and what they should do. Online and PDF versions are available
at http://palliativecare.org.au/the-dying-process.
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End of Life Care in Residential Aged Care
‘Residents who are dying commonly experience distressing symptoms in the last days and hours of life. High quality end
of life (terminal) care requires ongoing assessment of the resident and timely use of pharmacological and nonpharmacological strategies to address emerging symptoms. Failure to do so can result in poor resident/family outcomes
as well as poor health system outcomes if dying residents are inappropriately transferred to emergency
departments/hospital wards.’27
‘As the dying resident may be clinical unstable, proactive management is necessary.
•

Talk to the patient, family and carers about plans for their care

•

Review anticipatory prescribing

•

Ensure medicines are immediately available

•

Doses should be regularly reviewed based on frequent reassessment of symptoms

•

For persistent problems chart regular medications

•

Always chart ‘as needed’ doses of required medications to cover “breakthrough” symptoms. These include pain,
nausea, delirium, agitation, shortness of breath

•

Administer medications by the most reliable route. In the dying patient, this is generally subcutaneous (SC)

Caring for a dying patient can be a trigger to review processes in working with residential aged care staff.’29

Residential Aged Care Palliative Approach Toolkit
The Residential Aged Care Palliative Approach Toolkit, Guide to the pharmacological management of end of life (terminal)
symptoms in residential aged care residents – A resource for GPs, provides an educational resource for GPs working in
Australian residential aged care. It includes information on the use of medications in contributing to optimal symptom
management during the terminal phase of a resident’s life. The Guide is available at
www.caresearch.com.au/caresearch/tabid/3589/Default.aspx.
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7.3 Prescribing Guidelines
All patients at the end of life are entitled to treatment at optimising their comfort and dignity. The treating team –
doctors, nurses and other clinicians - responsible for the care of a dying patient must work together with the patient and
their nominated carers/family members to ensure that the patient receives appropriate, timely and adequate treatment to
prevent and relieve distress. This will usually include the prescribing of medications for symptom management.

Anticipatory Prescribing
Anticipatory prescribing is prescribing done in advance of the development of the occurrence of symptoms. It is designed
to enable prompt symptom relief at whatever time the patient develops distressing symptoms, and is based on the
premise that although each patient has individual needs, many symptoms at the end of life are predictable, meaning
management measures can be prepared in advance. (Government of South Australia, 2015)
The SA Health Prescribing Guidelines for the Pharmacological Management of Symptoms for Adults in the Last Days of Life
outline recommended initial medications, doses and administration regimens for the management of common symptoms
in the last days of life. The guidelines can be used:
•

in response to a patient suffering from distressing symptoms, and/or

•

in anticipation of distressing symptoms developing.

The guidelines are available on the SA Health website at www.sahealth.sa.gov.au and included in Appendix 10 of this
Framework. Refer also to the Therapeutic Guidelines: Palliative Care,

Medication Cessation for Adults at the End of Life
Many maintenance or preventative medications prescribed for a patient may no longer be appropriate in the last days of
life. Therefore, a thorough medication review should occur. This review becomes urgent as patients lose the ability to
safely and effectively swallow oral medications and medication uptake by the gastrointestinal tract becomes unreliable.
The SA Health Fact Sheet: Medication Cessation for Adults in the Last Days of Life is available at www.sahealth.sa.gov.au as
shown in Appendix 11.

7.4 After Patient Death
Determination of Life Extinct and Certification of Cause of Death
There is a very distinct difference between the assessment that life is extinct and the certification of the cause of death.28

Assessment that Life is Extinct
Assessment that life is extinct is a clinical assessment process which is undertaken to establish that the person is dead.
Life extinct may be declared following this assessment. Where there is a medical practitioner available, the medical
practitioner would determine that life is extinct (this may be performed at the same time as certifying cause of death).33
SA Health have produced a policy guideline for the assessment and declaration of life extinct by registered nurses and
midwives in the absence of a medical practitioner where patients die in a hospital, health centre, nursing home, hostel or
at home. The guideline is used by public sector hospitals and health centres (incorporated under the South Australian
Health Care Act 2008) and does not negate the need for certification of cause of death to be undertaken by a medical
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practitioner. Nurses and midwives are not to declare life extinct when it is reasonable for a medical practitioner to attend
and perform the function.33

Deaths that are Notifiable to the Coroner
‘The Coroners Act 2003 requires that a person immediately after becoming aware of a death that is, or may be, a
reportable death, notify the State Coroner or SA Police.’ 29 A list of deaths that must be reported to the State Coroner in
South Australia, and further information, is available at www.courts.sa.gov.au/OurCourts/CoronersCourt/Pages/TheCoronial-Process.aspx.

Notification and Certification of Death
For all deaths which are not required to be referred to the Coroner
The certification of cause of death is the process by which the time, specific details and causes of death are reported by a
medical practitioner. A doctor who:
•

was responsible for a person's medical care immediately before death, or

•

who examines the body of a deceased person after death,

must, within 48 hours after the death, give written notice of the death to the Registrar of Births, Deaths and Marriages
(BDM), including the particulars required by regulation. When notice of a death is given, the doctor must also give a
certificate (in a form approved by the Registrar of BDM), certifying the cause of death, (a) to the Registrar of BDM and (b)
the funeral director or other person who will be arranging for the disposal of the human remains. 30
Booklets of certification/notification forms are available from the Births, Deaths and Marriages Registration Office. Phone
131 882 or visit http://www.cbs.sa.gov.au/births-deaths-marriages/doctors-and-funeral-directors/ . The Australian Bureau
of Statistics has produced a Cause of Death Certification Australia Booklet and Quick Reference Certification Guide,
available at
www.ausstats.abs.gov.au/ausstats/subscriber.nsf/0/475BC02643DB45EDCA25750B000E38A4/$File/1205055001_2008.pdf
or phone 1800 620 963.

