
 

212 Clarendon Street  |  East Melbourne  |  Victoria  |  3002  |  +61 (0) 3 9419 0006 

aspexconsulting.com.au 

 

 

 
The Australian Government Department of Health 

Analysis of proposed MBS Items for 
Palliative Medicine 

Final Report 

 

 

11 March 2014 



© Com

 

ISBN 

ISSN (

Public

 

Intern

© Com

This w
in una
within 
comm
reprod
copyri
part of
permis
rights 
GPO B

Electro
Interne

Enquir

This re
(MSAC
to prov
medic
This a
fundin

MSAC
MSAC

This re
Depar
 

mmonwealth

(Online) 

(Online) 

cation appro

net sites: http

mmonwealth 

work is copyr
altered form f

your organis
mercial purpos
duction. Apar
ght notice, a
f this work in
ssion from th
are to be se
Box 9848, C

onic copies o
et site at http

ries about th

eport is a con
C) to inform 
vide advice t
al technolog

advice will he
g under Med

C’s advice d
C evaluation

eport was pr
rtment of Hea

h of Austral

oval numbe

p://www.msa

of Australia 

ight. You ma
for your own 
sation, but on
se and retain
rt from rights

all other rights
n any way (el
he Commonw
nt to the Onl
anberra ACT

of the report 
p://www.msa

e content of 

ntracted tech
its deliberatio
to the Ministe
ies and proc

elp to inform g
dicare. 

oes not nec
n. 

epared for M
alth on beha

A

ia 2014 

978-

1443

r:  1078

ac.gov.au (ho

2014 

ay download,
personal use

nly if you or y
n this copyrig
s to use as pe
s are reserve
ectronic or o

wealth to do 
ine, Services

T 2601, or via

can be obtai
c.gov.au (ho

the report sh

hnical report 
ons.  MSAC
er for Health 
cedures in ter
government 

cessarily ref

MSAC by Asp
lf of MSAC. 

 

The Aus
Analysis of pr

-1-74186-13

3-7139  

81 

ome page) 

, display, prin
e or, if you a
your organis
ght notice an
ermitted by t
ed and you a
otherwise) wi
so. Request
s and Extern
a e-mail to c

ined from the
ome page)  

hould be dire

for use by th
is an indepe
on the stren
rms of their s
decisions ab

flect the view

pex Consultin

tralian Govern
roposed MBS 

8-9 

nt and reprod
are part of an
ation do not 

nd all disclaim
the Copyrigh
are not allow
ithout first be
s and inquiri

nal Relations 
opyright@he

e Medical Se

ected to the a

he Medical S
endent comm
ngth of eviden
safety, effect
bout which m

ws of all ind

ng.  The repo

nment Departm
items for pallia

1

duce the who
 organisation
use the repr

mer notices a
t Act 1968 o
ed to reprod

eing given the
es concernin
Branch, Dep

ealth.gov.au 

ervice Adviso

above addres

Services Advi
mittee which h
nce available
tiveness and

medical servic

dividuals wh

ort was comm

ment of Health
ative medicine

Final Repor
11 March 2014

ole or part of
n, for interna
roduction for 
as part of tha
r allowed by 
uce the who
e specific wr
ng reproduct
partment of H
 

ory Committe

ss. 

isory Commi
has been es
e on new and

d cost-effectiv
ces should a

ho participat

missioned by

  

 2

h 
e 
rt 
4 

f this work 
al use 

any 
at 

this 
le or any 
ritten 
ion and 
Health, 

ee’s 

ittee 
tablished 
d existing 
veness. 
attract 

ted in the 

y the 



TAB

1 

2 

LE OF C

List of Abbrev

Executive sum

1.1 Pur

1.2 Pur

1.3 Bac

1.4 Pre

1.5 Pro

1.6 Con

1.7 Pro

1.8 Oth

1.9 Com

1.10 Com

1.11 Com

1.12 Eco

1.13 Fina

1.14 Key

1.15 Oth

1.16 Sum

1.17 Pro

1.18 App

1.19 Con

1.20 Link

Population de

2.1 The

2.2 Dem

2.2.1 Na

2.2.2 Inf

2.3 Sup

2.3.1 Na

2.3.2 Na

2.3.3 Na

2.3.4 Na

2.3.5 Inf

2.4 Unm

CONTENT

viations .........

mmary ..........

pose of applic

pose of this re

ckground .......

requisites to im

posal for publ

nsumer impac

posed interve

er options for 

mparator to the

mparative safe

mparative effe

onomic evalua

ancial/budgeta

y issues for MS

er significant f

mmary of cons

posed new ite

plicant’s respo

ntext for decis

kages to other

emand and su

e clinical popu

mand for pallia

ational estimat

fluences upon

pply of palliativ

ational estimat

ational estimat

ational estimat

ational estimat

fluences upon

met demand fo

A

TS 

......................

......................

cation .............

eport ..............

......................

mplementation

ic funding ......

t statement ...

ntions’ place i

 MSAC consid

e proposed in

ety .................

ctiveness ......

tion ...............

ary impacts ....

SAC ..............

factors ...........

sideration and

ems for palliati

nse to the pub

ion .................

r documents ..

upply of clinica

lation .............

ative care serv

tes of the clini

 estimation of

ve care service

tes of general 

tes of other co

tes of public h

tes of private h

 estimation of

or palliative ca

The Aus
Analysis of pr

......................

......................

......................

......................

......................

n of funding a

......................

......................

in clinical man

deration .........

tervention .....

......................

......................

......................

......................

......................

......................

 rationale for 

ive medicine s

blic summary 

......................

......................

al services .....

......................

vices ..............

cal population

f service dema

es .................

 practice enco

ommunity sect

hospital encou

hospital encou

f service supp

are services ...

tralian Govern
roposed MBS 

.....................

.....................

.....................

.....................

.....................

dvice ............

.....................

.....................

nagement ......

.....................

.....................

.....................

.....................

.....................

.....................

.....................

.....................

MSAC’s advic

specialists .....

 document ....

.....................

.....................

.....................

.....................

.....................

n ....................

and ...............

.....................

ounters ..........

tor encounters

nters ............

unters ...........

ly ..................

.....................

nment Departm
items for pallia

1

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

ce ...................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

s ....................

