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Additional funding- VAD

▪ $34m given by government to improve rural palliative care services over 
next 4 years

▪ 4 Pillars of improved care

▪ 1st pillar- improved rural access to palliative medicine specialists

▪ 2nd pillar- Increased equity of access to community based palliative care 
nursing via increased clinical nursing FTE, social work and aboriginal 
health workers, equipment, ACAT access and HACC services and 
development role for palliative care medical officers

▪ 3rd pillar- Innovation of access e.g. telehealth.  Plans for a senior nurse 
lead telehealth clinic which is patient accessible.  1300 number 
continues for staff.  Command centre approach

▪ 4th pillar- Improved governance.  A Prof Kirsten Auret and palliative care 
nurse practitioner



Palliative Care Outreach

▪ Out of hours access to palliative care specialist for doctors:
▪ 1300 558655



Current Model



New Model

0.2 FTE EOIs for 
palliative care specialists

Established palliative 
care specialist clinics,
Kimberly- Kevin Yuen
Midwest- Ranbir Dhillon
Goldfields- Anil Tandon
Great Southern- Kirsten 
Auret

Medical officer positions 
planned for Broome and 
Kununurra,
Pilbara, Goldfields and 
Great Southern

Jan Stiberc regional 
palliative care co-
ordinator in Kimberly for 
6 months

Pilbara- Outreach service 
similar to MPaCS

Midwest- Community 
palliative care nurse 
team and nurse co-
ordinator

Goldfields- New regional 
nurse co-ordinator

Great Southern-
community palliative 
care nursing but only in 
Albany



WHO Definition

▪ “Palliative care is 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:…

▪ 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.”



Bow-tie Model- Dr Pippa Hawley



Identifying patients 
with palliative care 

needs

▪ https://www.goldstandard
sframework.org.uk/cd-
content/uploads/files/Gen
eral%20Files/Prognostic%
20Indicator%20Guidance
%20October%202011.pdf



What do people die of?



Gold Standards 
Framework

• Barwon Health, Victoria used GSF framework to 
identify patients with life limiting conditions, 27.3% of 
their 626 in-patients reviewed met at least one GSF 
criteria.

• Limitations of treatment, finding this documented in 
just 30.5%.

• Patients meeting GSF criteria were also followed up for 
one, three- and five- years, showing 9.9% mortality at 
one year, 50.3% at three years and 70.2% at five years.

• Conclusion: GSF criteria assist in identifying patients 
with palliative care needs and a limited prognosis, 
however the rates of treatment limitation 
documentation suggested a large proportion of these 
patients are not recognised and, as such, may have 
unmet care needs.

GSF Framework

Dementia – no consistent meaningful conversation or needs assistance with ADL

General neurological diseases – progressive deterioration on max therapy; severe symptoms; 
Aspiration / sepsis / dyspnoea; Speech problems; Post CVA: minimal conscious state or dense 
hemiparesis

Congestive cardiac failure - NYHA stage III / IV or recent deterioration; on max therapy; >75yrs old

Renal failure - stage 5 CKD; long term dialysis or not for dialysis; eGFR <15mL/min; severe 
symptoms

Frailty – Clinical Frailty Score 6-9 (see below)

6 Moderately Frail People need help with all outside activities and with keeping house. Inside, they 
often have problems with stairs and need help with bathing and might need minimal assistance 
(cuing, standby) with dressing.

7 Severely Frail Completely dependent for personal care, from whatever cause (physical or 
cognitive). Even so, they seem stable and not at high risk of dying (within ~ 6 months).

8 Very Severely Frail Completely dependent, approaching the end of life. Typically, they cannot 
recover even from a minor illness.

9 Terminally Ill Approaching the end of life. This category applies to people with a life expectancy < 
6 months, who are not otherwise evidently frail.

COPD – on max therapy; disease severe (e.g. FEV1

Cancer – metastatic or not amenable to treatment; ECOG >2; persistent / severe symptoms



Advanced Care Planning

Type of ACP

▪ Advanced Care Plan

▪ Advanced Health Directive

▪ Enduring Power of Guardianship

▪ Enduring Power of Attorney

▪ Will

Resources

▪ http://www.health.wa.gov.au/do
creg/education/population/HP1
1536_advance_health_directive_
form.pdf

▪ https://www.publicadvocate.wa.g
ov.au/_files/epg_kit.pdf

▪ https://dyingtotalk.org.au/



Resources

▪ https://palliativecareeducation.c
om.au/course/view.php?id=19



Common law AHD



Why is it important?  Concepts

▪ Shared-decision making, where doctor and patient mutually decide on a treatment plan, has grown out of 
the practice of informed consent and is increasingly becoming the standard of care in formation of health 
policy.