Burial and Cremation Forms
The Burial and Cremation Act 2013 and the Burial and Cremation Regulations 2014 came into operation on 1 February
2014. New, changed forms (to be used by medical practitioners) came into effect at the same time. An information sheet
for doctors explaining the forms required for burial and cremation, when they should be used and who they should be
completed by is available at www.cbs.sa.gov.au/assets/files/notes_for_doctors.pdf.

Further Information
Coronial officers and the Registrar of Births, Deaths and Marriages are happy to discuss concerns of medical practitioners
about individual cases and questions of interpretation. Please see contact details below.
•

South Australia – State Coroner’s Office Phone: (08) 8204 0600

•

Registrar of Births, Deaths and Marriages Phone: 131 882

Planning & Communication
It is important that the GP and Specialist Palliative Care Service plan in advance for the tasks that need to be completed
after the patient’s death. At the case conference, an initial discussion regarding who will be available and responsible for
the assessment and declaration of life extinct, and for the completion of cause of death certificates, should occur and be
documented. Further discussion and confirmation of any plans may be required as the terminal phase approaches.
The GP and Specialist Palliative Care Service need to determine who is responsible for planning conversations with the
patient’s family and carer, and ensuring that they are aware of what to do if death occurs in the community setting.
If a patient is expected to die at home, the family and carers need clear instructions (written down if necessary) on what to
do when this happens, including (Palliative Care Expert Group, 2016, p. 362)
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•

How to recognise that the patient has died

•

Who to call after the death

•

The GP’s wishes in relation to being called out at h time of death (particularly if this occurs at night), or
alternative arrangements if GP is not available

•

That it is usually not necessary to call the police or an ambulance when an expected death occurs at home

•

The need to contact a funeral director.

Communication with ‘Shared Care’ team following death
It is the responsibility of either GP or Specialist Palliative Care Service (depending on who is notified first) to inform the
other members of the ‘shared care’ team that the patient has died.

Practical Matters
Practical matters for the GP to consider include (Palliative Care Expert Group, 2016, p. 385):
•

completing legal requirements

•

contacting the funeral director (often done by the family or carer)

•

offering to contact a minister of religion or funeral celebrant

•

contacting the Specialist Palliative Care and/or community nursing team; they can help with practical matters
including organising support for the family

•

communicating the death to relevant healthcare providers or health services (including the Specialist Palliative
Care Service).

Information for Family and Carers
The Department of Human Services provide information for family and carers on What to do following a death, including
practical matters, who to notify, funeral plans and government & community supports to help people adjust to life after
someone close to them has died. Visit www.humanservices.gov.au/customer/subjects/what-to-do-following-a-death for
further information.

7.4 Bereavement
Grief and bereavement are a natural part of the dying process and the experience for the patient, family members and the
health care team will be influenced by many factors. Whilst there are likely to be shared and commonalities of
experience, the course is unique to each individual. The health care team can play a vital role in reducing the impact of
bereavement on family members and carers. Counselling should be available to the patient throughout their end of life
care and to their family members and carers, as well as the health care team, before and after the patient’s death.9
Bereavement is known to have a significant impact on the health of surviving family members, and is associated with
increases in mortality. In the first months of bereavement, mortality appears to be mostly due to accidental and violent
deaths including suicide, alcohol related deaths, and an increase in deaths from ischaemic heart disease.31 Consequently
follow up of family members and carers early within the bereavement phase is an important component of
comprehensive palliative care and affords the opportunity to provide information/debriefing with respect to the death of
a loved one, in addition to screening for both physical and emotional /mental health and well-being.

Assessment of Bereavement Risk
Within the GP PSC Program, there are no prescribed tools for the participating GP to use when assessing patient and
carer bereavement risk. However, two commonly used assessment tools within specialist palliative care include the
Bereavement Risk Index (BRI) (see Appendix 10) and Bereavement Risk Assessment Tool (BRAT). The Bereavement Risk
Assessment Tool, or BRAT, is a psychosocial assessment tool used by care team members to communicate personal,
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interpersonal and situational factors that may place a caregiver or family member at greater risk for a significantly
negative bereavement experience. Further information on the BRAT is available on the Victoria Hospice website at
www.victoriahospice.org/health-professionals/clinical-tools.
Post-death screening and assessment using the BRI and/or BRAT distinguishes between three risk categories and targets
services at people who are most in need and where interventions are most effective. If the family member or carer has
been identified with moderate to severe risk factors, the GP should consider referring them for specialist bereavement
support in the community or the specialist palliative care bereavement team.
In a mental health emergency, contact the Mental Health Triage Service / Assessment and Crisis Intervention Service.
Available 24 hours, seven days a week. Phone: 13 14 65.