......................

......................

......................

......................

ment of Health
ative medicine

Final Repor
11 March 2014

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

  

 3

h 
e 
rt 
4 

 8 

 10 

 10 

 10 

 11 

 11 

 11 

 12 

 12 

 14 

 15 

 15 

 16 

 17 

 18 

 19 

 21 

 22 

 22 

 27 

 27 

 27 

 28 

 28 

 30 

 30 

 34 

 35 

 35 

 37 

 38 

 38 

 39 

 41 



3 

4 

5 

2.4.1 To

2.4.2 Inf

2.4.3 Es

2.5 Dem

2.5.1 Na

2.5.2 Na

2.5.3 Inf

2.6 Sup

2.6.1 Na

2.6.2 Na

2.7 Pote

2.8 The

2.8.1 Ge

2.8.2 Co

The clinical s

3.1 Pall

3.2 Pall

3.3 Typ

3.4 The

3.4.1 Sa

3.4.2 Eff

3.4.3 Cu

The medical w

4.1 Pall

4.2 Pall

4.3 Prac

4.3.1 Pu

4.3.2 Pu

4.3.3 Pr

4.4 Com

4.4.1 Pa

Current priva

5.1 MBS

5.2 Var

5.2.1 Th

otal number of 

fluences of po

stimations of c

mand for spec

ational estimat

ational estimat

fluences upon

pply of special

ational estimat

ational estimat

ential unmet d

e consequence

eneral conside

ost modelling i

afety and effe

iative care ....

iative medicin

pes of palliative

e quality of clin

afety of clinica

fectiveness of

urrent and futu

workforce del

iative medicin

iative medicin

ctice settings 

ublic versus pr

ublic practice a

ivate practice 

mparator spec

alliative medici

te sector remu

S items curren

iations in acce

he availability o

A

f hospital sepa

pulation grow

current and fut

cialist palliative

tes of GP refe

tes of other re

 estimation of

ist palliative c

tes of private s

tes of public s

demand for sp

es of unmet de

erations .........

in the Australia

ectiveness of in

......................

ne (definition a

e care special

nical interventi

l interventions

f clinical interv

ure research in

ivering palliati

ne training ......

ne workforce ..

for palliative m

rivate practice

arrangements 

 arrangements

cialty groups ..

ine and gener

uneration arra

ntly available t

ess to MBS ite

of current asse

The Aus
Analysis of pr

arations .........

wth and ageing

ture demand v

e care service

erral to special

eferrals to spec

f demand for s

are services ..

sector special

sector medical

pecialist servic

emand ..........

......................

an context ....

nterventions ..

......................

and scope of p

list interventio

ions ...............

s ....................

ventions .........

n palliative car

ve care .........

......................

......................

medicine ........

e and MBS bill

 .....................

s ....................

......................

ral practitioner

angements .....

to palliative ca

ems for asses

essment item

tralian Govern
roposed MBS 

.....................

g ....................

versus supply 

s ...................

lists ...............

cialists ..........

specialist serv

.....................

list assessmen

 assessments

ces ................

.....................

.....................

.....................

.....................

.....................

practice) ........

n ..................

.....................

.....................

.....................

re ..................

.....................

.....................

.....................

.....................

ing arrangeme

.....................

.....................

.....................

rs ..................

.....................

are specialists

sment ...........

s ...................

nment Departm
items for pallia

1

......................

......................

......................

......................

......................

......................

ices ...............

......................

nts .................

s .....................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

ents ...............

......................

......................

......................

......................

......................

s .....................

......................

......................

ment of Health
ative medicine

Final Repor
11 March 2014

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

  

 4

h 
e 
rt 
4 

 42 

 43 

 43 

 45 

 45 

 45 

 46 

 46 

 46 

 46 

 48 

 48 

 48 

 49 

 53 

 53 

 56 

 57 

 59 

 59 

 60 

 63 

 64 

 64 

 66 

 69 

 69 

 71 

 71 

 77 

 77 

 80 

 80 

 80 

 80 



6 

7 

Append

Append

Append

 

Inde
Figure 

Figure 

Figure 

Figure 

Figure 

5.3 Tim

5.4 The

5.4.1 De

Options for fu

6.1 Prin

6.2 Rat

6.3 MBS

6.4 Pro

Impact of cha

7.1 Mod

7.2 Priv

7.2.1 Sc

7.2.2 Sc

7.2.3 Sc

7.2.4 Fin

7.3 Pub

7.4 Rev

7.5 Imp

7.6 Imp

7.7 Imp

7.8 Imp

7.9 Imp

7.10 Imp

dix 1 M

dix 2 R

dix 3 C

ex of Figu
 2-1: Popula

 2-2: Numb

 2-3: Numb

 2-4: Numb

 2-5:  Differe

me spent by sp

e modelled cos

emand and fin

uture private s

nciples underly

ionale for new

S items for pro

posed modific

anges to remu

delling objectiv

vate sector ....

cenario modell

cenario 1 – ph

cenario 2 – tim

nancial projec

blic sector ......

vised estimate

pact upon supp

pact upon acce

pact upon patie

pact upon priva

pact upon publ

pact upon over

Modelling of al

References ....

Current NHMR

ures 
ation growth a

er of deaths b

er of public ho

er of private h

ences in care 

A

ecialists and g

sts of current e

ancial project

ector remune

ying item desig

w or modified it

ofessional atte

cations to exis

uneration arran

ves ................

......................

ling ................

ysician equiva

me-tiered ........

tions ..............

......................

es of cost asso

ply of specialis

ess to services

ent outcomes 

ate sector prov

lic sector serv

rall health exp

lternate cost s

......................

RC funded res

and number of

by body system

ospital palliativ

hospital palliat

types and dia

The Aus
Analysis of pr

general practi

expenditure ..

ions ..............

ration ............

gn .................

tem numbers 

endances ......

sting item num

ngements ......

......................

......................

......................

alent ..............

......................

......................

......................

ociated with po

sts .................

s ...................

 .....................

viders ...........

vices ..............

penditure (rela

scenarios .......

......................

search ............

f deaths in Au

m and ICD-10

ve care separ

tive care sepa

gnostic codes

tralian Govern
roposed MBS 

tioners ..........