▪ Patient-centred care, a concept that aims to encompass patients’ values, beliefs and autonomy as well as 
open communication.  The phrase “nothing about me without me” typifies patient-centred care.  A patient-
centred approach to care is an expectation of the Australian Safety and Quality Framework for Health Care 
and underpins the National Safety and Quality Health Service Standard 2: Partnering with Consumers.

▪ Paternalism is the antithesis of patient-centred care, where “doctor knows best”.  Paternalism has been 
criticised for failing to address patient autonomy and respect the right to self-determination.  

▪ Futility is defined as a treatment where physician experience and reasoning suggest that success is 
improbable.
▪ The survival to discharge rate in hospital patients undergoing CPR is in the region of 15-18%, however, this falls to 6-8% in 

patients with hepatic insufficiency, haematological malignancy, metastatic cancer or sepsis and 2.3% in patients with 
advanced cancer and poor functional capacity.

▪ What constitutes a futile treatment is subjective.  Studies have sought to address this subjectivity by using qualitative 
outcome data to determine futility, though have been criticised for lack of statistical confidence due to small study sizes and 
lack of explicit criteria of futility.  

▪ Additionally, there is no legally agreed definition of futility and so withholding a treatment or procedure, on the grounds that it 
is considered futile, is open to legal contest.  Consequently, there are no validated tools available for determining futility of 
CPR.



Why is it important

▪ ‘Early discussions about goals-of-care are associated with better 
quality of life, reduced use of nonbeneficial medical care near 
death, enhanced goal-consistent care, positive family outcomes, 
and reduced costs’
▪ Bernacki RE, Block SD, American College of Physicians High Value 

Care Task Force. Communication about serious illness care goals: a 
review and synthesis of best practices. JAMA Intern Med 2014; 174: 
1994–2003.



Goals of Patient Care

▪ Influenced by the POLST, Goals of Patient Care (GOPC) was devised in 
Australia to address limitations of DNAR forms and improve patient 
centred care.

▪ Can be considered in two parts, first a goal setting conversation between 
medical professional and patient and or their ‘person responsible’, usually 
a family member or friend, and second, documentation of the decision 
making on a specially designed form.  GOPC has been endorsed by the 
Department of Health Western Australia and is currently being 
implemented in urban and rural, public and private hospitals throughout 
the state.





Murdoch study

▪ 44 patients of 344 discharged from TF during the audit period, 
(13%) had a GOPC form completed.  Optimal comfort care was 
chosen as the goal of care in the majority of cases (30/44, 68%).  
The summary of discussion section was complete in 22 (50%) and 
partially complete in 21 (48%).

▪ 34 (77%) patients with GOPC forms met futility criteria for CPR, 
predominantly due to advanced malignancy refractory to 
treatment.  All 44 patients had documented goals consistent with 
a not for CPR decision.



Subiaco study

▪ GOC patients had a higher uptake of ACP documentation (346 vs 
150 ACP forms per 1000 admissions) and a higher proportion of 
ACP forms completed within the first 48 h of admission (58 vs 
39%) but a higher incidence of altering the initial ACP level of care.

▪ GOC documentation was often incomplete, with most subsections 
left blank between 74 and 87% of occasions.

▪ Conclusion: Despite an increased uptake of the GOC form, overall 
use remained low, written completion was poor, and most 
quantitative outcomes remained statistically unchanged. Further 
research is required before a wider GOC implementation can be 
supported in Australia’s healthcare systems.



Talking about Death and Dying

Barriers to talking about death and 
dying
▪ Still taboo

▪ Facing our own mortality as well as that of 
loved ones

▪ A sense that we are not just another animal

▪ Aging population and more death and dying in 
hospital (70% Australia wide)

▪ Death less visible

▪ Euphemistic language

▪ Communication techniques
▪ Ask-tell-ask
▪ NURSE



Video



Limitations/Discussion points for Emergency

▪ Assumption that every patient attending hospital wants to discuss 
treatment goals/advanced care planning

▪ Is it even useful to have the discussion in ED

▪ Do we make it mandatory for all patients or only for those with life 
limiting diagnoses

▪ Takes more time to have these discussions than NFR tick box 
forms

▪ Should there be a difference in approach in public and private 
hospitals

▪ Assuming these forms are useful, how can we improve uptake



Summary

▪ Palliative care is for life threatening illnesses and not restricted to 
dying/last few days or weeks of life

▪ Bow-tie model incorporates transition between life prolonging 
interventions as well as improving quality of life

▪ We can identify patients with a palliative care need by using the 
Gold Standards Framework

▪ Advanced care planning options

▪ Goals of patient care importance, evidence and how to conduct 
GOPC discussion