Bereavement Follow-up after Death
Bereavement follow-up for the patient’s family and carer can be initiated by the GP or a member of the Specialist
Palliative Care Service. The level of service will depend on the nature of the relationship between the deceased and
bereaved, in addition to their anticipated needs.
Considerations for GPs in following up with the bereaved and possible strategies are provided in the CareSearch GP HUB:
Bereavement available online at www.caresearch.com.au, and the ‘Grief, Loss and Bereavement’ section of the Therapeutic
Guidelines: Palliative Care. GPs may also phone the Specialist Palliative Care Service for advice at any time. The GP Mental
Health Treatment Items and programs including Better Access to Mental Health or Access to Allied Psychological Services
(ATAPS) are available to support the bereaved, where appropriate.
(a) If the bereaved person is a patient of the GP who also provided the care to the deceased, the GP should offer an
extended appointment to review the bereaved person’s overall health/mental health status and active medical
conditions. This interaction provides opportunity to discuss grief and bereavement generally in addition to any
issues of concern for the bereaved, assessment of their coping skills and the support networks available to the
carer.
(b) If the bereaved person is not a patient of the GP, then depending on the individual circumstances, it may be
appropriate for the GP to arrange for follow-up to occur with the bereaved person’s own GP.

Services & Support
Specialist Palliative Care Service – Bereavement Service
A person is eligible for a Specialist Palliative Care Bereavement Service if he/she:
•

is a family member or carer of a patient who was registered with a Specialist Palliative Care Service (SPCS) at the
time of death;

•

has been identified as being at significant risk of poor outcomes; and

•

understands and has consented to bereavement services.

A referral can be made by the general practitioner or directly by the individual family member/carer by contacting the
Specialist Palliative Care Service which was responsible for the care of the patient. (N.B It is recommended that persons
with known mental health disorders who are experiencing exacerbations or deterioration of a previously stable condition
be referred for further assessment and management to mental health services or specialist mental health providers).
On receipt of the referral, a member of the psychosocial team may complete a BRI or BRAT with the family member or
carer, if not previously completed by the GP. Further assessments to explore the complexity of grief may be conducted by
psychosocial team members if required. The level of bereavement support and urgency of response will correspond with
the need and risk identified through screening and assessment process.
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Community Support
Individuals who are not eligible for specialist palliative care bereavement services or who have indicated a preference for
other options may be able to access support from the following community groups and organisations •

Anglicare Grief and Loss Counselling – Anglicare offer a specialised loss and grief counselling service for
people of all ages who are bereaved or experiencing other types of loss. A fee for service applies with fees
structured to ensure everyone is able to access counselling support. Anglicare SA Loss & Grief services also offer
support groups and grief counselling for children and young people. Individuals can self-refer or they may be
referred by their doctor or someone in the community. Visit http://anglicaresa.com.au or phone: (08) 8131 3400

•

Compassionate Friends SA – Compassionate Friends SA offer friendship and understanding to families
following the death of a son or daughter, brother or sister, and support in the grief and trauma which follows the
death of a child at any age and from any cause. Services include Support Group Meetings held at various
locations in Adelaide, and Grief Telephone Support. Phone: (08) 8351 0344 or visit
www.compassionatefriendssa.org.au.

•

GriefLine Community and Family Services Inc, provides free, confidential telephone (or online) counselling
service to anyone in the community who is experiencing loss and grief. The volunteer counsellors are trained to
listen, care and support. People who want to access support can call between 12.00 noon and 3.00 a.m. seven
days a week, 365 day a year. Phone: 1300 845 745 or visit www.grieflink.asn.au.

•

Lifeline - The national charity providing all Australians experiencing a personal crisis with access to 24 hour crisis
support and suicide prevention services. Phone: 1800 800 768 or visit www.lifeline.org.au.

•

Solace – grief support for widows, widowers and partners provided by trained volunteers. Telephone and group
support available. Phone: 8272 4334 or visit www.solace.org.au.
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Appendices
Appendix 1: GP Resources and Further Reading
GP partners Australia
Further information and resources to support GPs participating in the GP Palliative Shared Care program are available on
the GP partners Australia website at www.gppaustralia.org.au/psc.

Therapeutic Guidelines: Palliative Care
The Therapeutic Guidelines: Palliative Care provide concise information about common palliative care problems
encountered by healthcare workers involved in the care of patients with a life-limiting illness. Further information on the
Therapeutic Guidelines is available at www.tg.org.au.

CareSearch – Palliative Care Knowledge Network
CareSearch acknowledges GPs’ contribution to ensuring quality care at the end of life for all by linking them to palliative
care tools, information, and resources in a GP Hub available at www.caresearch.com.au. The CareSearch GP
Hub consolidates evidence and facilitates access to practical resources and Australian guidance.

Palliative Care South Australia
Palliative Care South Australia is the peak body for palliative care in South Australia. For information, resources and details
of education & training opportunities, including Program of Experience in the Palliative Approach (PEPA), visit the
Palliative Care South Australia website at www.pallcare.asn.au.

Decision Assist
The Decision Assist project aims to enhance the provision of palliative care and advance care planning services to the
aged nationally. The project includes the provision of clinical guidelines and resources, including a PalliAGED
Smartphone App for GPs to enable quick access to clinical guidelines and medication advice. For further information visit
www.caresearch.com.au/caresearch/tabid/2583/Default.aspx.