.....................

.....................

.....................

.....................

 .....................

.....................

mbers .............

.....................

.....................

.....................

.....................

.....................

.....................

.....................

.....................

otentially prev

.....................

.....................

.....................

.....................

.....................

tive cost effec

.....................

.....................

.....................

stralia (2010 -

0 grouping (20

ations (2006-2

rations (2006-

s between juris

nment Departm
items for pallia

1

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

ventable admis

......................

......................

......................

......................

......................

ctiveness) ......

......................

......................

......................

- 2015) ..........

08-2015 est.) 

2015) .............

-2015) ...........

sdictions ........

ment of Health
ative medicine

Final Repor
11 March 2014

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

ssions ...........

......................

......................

......................

......................

......................

......................

......................

......................

......................

..................... 

 .................... 

..................... 

..................... 

..................... 4

  

 5

h 
e 
rt 
4 

 84 

 85 

 86 

 89 

 89 

 89 

 91 

 97 

 99 

 99 

 99 

 99 

 99 

 102 

 104 

 106 

 106 

 108 

 109 

 109 

 110 

 110 

 110 

 113 

 120 

 123 

30 

31 

38 

39 

41 



Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

Figure 

 2-6: Numb

 2-7: Palliat

 2-8: Avera

 2-9: Linear

 4-1: Regist
three y

 4-2: Numb
(n=216

 4-3: Numb

 4-4: Ratio 

 4-5: Numb

 4-6: Propo

 4-7: Self-re

 4-8: Self-re

 4-9: Numb

 4-10: Numb

 4-11: Numb

 4-12: Numb

 4-13: Total M

 4-14: Avera

 4-15: Avera

 4-16: Avera

 5-1: Propo

 5-2: Trend

 5-3: MBS b

 5-4: Asses

 5-5:  Treatm

 6-1: Propo
manag

 6-2: Propo

 6-3: Propo

 6-4: Propo

 6-5: Propo

 6-6: Propo

 6-7: Propo

 7-1: Asses

 7-2: Treatm

er of public an

tive Care Sepa

ge total dema

r variation in d

tration status 
years (n=142)

er and percen
6)..................

er of chapter f

of specialists 

er of new spe

rtion of chapte

eported public

eported freque

er of specialis

er of specialis

er of specialis

er of specialis

MBS billing ep

ge MBS billing

ge days per w

ge weeks per 

rtion of standa

s in the use of

billing by GPs 

ssment service

ment services 

sed items for 
gement plann

sed items des

sed structure 

sed item desc

sed structure 

sed item desc

sed descripto

ssment service

ment services 

A

nd private sep

arations, all ho

and and supply

demand/supply

of palliative m
) .....................

nt of fellowship
......................

fellows workin

across Austra

ecialists enterin

er fellows MBS

c and private a

ency of palliati

st referrals per

st referrals per

st referrals per

st referrals per

pisodes per an

g episodes pe

week of MBS b

 year of MBS 

ard and comp

f complex ass

 and palliative

es – average $

 - average $ p

initial attenda
ing.................

scriptors for co

 for time-tiered

criptors for tim

 for time-tiered

criptors for tim

rs for resident

es –average $

 – average $ p

The Aus
Analysis of pr

parations for p

ospitals (1999

y of palliative 

y of palliative 

medicine speci
......................

ps held by pal
......................

ng across Aus

alian jurisdictio

ng the workfo

S billing by jur

activity underta

ive medicine M

r annum ........

r month .........

r week ...........

r day .............

nnum .............

er day ............

billing .............

 billing ...........

lex assessme

sessment item

e medicine spe

$ per service b

per service by 

nce including 
......................

omplex patien

d assessment

me-tiered asses

d subsequent 

me-tiered subse

tial care/home

$ per service b

per service by

tralian Govern
roposed MBS 

alliative care (

9/2000 to 2008

care services 

care services 

alists billing o
.....................

liative medicin
.....................

stralian jurisdic

ons per 100,00

rce ................

risdiction (201

aken by speci

MBS item billin

.....................

.....................

.....................

.....................

.....................

.....................

.....................

.....................

ents ...............

ms ..................

ecialists .........

by financial ye

 financial year

 complex treat
.....................

ts ..................

 items ...........

ssments .......

 items ............

equent consu

e visits items .

by financial ye

y financial yea

nment Departm
items for pallia

1

(2006-2015) ..

8/2009) ..........

 (2010-2015) .

 (2010-2015) .

n the MBS ove
......................

ne specialists 
......................

ctions .............

00-population 

......................

2 - 13)...........

alists .............

ng ..................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

......................

ear .................

r .....................

tment and 
......................

......................

......................

......................

......................

ltations ..........

......................

ar ..................

r ....................

ment of Health
ative medicine

Final Repor
11 March 2014

..................... 4

..................... 4

..................... 4

..................... 4

ver 
..................... 

 
..................... 

..................... 

 .................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

  

 6

h 
e 
rt 
4 

42 

43 

44 

45 

66 

67 

67 

68 

69 

70 

70 

71 

72 

73 

73 

74 

75 

75 

76 

76 

82 

83 

84 

87 

88 

91 

92 

94 

95 

96 

96 

98 

100 

101 



Figure 

Figure 

Figure 

Figure 

Figure 

 

Inde
Table 1

Table 1

Table 2

Table 2

Table 2

Table 2

Table 2

Table 3

Table 5

Table 5

Table 5

Table 5

Table 5

Table 5

Table 7

Table 7

Table 7

Table 7

Table 7

Table 7

Table 7

 

 7-3: Asses

 7-4: Treatm

 7-5:  Summ

 7-6:  Summ

 7-7:  Summ

ex of Tab
1-1: The fin

1-2: Summ
availa

2-1: Major 

2-2: Potent

2-3: Classi

2-4:  Cost im
hospit

2-5: Variat

3-1: Nation

5-1: Curren

5-2: Additio

5-3: Summ

5-4: Summ

5-5: Estima

5-6: Benef

7-1: Physic

7-2: Physic

7-3: Time-t

7-4: Comp

7-5: Time-t

7-6: Notion

7-7: Notion

ssment service

ment services 

mary of option

mary of option

mary of option

bles 
nancial/budge

mary of item de
ble to palliativ

 causes of dea

tial referrals to

ification of GP

mplications of
tal (2012-13 fin

ion in estimate

nal standards 

nt MBS item n

onal fellowship

mary of MBS b

mary of filtered

ated MBS billi

fits paid by MB

cian equivalen

cian equivalen

tiered distribut

arison by item

tiered rates – 

nal cost saving

nal cost saving

A

es – average $

 – average $ p

s – specialist 

s – benefits p

s – out-of-poc

etary impacts o

escriptors liste
ve care specia

ath in Australia

o palliative car

P encounters fo

f increasing po
nancial year e

es of 'anticipa

for palliative c

numbers availa

ps held by spe

billing data – p

 MBS billing d

ng data for tot

BS item – 2009

nt compared to

nt rates – 2009

tion by time-tie

m ....................

2009/10 to 20

gs under a phy

gs under a tim

The Aus
Analysis of pr

$ per service b

per service by

 charges by fin

paid by financi

ckets by financ

of the propose

ed on Schedul
alists ..............

a by body sys

re for end of li

for palliative ca

otentially avoid
estimates) ......

ated' deaths in

care ...............

able to all pall

ecialists billing

alliative medic

data – palliativ

tal demand – 

9/10 to 2014/1

o current volu

9/10 to 2014/1

er ..................

......................

014/15 ...........

ysician equiva

me-tiered MBS

tralian Govern
roposed MBS 

by financial ye

y financial yea

nancial year ..

al year ..........

cial year ........

ed alternatives

le A35 of the M
.....................

stem and disea

fe manageme

are ................

dable palliativ
.....................

 Australia ......

.....................

iative care sp

g on the MBS 

cine ...............

ve medicine ...

palliative med

15 .................

mes – 2012/1

15 ..................

.....................

.....................

.....................

alent MBS sce

S scenario ......

nment Departm
items for pallia

1

ear .................

r ....................

......................

......................

......................

s ....................

MBS currently
......................

ase (2011).....

ent (2011) ......

......................

e care deaths
......................

......................

......................

ecialists ........

......................

......................

......................

dicine .............

......................

3 ...................

......................

......................

......................

......................

enario ............

......................

ment of Health
ative medicine

Final Repor
11 March 2014

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

y 
..................... 

..................... 

..................... 

..................... 

s in 
..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

..................... 

  

 7

h 
e 
rt 
4 

103 

103 

105 

105 

106 

19 

23 

32 

33 

36 

51 

52 

55 

80 

81 

85 

86 

86 

87 

100 

101 

102 

102 

104 

107 

108 



List 

AChPM

AIHW 

AMC 

ANZCA

ANZSP

BEACH

CHF 

CI 

CICM 

COPD 

CPMEC

CPD 

CT 

DAP 

DoHA 

EMSN 

FACRR

FAFRM

FFPMA

FRACP

FRACS

FRANZ

FRANZ

FRNZC

of Abbre

M A

A

A

A A

PM A

H B

C

C

C

 C

C C

C

C

D

D

 E

RM F

M F

ANZCA F
A

P F

S F

ZCOG F
G

ZCP F

CGP F

eviations

Australasian C

Australian Inst

Australian Med

Australian & N

Australian & N

Bettering the E

Congestive He

Confidence Int

College of Inte

Chronic Obstr

Confederation

Continuous Pr

Computer Tom

Decision Analy

Department of

Extended Med

Fellowship of t

Fellowship of t

Fellowship of t
Anaesthetists 

Fellowship of t

Fellowship of t

Fellowship of t
Gynaecologist

Fellowship of t

Fellowship of t

A

s 

Chapter of Pal

titute of Health

dical Council 

New Zealand C

New Zealand S

Evaluation and

eart Failure 

terval 

ensive Care M

uctive Pulmon

 of Postgradu

rofessional De

mography 

ytic Protocol 

f Health and A

dicare Safety N

the Australasia

the Australasia

the Faculty of 

the Royal Aus

the Royal Aus

the Royal Aus
ts 

the Royal Aus

the Royal New

The Aus
Analysis of pr

liative Medicin

h and Welfare

College of Ana

Society of Pall

d Care of Hea

Medicine 

nary Disease 

ate Medical C

evelopment 

Ageing (now A

Net 

an College of 

an Faculty of 

 Pain Medicin

stralasian Coll

stralasian Coll

stralian & New

stralian and Ne

w Zealand Co

tralian Govern
roposed MBS 

ne 

 

aesthetists  

iative Medicin

alth 

Councils 

Australian Gov

 Rural and Re

Rehabilitation

e, Australian a

ege of Physic

ege of Surgeo

w Zealand Coll

ew Zealand C

llege of Gener

nment Departm
items for pallia

1

ne 

ernment Depa

emote Medicin

n Medicine  

and New Zeal

ians 

ons 

ege of Obstet

ollege of Psyc

ral Practitione

ment of Health
ative medicine

Final Repor
11 March 2014

artment of Hea

ne 

land College o

tricians and 

chiatrists 

ers 

  

 8

h 
e 
rt 
4 

alth) 

of 



FRANZ

FTE 

FY 

GP 

HIV/AID

ICD 

LCI 

LPI 

MBS 

MET 

MND 

MRI 

MSAC 

MSN 

NHDD 

NHMR

PCA 

PCOC 

RACP 

TGA 

UK 

UCI 

UPI 

WHO 

ZCR  F

F

F

G

DS H

I

L

L

M

M

M

M

 M

M

 N

RC N

P

 P

 R

T

U

U

U

W

Fellowship of t

Full Time Equ

Financial Year

General Pract

Human Immun

nternational C

Lower Confide

Lower Predicti

Medicare Bene

Medical Emerg

Motor Neurone

Magnetic Reso

Medical Servic

Medicare Safe

National Healt

National Healt

Palliative Care

Palliative Care

Royal Australa

Therapeutic G

United Kingdo

Upper Confide

Upper Predicti

World Health O

A

the Royal Aus

ivalent 

r 

itioner  

nodeficiency V

Classification o

ence Interval 

ion Interval 

efits Schedule

gency Team 

e Disease 

onance Imagin

ces Advisory C

ety Net 

th Data Diction

th and Medica

e Australia 

e Outcomes C

asian College 

Goods Adminis

m 

ence Interval 

ion Interval 

Organization 

The Aus
Analysis of pr

stralian and Ne

Virus/Acquired

of Diseases 

e 

ng 

Committee 

nary 

al Research Co

Collaboration 

 of Physicians

stration 

tralian Govern
roposed MBS 

ew Zealand C

d Immune Def

ouncil 

 

nment Departm
items for pallia

1

ollege of Rad

iciency Syndro

 

ment of Health
ative medicine

Final Repor
11 March 2014

iologists 

ome 

  