Residential Aged Care Palliative Approach (PA) Toolkit
The Palliative Approach Toolkit includes a set of resources which, when used in combination, are designed to assist
residential aged care providers to implement a comprehensive and evidence-based approach to care for residents,
available at www.caresearch.com.au, including a Guide to the pharmacological management of end of life (terminal)
symptoms in residential aged care residents – A resource for GPs.

Advance Care Directives
The Advance Care Directive website at www.advancecaredirectives.sa.gov.au, provides information for health
professionals and the public. An Advance Care Directive form is available to download and/or ordered, an online version
of the form can be completed and a Do-It-Yourself Kit including step-by-step guide is available on the website.

Centre for Palliative Care
The Centre for Palliative Care is part of St. Vincent’s Hospital Melbourne and is a Collaborative Centre of The University of
Melbourne. The website at www.centreforpallcare.org provides clinical practice guidelines including Psychosocial and
Bereavement Support of Family Caregivers of Palliative Care Patients, Family Meetings in Palliative Care.

Australian & New Zealand Society of Palliative Medicine (ANZSPM)
ANZSPM) is a specialty medical society that facilitates professional development and support for its members and
promotes the practice of palliative medicine. Visit www.anzspm.org.au.
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Appendix 2: Metropolitan Adult Specialist Palliative Care Services
SA Health recognises specialist palliative care as a specialised health field which aims to meet the needs of people with a
life limiting illness, drawing upon multidisciplinary practice across a range of health care settings; hospitals, hospices,
outpatient clinics and community settings (e.g. home or residential aged care facilities).
Within metropolitan Adelaide, there are three regionalised, adult specialist palliative care services:
•

Northern Adelaide Palliative Service (based at Modbury Hospital)

•

Central Adelaide Palliative Care Service (based at The Queen Elizabeth Hospital)

•

Southern Adelaide Palliative Services (based at Repatriation General Hospital)

For an illustrative guide to the service delivery areas covered by each of these services, refer to the Adelaide Metropolitan
Hospital and Local health Network map.

Specialist Palliative Care Services & Support
Eligibility Criteria

Specialist palliative care teams work in a consultative way with general practitioners and other
health care providers, when symptoms and/or concerns exceed the capacity, resources,
knowledge or skills of the treating health professional/s.
A person is eligible for referral to a specialist palliative care services if:
a) he or she have a progressive, life limiting illness
b) his or her, or his or her decision maker, is aware of, understands and has agreed to a
palliative care referral; and
c) the primary goals of patient care are to control symptoms, maximise function,
maintain quality of life and provide comfort.

Team Members

The composition of specialist palliative care teams differs across the three metropolitan sites,
and is dependent on local resourcing and demographic needs. Individual teams may
comprise of:
• Administration staff
• Allied health
• Bereavement counsellors
• Carer network facilitator (supports family carers)
• Complementary care staff (e.g. massage therapist, music therapist)
• Palliative Medicine Specialists and registrars
• Nurse practitioners
• Nurses (clinical practice consultants and/or clinical nurses)
• Pastoral care services
• Pharmacists
• Psychiatrists and psychologists
• Social workers and
• Volunteer coordinator & volunteers
SPCS support education and training of health professionals through clinical placements, and
regularly have students as members of the multidisciplinary team.

Specialist Skills &
Knowledge

Palliative care clinicians build on a base of generalist skills and knowledge, to develop
specialised expertise in providing care for patients with a life-limiting illness. Specialist
palliative care clinicians:
•
have knowledge of disease progression, and the anticipated interventions required
during the dying process
•
have high level communication skills which include the ability to engage in:
> advocacy for patient wishes including dignity, autonomy, quality of life and
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•
•
•
•
•

cultural and spiritual preferences, in line with legal documentation
> collaborative practice
> complex supportive care
> conflict resolution including aggression management
> deliver sensitive information and break bad news
> therapeutic relationships
can identify and respond to psychosocial distress, including bereavement needs
can engage in contemplative, yet timely decision making
have trans-disciplinary skills, with an awareness of when to refer to other members of
the multidisciplinary team
have an awareness and understanding of different cultural death practices
have a personal resilience to death and awareness of self-care strategies

Individual team members may also have specialised skills and knowledge, recognised by an
accrediting body.
Supports & Services

For people with a life limiting illness who are being supported within the community (home
or residential aged care facility), Specialist Palliative Care Services provide:
• specialist multi-disciplinary assessment
• care planning, including referral to and coordination of other additional services and
equipment
• support to document end of life values and wishes
• treatment of complex symptoms
• psychosocial support
• pre and post bereavement support

Approaches to
Service Delivery

Specialist palliative care clinicians provide services using the following four approaches:
•

•

•

•

Service Hours

Advice and support is provided to the treating health professional, based on patient
information relayed to the specialist palliative care clinician. Clinical decision making
remains the responsibility of the treating health professional.
Consult liaison is provided to the patient through direct face-to-face contact, with or
without the treating health professional present. Outcomes of the assessment and
recommendations are discussed with the treating health professional. Clinical
decision making remains the responsibility of treating health professional requesting
the consultation.
Note: the specialist palliative care clinician may recommend a follow-up consult to
review the treatment plan.
Care coordination is provided by a designated specialist palliative care clinician. It
involves facilitating the appropriate delivery of health care services, sharing of
information and ensuring referrals and supports are in place. Clinical decision making
is shared and agreed between key persons involved in the patient’s care.
Specialist led care is provided when the patient is admitted as an inpatient under the
care of a Palliative Medicine Specialist. Clinical decision making is the direct
responsibility of the SPCS.