 9

h 
e 
rt 
4 



 1 

1.1 

An ap
Medic
Sched
ANZS
asses
physic

As al
Agein
based
facing
to pr
interv
day-to

This a
the M
illness
the fin

1.2 

Aspex
applic
patien
issues
Advis

 Po

 Th

 Th

 Alt

 Th

Inform
datas
specia
furthe
recom
sched

 

 

Exec

Purp

pplication h
cine (ANZS
dule (MBS)

SPM has re
ssment and
cians. 

ready know
ng (Departm
d interventio
g life-limiting
rovide spe
ventions aim
o-day living 

application 
MBS, to acco

s, and the p
nal stages o

Purp

x Consultin
cation by pa
nt assessm
s outlined 
ory Sub-Co

opulation de

e clinical sa

e palliative 

ternatives fo

e financial 

mation was
ets, govern
alists acros

er considera
mmendation
dule. 

cutive su

ose of ap

as been re
SPM) reque
 items for t

equested eq
d treatment 

wn to the D
ment), pallia
ons tailored
g illnesses w
cialist med

med at max
for those fa

represents 
ommodate 
provision of 
of terminal d

ose of th

ng were c
alliative me
ent and tre
in the Fina

ommittee (P

emand and s

afety and ef

medicine w

or future MB

impact of ea

s drawn fro
nment polic
s Australian

ation by the
ns made to 

A

ummary

pplicatio

eceived from
esting a mo
he manage

quivalence f
planning, w

Department
ative medic
d to the spe
with little or 
dical care 
imising the 
acing the la

an extensio
intervention
best-practic

disease. 

his repor

ommissione
edicine spec
eatment pla
al Decision

PASC) for in

supply of pa

ffectiveness

workforce an

BS items to 

ach alternat

om a rang
cy papers, 
n jurisdiction
Medical Se
the Ministe

The Aus
Analysis of pr

 

on 

m the Austr
odification t
ement of ind
for all pallia
whether or 

t of Health
cine specia
ecific needs
r no prospec

and to c
physical, p

ast years, m

on of previo
ns associate
ce models o

rt 

ed by the 
cialists for 
nning.  Info
 Analytic P

nvestigation

alliative me

s of interven

nd scope of

address th

tive upon c

ge of sourc
peer-revie

ns.  This re
ervices Adv

er for Health

tralian Govern
roposed MBS 

ralian & Ne
to the curre
dividuals wi
ative care s
not they ar

h, formerly 
lists provid
s of individ
ct of cure.  T
co-ordinate 
psychologica
onths, wee

ously recog
ed with the 
of specialist

Departme
additional M

ormation wa
Protocol (D
, focusing u

dicine spec

ntions provid

f practice in

e claims ma

urrent and f

ces includi
ewed public
port summa

visory Comm
h for subseq

nment Departm
items for pallia

1

ew Zealand 
ent listing o
th terminal 

specialists fo
re co-registe

the Depart
e a unique
uals (and t
The aim of 

a range 
al, social an
ks or days o

nised skills 
recognised

t medical ca

ent of Hea
MBS items 
as gathered
AP) approv

upon availab

cialists; 

ded by spec

 delivering 

ade by spec

future MBS 

ng, MBS d
cations, and
arises the a
mittee (MSA
quent chang

ment of Health
ative medicine

Final Repor
11 March 2014

Society of 
of Medicare
illness.  Sp

for items fo
tered on the

tment of H
e range of 
heir carers
palliative m
of multid

nd spiritual 
of their lives

and fundin
d phases of
are to patie

alth to eva
 supporting
d to addres
ved by the
ble evidenc

cialists; 

clinical serv

cialists; and

 arrangeme

data, other
d consultat

available ev
AC), and inf
ges to the 

  

 10

h 
e 
rt 
4 

Palliative 
e Benefits 
pecifically, 
r complex 
e MBS as 

ealth and 
evidence-
) who are 

medicine is 
isciplinary 
quality of 

s.  

ng through 
f palliative 
nts during 

aluate the 
g complex 
ss specific 
e Protocol 
ce of:  

vices; 

d 

ents.  

r national 
tions with 
idence for 
forms any 
MBS item 



1.3 

The p
previo
(2005
specia
applic
specia

 Ha

 Ha
oth

 Ad
spe

 Ca
com

 Re
clin

 Is 
pot
life

1.4 

It is n
the M
any n
regist
appro
Chapt

1.5 

It is p
modif
consu
additi
of sec
life ca
equiv

 Eit
ma
un

 Th
att
foll
pat

Back

professiona
ously asses
5).  As such
alists is ac
cation. Inste
alty group: 

as been tra

as been tra
her medical 

dds value 
ecialist adv

an demons
mplex patie

equires mo
nical care (i

more cos
tentially av

e care. 

Prere

noted that a
MBS G6.1 R
new MBS 
tration as a
oved course
ter of Pallia

Propo

proposed t
fied) for pa
ultation with
ion to a sub
condary dia
are. The pr
valent to ex

ther use of
anagement
dertake com

e retention
tendances 
low up ass
tients deter

kground 

al value and
ssed and f

h, the eviden
ccepted and
ead, this re

ined to me

ained and o
practitione

to the pra
ice under ‘c

strate equa
ents; 

odifications
n both publ

st effective
oidable (an

equisites

any new or 
Referral of P

items wou
a palliative 
e of trainin

ative Medicin

osal for p

hat there w
lliative med

h the applic
bsequent co
agnoses, co
roposed ite
xisting MBS

f consultant
t planning
mprehensiv

n and capa
for hospita

sessment o
riorate in co

A

d contributi
formally rec
nce underly
d has not 
eport has f

eet a growin

operate at a
rs in addres

actice of o
consultation

al or bette

s to existin
lic and priva

e when en
nd more ex

s to imple

modified M
Patients to S
uld apply o
medicine s

ng and hav
ne (FAChP

public fu

would be u
dicine (see 
cant to reco
onsultation t
omorbidities
ms, which 

S arrangeme

t physician 
g (item 132
ve assessme

acity to cla
al/surgery (
of any sec
ndition; or

The Aus
Analysis of pr

ion of the 
cognised b
ying the uni
been cons
focused up

ng need fo

a more adv
ssing the ne

other med
n liaison’ an

er outcome

ng MBS ite
ate sector s

ngaged in 
xpensive) ho

ementati

MBS items w
Specialist of
only to me
specialist. E
ve been aw
M).  

nding 

up to six g
Chapter 6

ognise the 
that allows 
s or treatme
will be ava

ents and inv

 referred c
2) to more 
ent of pallia

aim palliati
(3005) and
condary dia

tralian Govern
roposed MBS 

specialty o
by the Aus
ique range 
idered as a

pon specific

r services in

vanced leve
eeds of dyin

ical specia
d ‘shared c

es in the p

ems to deli
settings); an

the comm
ospital adm

ion of fu

would requi
f Consultan

edical pract
Eligible regi
warded a 

groups of M
6).  These 

need for a
for detailed
ent complic
ailable to al
volve the fo

consultation
appropriat

ative care pa

ve care ite
 home visi

agnoses or

nment Departm
items for pallia

1

of palliative 
tralian Med
of skills offe
a primary f

c evidence 

n the Austra

el of clinic
ng patients; 

alists throu
are’ arrange

personal m

ver best p
nd 

munity settin
missions ass

nding ad

re a referra
nt Physician
titioners wh
strants will 
Fellowship 

MBS items 
items have

an initial pa
d investigati
cations that 
l palliative 
llowing: 

s for comp
tely reflect 
atients; and

ems for ex
ts (3018) t
other issu

ment of Health
ative medicine

Final Repor
11 March 2014

medicine 
dical Coun
ered by this
focus of th
that the d

alian comm

cal compete
 

ugh the pro
ements; 

management

practice sta

ng, thus p
sociated w

dvice 

al in accord
n. It is also n
ho were e
 have com
of the Au

(four new,
e been dev
atient consu
ion and man
t arise durin
care specia

plex treatm
that actua

d 

xisting pro
to allow fo
ues that em

  

 11

h 
e 
rt 
4 

has been 
cil (AMC) 
s group of 
he current 
esignated 

unity; 

ency than 

ovision of 

t of more 

andards of 

preventing 
ith end of 

ance with 
noted that 
ligible for 
pleted an 
stralasian 

 and two 
veloped in 
ultation, in 
nagement 
ng end-of-
alists, are 

ment and 
al time to 

fessional 
r detailed 
merge as 



 No
ma
pat

 Mo
ter
to 
vis

 Alt

 Alt

1.6 

The c
palliat

 Th
(ra

 Th
avo
Au

 Th
cas
pat

 Th
ind
inv
on
ass

 Th
acc

1.7 

The m
practi
specia
these

 Wi
iss
of 
dyi

 Wi
sym
car
car

o use of the
anagement
tient; 

odification t
rm ‘home vi
a range of 

sits); 

ternative tim

ternative tim

Consu

contracted a
tive medicin

e majority o
ather than a

ey will pro
oiding pote

ustralian hea

ey will sup
se find), re
tients unde

ey will red
dependent 
vestigations
going, or 
sociated wi

ey are likel
cess to serv

Propo

majority of 
ce for asse
alist, or refe
 patients: 

ll have a n
sues that m
associated 
ing; 

ll transition
mptoms, un
rers will als
re intervent

e of consulta
t planning 

to the titles
isit’ with ‘ou
community

me-tiered it

me-tiered it

umer imp

assessment
ne because

of individua
s an admitt

omote man
entially prev
alth care sy

pport the ca
efer and th
r current ma

duce ad ho
specialists

s, pharmaco
newly acq

th end-of-lif

y to promo
vices for pa

osed inte

patients re
essment and
erred for ho

umber of p
ay impact u
needs for r

n (over; yea
nstable sym
so obviously
tion; 

A

ant physicia
(item 132)

s of all item
utside of h
y settings (e

tems for in

tems for su

pact stat

t concludes
: 

ls who have
ed hospital

agement o
ventable ho
ystem); 

apacity of g
hus deliver 
anagement

oc and pot
s (in add
ological inte
quired sec
fe care; and

te palliative
atients (parti

ervention

equiring pal
d treatment
spital admis

physical, psy
upon the qu
resolution o

ars, months
mptoms, de
y experienc

The Aus
Analysis of pr

an referred 
) but ability

ms currently
hospital or 
e.g., home 

itial assess

ubsequent 

tement 

s that patien

e a choice, 
patient); 

of end stag
ospital adm

general pra
r shared-ca
t; 

tentially un
dition to a
erventions 

condary dia
d 

e care spec
icularly in th

ns’ place

lliative care
t – and then
ssion. Evide

ychological
uality of the
of individual

s, weeks o
eteriorating 
ce a period 

tralian Govern
roposed MBS 

consultatio
y to access

y specified 
surgery’) t
visits, resid

sment (no e

attendanc

nts will bene

choose to d

ge palliative
missions (at

actitioners (
are care ar

nnecessary 
any repea
or other p

agnoses, c

cialist workfo
he commun

e in clinic

e will, at le
n be referre
ence from a

, social, cu
eir end-of-lif
, family, and

r days) thr
symptoms,
of bereave

nment Departm
items for pallia

1

ons for com
Item 3005

for home 
o make exp

dential aged

equivalent i

es (no equi

efit from the

die in a com

e care in t
significant

GPs) to eff
rrangements

referrals t
ated or u
rocedures) 
comorbiditie

orce develo
ity). 

cal mana

ast initially
ed on to an
a range of s

ltural, legal
fe experienc
d/or carer re

ough vario
and termin

ment that m

ment of Health
ative medicine

Final Repor
11 March 2014

mplex treatm
5 twice for 

visits (repl
plicit their a
d care visits

items); and 

ivalent item

e new MBS

mmunity env

the commu
tly lower co

fectively ide
ts for pallia

to a range
unnecessary

for manag
es or com

opment and

agement 

y, present t
n appropriat
sources indi

l, spiritual, 
ce, and thu
elated issue

us periods 
nal sympto
may require

  

 12

h 
e 
rt 
4 

ment and 
the same 

lacing the 
application 
s, hospice 

s). 