SPCS office hours vary across the metropolitan sites, and can range between 8am to 5pm,
Monday to Friday. Specialist palliative care clinicians are routinely available between 9am to
4pm, Monday to Friday. Note: All new referrals are triaged within office hours.
Out-of-hours services, including telephone support and SA Ambulance Service support, are
described under ‘After Hours Care’ in Section 4.3: Shared Care Arrangement of this
Framework.
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Service Delivery Areas

39

Specialist Palliative Care Service Referral Form
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Appendix 3: The Broader Palliative Care Team
Palliative Care Team Members in addition to GPs and Specialist Palliative Care
Other Medical
Specialists

The palliative team may include specialists in other fields for expert advice and management
of patients with specific needs in these areas e.g. surgeons, oncologists, radiotherapists.32

Community Nurses

Nursing is a vital component of palliative care of patients living in the community. The
nursing needs of palliative care patients range from basic hands-on care to complex and
specialist problem solving. Any nurse may be required to provide palliative care on
occasion. Specialist palliative care nurses and nurse practitioners are vital to the successful
care of patients with complex problems, and in some settings may be the key healthcare
providers. (Palliative Care Expert Group, 2016)

Social Workers

Social workers help to organise a wide variety of practical supports, from arranging
accommodation and social security benefits to facilitating legal matters such as making a
will. Their role frequently merges in to practical counselling. (Palliative Care Expert Group,
2016)

Counsellor or
Psychologist

Counsellors may support patients to address complex life issues, such as managing conflict
between a patient snd their family, between family members, or between a patient, family
and care providers. Counsellors also follow up bereaved families and carers after the patient
has died. (Palliative Care Expert Group, 2016)

Pastoral Carer

The role of pastoral care staff is often not religious and involves providing help to patients
dealing with issues such as inner conflict, the search for meaning and unresolved spiritual or
religious issues. (Palliative Care Expert Group, 2016)

Allied Health

A range of allied health providers provide essential skills that can be directed to help with
the wide range of problems that can arise for patients and to optimise function, particularly
for home based care. Providers include physiotherapists, occupational therapists, speech
pathologists, dietitians, psychologists.

Community Pharmacy
/ Pharmacist

Timely access to medicines within the community is important for palliative patients where
their preferred place of care is the home environment. ‘Health practitioners should identify
the patient’s usual community pharmacy and involve the pharmacist in discussions about
care planning related to medicines for community-based palliative patients in advance.’33
Pharmacists can also contribute expertise in the therapeutic use of medications, particularly
as many palliative care patients have complex medication regimens with increased risk for
drug-related problems.34

Volunteers

Volunteers often expand the range of services that can be offered to the patient and can
give support to the family in the form of time and a helpful presence. They carry out a range
of activities such as helping directly with care, transport, giving carers a break, minding
children, doing basic jobs around the house, or providing companionship. Volunteers can
usually be accessed through local palliative care services, community nursing services,
church and community groups.35

Community Groups

Palliative Care South Australia and organisations devoted to specific diseases (eg cystic
fibrosis, motor neurone disease) offer support to their members and/or to disadvantaged
members to the community. A list of support groups and disease-based organisation, is
available on the CareSearch website at www.caresearch.com.au.
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Appendix 4: GP Registration Form
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Appendix 5: GP/ Referrer Faxback Form
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Appendix 6: Palliative Care Assessment Tools
Palliative Care Phase
The palliative care phase identifies a clinically meaningful period in a patient’s condition. The palliative care phase is
determined by a holistic clinical assessment which considers the needs of the patient, their family and carers. There are
five phases in the palliative care phase assessment: Stable, Unstable, Deteriorating, Terminal, Bereaved (post death
support). The phases provide a framework for referrals, triage and care planning as well as communication between
teams. Phases are based on the principles that in palliative care, the focus is on patient needs, goals and priorities rather
than the disease, the patient and their carers are the unit of care and that palliative care patients have episodes of care
that include acute exacerbations. To document the phase - use the phase definitions and the algorithm. The PCOC
recommend it is assessed routinely and whenever there is a change in the patient’s needs or a change in the family or
carer needs impacting on the patient’s care. Note: Palliative Care Phases are not sequential. A patient can move back
and forth between phases.

Palliative Care Phase
1. Stable
All patients not classified as unstable, deteriorating, or terminal.
• The person’s symptoms are adequately controlled by established management. Further investigations to
maintain symptom control and quality of life have been planned.
• The situation of the family/carer is relatively stable and no new issues are apparent. Any needs are met by
the established plan of care.
2. Unstable
•
•

The person experiences the development of a new problem, or a rapid increase in the severity of existing
problems, either of which requires an urgent change in management, or emergency treatment.
The family/carers experience a sudden change in their situation requiring urgent intervention by member of
the multidisciplinary team.