S items for 

vironment 

nity, thus 
ost to the 

entify (i.e. 
ative care 

e of other 
y further 

gement of 
mplications 

d increase 

o general 
e medical 
cates that 

and other 
s a range 
es prior to 

of stable 
ms. Their 

e palliative 



 Are
tre
fro
occ
ass

 Are
ass
pa
car

 Wi
aid
rel

 Re
for
an
the

Pallia
provid
their 
knowl
of nee
and m
provid

 Co
dis
ho
ab
qu

 Org
inc
env

 Re
ap
car

 Un
tha
ass

 Pe
blo

Thus,
medic
and o
equiva
practi
ongoi

e highly li
atment com
m metasta
clusion ass
sociated wi

e therefore
sessment in
rticularly as
re intervent

ll require re
ds, equipme
ating to end

equire a s
reseeable a
d co-ordina

e existing an

tive medicin
ding practit
families re

ledge of an
eds.  These
mental heal
de a numbe

omplex asse
scuss prog
listic range
ility, cultura
ality of life r

ganise for 
cluding; inp
vironments

e-assess pa
propriate m
rers; 

nderstand a
at manage 
sociated wi

erform a ra
ood product

 palliative m
cal practitio
or manage
alent to oth
ce, and ac
ng manage

kely to ex
mplications 
atic cancer
sociated wi
th liver failu

e highly li
n order to a
s they beco
tion. 

elatively urg
ent or resid
d-of-life med

pecialist w
and emergin
ate a compr
nd changing

ne specialis
ioner advic
equiring m
d ready acc
e clinicians 
th professio

er of medica

essments o
nostic impl

e of end-of
al issues, sp
remaining fo

on-going m
patient, su
; 

atient deterio
mix of care

and manage
symptoms

th specific m

nge of othe
ts, and a ran

medicine is
ners in the 
ment of co

her specialty
cute or co

ement as ap

A

xperience a
that arise 
; dysphagi
th end sta

ure etc.); 

kely to re
address the 
ome unstab

gent implem
dential mod
dical sympt

with approp
ng needs, im
ehensive ra
g needs of i

sts play a ro
ce, specialis
ore immed
cess to a ra
include; pa

onals.  Spe
al services i

of patients 
lications, ti
f-life conce
piritual conc
or individua

medical and
ub-acute/pa

oration and 
arrangeme

e a range o
, control pa
medications

er medical 
nge of abdo

 now a rec
same way

omplex me
y areas whe
mplex pati

ppropriate. T

The Aus
Analysis of pr

a range of
during end
ia causing 

age brain-st

equire a s
 consequen

ble or deteri

mentation of
ifications to

toms or con

priate know
mplement a
ange of mul
individuals 

ole in share
st assessm
diate or co
ange of othe
astoral care
ecifically, pa
ncluding (b

experiencin
imeframes, 
erns relatin
cerns and a
als and their

 multidiscip
lliative car

 adjust com
ents and s

of complex 
ain and mi
s or medica

interventio
ominal or pe

cognised sp
y that other 
edical cond
ereby the m
ents are r
These issue

tralian Govern
roposed MBS 

f secondar
-of-life care

aspiration 
tem related

subsequent
nces of any
iorating dur

f a range of
o address i
cerns; 

wledge and
appropriate
ti-disciplina
during end-

d care arra
ment and co
omprehens
er clinicians
e, other phy
alliative me
ut not limite

ng life limiti
symptom 

g to psych
any other m
r families; 

plinary man
re, hospice

mplex treatm
supports req

pharmaco-t
nimise or o

ation interac

ons includin
eritoneal pro

pecialty area
specialties
itions. The

majority of p
referred for
es are discu

nment Departm
items for pallia

1

ry condition
e (e.g. spin

pneumoni
d neurologi

reassessm
y secondary
ring the per

f multi-disci
dentified or

d capacity 
medical inte

ary care arra
-of-life care

ngements w
onsultation. 
ive service
s who are a
ysicians, nu
dicine spec

ed to): 

ing illness, 
manageme

hosocial ad
matters requ

agement in
e, home 

ment/manag
quired by i

therapeutic 
otherwise m

ctions; and 

ng, adminis
ocedures. 

a that is av
may be ca
clinical al

patients are 
r specialist 
ussed furthe

ment of Health
ative medicine

Final Repor
11 March 2014

ns, comorb
al cord com
ia, or acut
ical disease

ment to a
y issues tha
riod of their

plinary inte
r emerging 

to identify
terventions,
angements 
. 

with genera
 For individ

es, special
able to meet
urses, socia
cialists are 

with the ca
ent, and a
djustment, 
uired to max

n a range o
or residen

gement plan
individuals 

regimes fo
manage sid

stration of b

vailable to a
alled upon f
gorithm is 
 managed 
consultatio

er in Chapte

  

 13

h 
e 
rt 
4 

bidities or 
mpression 
te airway 
e; ascites 

any initial 
at emerge, 
r palliative 

rventions, 
concerns 

y current, 
and refer 
that meet 

al practice, 
duals and 
ists have 
t a variety 
al workers 
trained to 

apacity to 
address a 
functional 

ximise the 

of settings 
ntial care 

ns and the 
and their 

or patients 
de effects 

blood and 

a range of 
for advice 
therefore 

in general 
on and/or 
er 3. 