3. Deteriorating
•

•

The person experiences a gradual worsening of existing symptoms or the development of new but expected
problems. These require the application of specific plans of care and regular review but not urgent or
emergency treatment.
The family/carers experience gradually worsening distress and other difficulties, including social and
practical difficulties, as a result of the illness of the person. This requires a planned support program and
counselling as necessary.

4. Terminal
Death is likely in a matter of days and no acute intervention is planned or required.
• The typical features of a person in this phase may include the following:
– profoundly weak
– essentially bed-bound
– drowsy for extended periods
– disorientated for time and has a severely limited attention span
– increasingly disinterested in food and drink
– finding it difficult to swallow medication.
• This requires the use of frequent, usually daily, interventions aimed at physical, emotional and spiritual
issues.
• The family/carers recognise that death is imminent and care is focused on emotional and spiritual issues as a
prelude to bereavement.
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5. Bereaved
Death of the patient has occurred and the carers are grieving. A planned bereavement support program is available
including counselling as necessary.

Australia-modified Karnofsky Performance Status (AKPS)
The Australia-modified Karnofsky Performance Status (AKPS) Scale is a measure of the patient’s performance across the
dimensions of activity, work and self-care. It is a single score between 10 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. A score of 100 signifies
normal physical abilities with no evidence of disease. Decreasing numbers indicate a reduced performance status. To
assess AKPS – use the AKPS definitions to determine the rating. The PCOC recommend assessing regularly e.g at each
contact (phone or in-person) and whenever there is a phase change.

AKPS Assessment Criteria

Score

Normal; no complaints; no evidence of disease

100

Able to carry on normal activity; minor sign of symptoms of disease

90

Normal activity with effort; some signs or symptoms of disease

80

Cares for self; unable to carry on normal activity or to do active work

70

Able to care for most needs; but requires occasional assistance

60

Considerable assistance and frequent medical care required

50

In bed more than 50% of the time

40

Almost completely bedfast

30

Totally bedfast and requiring extensive nursing care by professionals and/or family

20

Comatose or barely rousable

10

Dead

0

Palliative Care Problem Severity Score (PCPSS)
The PCPSS is clinician rated and provides an assessment of a patient’s symptoms. The PCPSS facilitates the global
assessment of four palliative care domains: pain, psychological/spiritual, other symptoms, and family/carer. It is an
assessment of the overall severity of the problems. The family/carer domain measures the overall severity of problems
relating to family or carer associated with the illness of the patient e.g. cultural, financial, denial, legal, conflict,
accommodation, unrealistic goals, fatigue. Each domain is rated on a 4 point scale measuring the severity of the
symptoms. Scores are used as triggers for referral, intervention or further assessment. PCPSS should be assessed routinely
via telephone or in-person.

PCPSS Domains

PCPSS Scores

Pain

0 Absent

Other symptoms

1 Mild

Psychological/spiritual

2 Moderate

Family/carer

3 Severe

Resource Utilisation Groups – Activities of Daily Living (RUG-ADL)
The RUG-ADL consists of four items (bed mobility, toileting, transfers and eating) and assesses the level of functional
dependence, based on what a person actually does, rather than what they are capable of doing. This is best achieved by
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asking “Do you…?” rather than “Can you…?” The RUG-ADL describes the level of functional dependence. It is a four-item
scale measuring motor function with activities of bed mobility, toileting, transfer and eating. There is no score of “2” for
bed mobility, toileting and transfers. For bed mobility, toileting and transfers the change from independent/supervision to
limited assistance was found to equate to a three-fold increase in resources. For eating, the same change equated to a
twofold increase in use of resources.

Item
BED MOBILITY

Score

Definition

Ability to move in bed after the transfer into bed has been completed.

Independent or
supervision only

1

Able to readjust position in bed, and perform own pressure area relief, through
spontaneous movement around bed or with prompting from carer. No hands-on
assistance required. May be independent with the use of a device.

Limited physical
assistance

3

Able to readjust position in bed, and perform own pressure area relief, with the
assistance of one person.

Other than two
persons physical
assist

4

Requires the use of a hoist or other assistive device to readjust position in bed and
provide pressure relief. Still requires the assistance of one person for task.

Two or more
persons physical
assist

5

Requires two or more assistants to readjust position in bed, and perform pressure
area relief.

TOILETING

Includes mobilising to the toilet, adjustment of clothing before and after toileting and
maintaining perineal hygiene without the incidence of incontinence or soiling of clothes. If level
of assistance differs between voiding and bowel movement, record the lower performance.

Independent or
supervision only

1

Able to mobilise to toilet, adjusts clothing, cleans self, has no incontinence or soiling
of clothing. All tasks are performed independently or with prompting from carer. No
hands-on assistance required. May be independent with the use of a device.

Limited physical
assistance

3

Requires hands-on assistance of one person for one or more of the tasks.

Other than two
persons physical
assist

4

Requires the use of a catheter/uridome/urinal and/or colostomy/bedpan/commode
chair and/or insertion of enema/ suppository. Requires assistance of one person for
management of the device.

Two or more
persons physical
assist

5

Requires two or more assistants to perform any step of the task.

TRANSFER

Includes the transfer in and out of bed, bed to chair, in and out of shower/tub. Record the lowest
performance of the day/night.

Independent or
supervision only

1

Able to perform all transfers independently or with prompting of carer. No hands-on
assistance required. May be independent with the use of a device.

Limited physical
assistance

3

Requires hands-on assistance of one person to perform any transfer of the day/night.

Other than two
persons physical
assist

4

Requires use of a device for any of the transfers performed in the day/night. Requires
only one person plus a device to perform the task.

Two or more
persons physical
assist

5

Requires 2 or more assistants to perform any transfer of the day/night.

EATING

Includes the tasks of cutting food, bringing food to mouth and chewing and swallowing food.
Does not include preparation of the meal.

Independent or
supervision only

1

Able to cut, chew and swallow food, independently or with supervision, once meal has
been presented in the customary fashion. No hands-on assistance required. If
individual relies on parenteral or gastrostomy feeding that he/she administers
him/herself then Score 1

Limited
assistance

2

Requires hands on assistance of one person to set up or assist in bringing food to the
mouth and/or requires food to be modified (soft or staged diet).
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Extensive
assistance/total
dependence/
tube fed

3

Person needs to be fed meal by assistant, or the individual does not eat or drink full
meals by mouth but relies on parenteral/gastrostomy feeding and does not
administer feeds by him/herself.

Symptom Assessment Scale (SAS) – For Patients (or proxy) to Complete
The Symptom Assessment Scale (SAS) is patient rated and describes the patient’s level of distress relating to individual
physical symptoms. It can assist in identifying the effectiveness of clinical interventions, measuring changes,
improvements or deterioration, and identifying patient priorities and tracking symptoms. The symptoms and problems in
the scale are the seven most common experienced by palliative patients; difficulty sleeping, appetite problems, nausea,
bowel problems, breathing problems, fatigue and pain.
To use the SAS – utilise the SAS brochure and/or SAS patient form for the patient or proxy to rate symptom distress on a
scale of 0-10. Symptoms that are not present are given a rating of ‘0’. Symptoms that are present are rated on a scale of 1
to 10. Additional symptoms (e.g. multiple pain sites, vomiting, cough) may be added in the blank spaces on the form and
assessed in the same way. Highly rated or problematic symptoms may trigger other assessments.
The following SAS form, available in English and seven different languages, is available at www.pcoc.org.au.
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Further Information
Further information on the following palliative care assessment tools is available on the University of Wollongong’s
Palliative Care Outcomes Collaborative website at www.pcoc.org.au.

Appendix 7: General Practitioner MBS Items
After Hours and Home Visits
Brief
(Level A)

Standard
< 20 minutes
(Level B)

Long 20-40
minutes
(Level C)

Prolonged
≥ 40 minutes
(Level D)

Consulting Rooms

3

23

36

44

Residential Aged Care Facility (RACF)

30

35

43

51

Place other than Consulting Rooms or RACF

4

24

37

47

Brief
(Level A)

Standard
< 20 minutes
(Level B)

Long 20-40
minutes
(Level C)

Prolonged
≥ 40 minutes
(Level D)

Professional Attendance

After Hours Attendance (Non-Urgent)
Consulting
Rooms

Monday-Friday: before 8am or after 8pm
Saturday: before 8am or after 1pm
Sunday or public holiday: 24 hours

5000

5020

5040

5060

Residential Aged
Care Facility

Monday-Friday: before 8am or after 6pm
Saturday: before 8am or after 12pm
Sunday or public holiday: 24 hours

5010

5028

5049

5067

Place other than
Consulting
Rooms, RACF
or Hospital

Monday-Friday: before 8am or after 6pm
Saturday: before 8am or after 12pm
Sunday or public holiday: 24 hours

5003

5023

5043

5063

After Hours Attendance - Urgent

Item

Sociable
Hours

Monday to Friday: 7am–8am and 6pm–11pm
Saturday: 7am–8am and 12noon–11pm
Sunday and/or public holiday: between 7am-11pm

597

Unsociable
Hours

11pm-7am on any day

599

Multidisciplinary Case Conference
Organise, Coordinate
& Participate

Participate

At least 15 minutes and less than 20 minutes

735

747

At least 20 minutes and less than 40 minutes

739

750

At least 40 minutes

743

758

Duration of the Service

Care Planning
Patient Location

Service

Item No
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Preparation of a GP Management Plan (GPMP)

721

Coordination of Team Care Arrangements (TCAs)

723

Review of a GPMP or TCAs

732

Patient living in a Residential Aged Care
Facility

Contribution to a Multidisciplinary Care Plan (or
to a review of a multidisciplinary care plan) for a
resident in an aged care facility

731

Patient being discharged into the
community from a hospital or hospice

Contribution to a Multidisciplinary Care Plan (or
to a review of a multidisciplinary care plan)
prepared by another provider

729

Patient in the community (excluding
Residential Aged Care)
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Appendix 8: Needs Assessment Tool: Progressive Disease (NAT:PD)
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Appendix 9:

53

54

55

56

57

58
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Appendix 10: Resuscitation Alert 7 Step Pathway
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Appendix 11: GP Checklist – Planning for an expected home death
The following information, and further resources, are available as a part of the PalliAGED Smartphone App and website,
available at http://apps.caresearch.com.au/Dying-at-home.

Considerations for End of Life (Terminal Phase) Care at Home
Areas

Issues to Consider

Clarifying Patient
and Carer
Expectations

•
•

These points look at
preferences and the
availability of
support.

•

•

Assess the Home
Situation

•

This helps to assess
the practicalities of
care at home.
•

•
•

•

Plan for Symptom
Management

•
•

Has the patient indicated that they want to stay at home to die?
Do those who live with the patient know about and share that wish?
> Confirm that the plan has been discussed with the family
> Consider young children and others with care needs in the household
Are there enough people to share the care?
> Consider their practical, hands on availability for round the clock care
> Encourage a roster, with time out
> It is possible to determine the patient’s prognosis, in order to help the
family plan ahead and marshal their resources?
e.g. is care likely to be needed or hours, days or for a week.
What is the back-up plan if either the patient or the family find it difficult?
> Clarify and document the plan and ensure that it is realistic, and understood
by all involved
> Consider whether there are specific services that can support families caring
for someone who is dying at home
e.g. night nursing services or volunteers (the Specialist Palliative Care Service
can advise on this)
> Provide a letter (or Ambulance Plan) describing the palliative goals of care in
case of a triple zero call, clearly stating that the patient is dying and that
cardiopulmonary resuscitation is not appropriate.
Will the patient be able to be cared for safely and comfortably in the home?
> Refer to home nursing or palliative care nursing services, and ask them to teach
the family about how to provide care safely
> Confirm how much nursing support is available. Specifically, how many visits
can the patient have?
> Assess complex nursing needs that will be difficult to manage at home
e.g. difficult wounds, fistulas, spinal analgesia etc
Consider equipment that may be needed to nurse a bed-bound patient
e.g. a hospital bed, mobility aids, commodes, and other personal care equipment
(wheelchair, pressure mattresses etc)
> Specialist Palliative Care may arrange an occupational therapist (OT) and/or
physiotherapy assessment to advise on and organise equipment.
Discuss the option of an in-dwelling catheter to reduce the burden on both patient and
family in the terminal phase.
Encourage the family to think about nay practical rearrangements that might make caring
easier or safer, for example:
> Moving a patient’s bed to a different room, or
> Relocating the patient and carers to a different family member’s home
(remembering however that move into a different area my disrupt their
eligibility for services, so plan ahead with this)
Organise who will provide the “life extinct” form and “death certificate”.
Review long-term medications – cease any that no longer contribute to the patient’s
comfort
Consider anticipatory prescribing
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Prompts planning for
symptoms and
changing
circumstances.

Discuss with the family how the patient’s symptoms will be reviewed and managed:
> Consider whether home nurses will report to the GP
> Explain how often GP visits will occur
> Describe what the palliative care service will do
> Arrange prescriptions in advance and check availability with usual pharmacy
> Plan for predictable, common symptoms that occur at the end-of-life, which
may include:
– Shortness of breath
– Anxiety
– Nausea
– Excessive secretions
– Delirium; or
– Pain
• Ensure PRN medicines are available in the house for when they are needed. This is best
done well in advance as deterioration can be unpredictable.
> Subcutaneous medicines are preferred to ensure continuing symptom control,
using with bolus medicines via:
– subcutaneous butterfly needle, or
– a syringe driver with a 24 hour infusion, or
– a combination of these
Remember – dying patients cannot take oral medicines
> Arrange for family member to be taught how to give breakthrough doses by
the palliative or home nurses
> Check that medicines are available at a community pharmacy, and that the
carers have an adequate supply to get through after hours and weekends in
particular
• Consider whether a plan is needed for high risk problems such as:
> Bleeding risk
> Bowel or airway obstruction
• If care needs are complex, or a high risk of bleeding or airway obstruction exists, seek
early advice from a palliative care specialist.
•

For further advice visit the CareSearch GP HUB: ‘Guidance on managing end-of-life symptoms’ at
www.caresearch.com.au.

Information
Families Need
Highlights what
information the
families will need
while caring and after
death.

Are the carers fully prepared for the fact that the patient will be dependent and bed
bound?
• Dot he carers need information about eating and drinking in the palliative care situation?
For instance:
> That the loss of appetite is a common and predictable feature of advanced
disease?
> That swallowing deteriorates with the approach of the terminal phase?
> Do they need ideas about what, and how much, to offer the patient to eat and
drink, and how to do this safely?
• Do the carers need information about physical changes that occur as the patient is
dying? For example:
> Changes in breathing patterns, including the possibility of terminal secretions
(“death rattle”)
> Changes in skin colour and temperature
> Changes in level of consciousness, including the possibility of terminal delirium.
• Ensure that the family has access to 24 hour phone advice about symptoms or changes in
the patient’s condition, and that everyone providing care knows who to contact.
• Do the carers need information about what to do after the patient dies? For example:
> Encourage them to think about choosing a funeral director
> Reassure them that there is no urgency to ring anyone after the patient dies
> Ensure that they know which doctor has agreed to certify death, and the
arrangements for contacting them.

•
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Appendix 12: Prescribing Guidelines
Prescribing Guidelines for the Pharmacological Management of Symptoms for Adults
in the Last Days of Life
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Appendix 13: Medication Cessation for Adults in the Last Days of
Life
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Appendix 14: BRI and BRAT
Modified Bereavement Risk Index24
The modified BRI below is available as a type-able PDF in the Residential Aged Care Palliative Approach Toolkit, at
www.caresearch.com.au/caresearch/tabid/3579/Default.aspx.
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