1.8 

For p
altern

 Th

 

 

 Th
for
the
Th
spe
tha

 

 

 

 

Any n
hospit

For ite

 Th
att
an

 Th
tim
nu
but
Ph

 

 

 

Other 

physician eq
natives have

e first altern

One new it
planning’ ra
a home vis
specialists 
as a home 

OR 

Two existi
undertake 
(3005) or a

e second a
r actual tim
ese items o
is would b
ecialists (A3
at it did not 

An MBS ite
item 104 fo

An MBS ite
item 3005)

An MBS ite
items 3005

An MBS ite

new time-tie
tal/surgery 

ems relating

e first woul
endances f
d 

e second w
me spent w

mbers avai
t the price 

hysicians (A

An MBS ite
item 105 fo

An MBS ite
item 3010)

An MBS ite
items 3010

options

quivalent it
e been prop

native would

tem at a co
ate (132) to
sit; AND, on
to underta
visit (3018)

ng ‘profess
an initial 

as a home v

alternative w
e spent wit

on two sepa
be similar to
3) and palli
exceed the 

em for cons
or other spe

em for cons
; 

em for cons
5 and 132); 

em for cons

ered items w
(3005) or h

g to subseq

d be to reta
for hospital/

would involv
ith a patien
ilable to ex
would be f

A4) and wou

em for cons
or other spe

em for cons
; 

em for cons
0 and 133); 

A

for MSA

tems relatin
posed: 

d involve: 

onsultant ph
o be claimab
ne existing 
ke detailed
);  

sional atten
assessme

visit (3018).

would involv
th a patien
arate occas
o a range 
ative medic
maximum 

sultations o
ecialist cons

sultations o

sultations of
and 

ultations of 

would replac
ome visit (3

quent attend

ain all curre
/surgery co

ve four ‘time
nt. This wo
xisting Spec
fixed so tha

uld include: 

sultations o
ecialist cons

sultations o

sultations of
and 

The Aus
Analysis of pr

AC consi

ng to patie

hysician ‘re
ble for an in
‘profession

d patient re

ndance’ ite
ent and de

ve four ‘time
nt. Allowanc
sions for an
of current 

cine specia
available to

of ≤ 20 min
sultations up

of > 20 but 

f > 40 but ≤

f > 60 minut

ce current i
3018). 

dances, two

nt items rel
onsultation 

e-tiered’ ite
ould be also
cialists (A3)
at it did no
 

of ≤ 20 min
sultations up

of > 20 but 

f > 40 but ≤

tralian Govern
roposed MBS 

deration

ent assess

eferred patie
nitial asses
nal attendan
eassessmen

ems for pa
etailed reas

e-tiered’ item
ce would be
ny given pa

MBS item
lists (A24),

o other Phys

nutes durati
p to 20 minu

≤ 40 minut

 60 minutes

tes duration

tems for ini

o alternative

ating to sub
(3010, 3014

ems, allowin
o similar to
) and pallia

ot exceed th

nutes durati
p to 20 minu

≤ 40 minut

 60 minutes

nment Departm
items for pallia

1

n 

ment (and

ent treatme
ssment in h
nce’ item fo
nt in hospit

lliative med
ssessment

ms, allowing
e made for
atient within

numbers 
but the pric

sicians (A4)

on (priced 
utes duratio

tes duration

s duration (p

n (equivalen

itial ‘profes

es are also p

bsequent an
4) or home

ng specialis
o a range o
ative medic
he maximu

on (priced 
utes duratio

tes duration

s duration (p

ment of Health
ative medicine

Final Repor
11 March 2014

d reassessm

ent and man
hospital/surg
or palliative 
tal/surgery 

dicine spec
t in hospit

g specialist
r specialists
n a 12-mon
available to
ce would be
), and includ

at the valu
on); 

n (equivalen

priced betw

nt to MBS ite

ssional atten

proposed: 

nd subsequ
e visits (302

sts to claim 
of current M
ine special
m available

at the valu
on); 

n (equivalen

priced betw

  

 14

h 
e 
rt 
4 

ment) two 

nagement 
gery or as 
medicine 
(3005) or 

cialists to 
al/surgery 

ts to claim 
s to claim 
th period. 
o existing 
e fixed so 
de:  

e of MBS 

nt to MBS 

ween MBS 

em 132). 

ndance’ in 

uent minor 
23, 3028); 

for actual 
MBS item 
ists (A24) 
e to other 

e of MBS 

nt to MBS 

ween MBS 



 

Any 
subse
and 3

1.9 

Pallia
curren
both h
made
range
with a
range
needs

Where
provid
(and 
practi
practi
requir
these
accep
predo

The m
referra
hospit
to die
mana
comm
avoide
receiv
discus

1.10

There
palliat
Good

It is a
delive
specia
of wh
resea

 Av

 Pre

An MBS ite

new time-t
equent’ atte
3028). Thes

Comp

tive medic
ntly provide
hospital and

e by genera
e of other he
a comprehe
e of physica
s of patients

e palliative 
ded by a ra
other serv
tioner, the 
tioner to id
red by indiv
 referrals 

ptance and 
ominantly fo

most clinica
al and man
tal environm
e in a com
aged in the 
munity until 
ed, there is
ving approp
ssed in furth

 Comp

e is strong 
tive care sp
s Administr

acknowledg
ery of these
alist groups

here palliati
arch) include

voidable hos

evention of 

em for cons

tiered item
endances in
e alternativ

parator to

ine is a k
ed by a ran
d communi
al practition
ealth profes
ensive rang
al, psycholo
s and their c

medicine s
nge of diffe
ices) would
availability 
dentify and
vidual patie

would als
capability 

ocusing upo

ally accepta
agement of
ment. Rese
mmunity en
community
death.  Thu
s a significa
priate comm
her detail in

parative s

evidence 
pecialists (a
ration (TGA

ed howeve
e interventi
s) is lacking
ve medicin
e, but are n

spitalisation

pharmaceu

A

ultations of 

s would r
n hospital/su
es are discu

o the pro

ey compon
nge of med
ty settings. 
ners, medic
ssionals.  Pa
e of medica
ogical, soci
carers. 

specialists a
erent health
d be depen
of different
 co-ordinat
nts and the

so be dep
to deal wit
n potentially

able and co
f palliative c

earch revea
nvironment. 
y, palliative 
us, whilst pa
ant cohort o

munity based
n Chapter 4

safety 

for the sa
all of which

A) for prescr

r, that syste
ions by pa
 in the rese

ne can offe
ot limited to

ns or investi

utical toxicity

The Aus
Analysis of pr

f > 60 minut

replace cur
urgery (301
ussed furth

oposed in

nent of pa
ical, nursin
 Referrals 

cal speciali
alliative me
al issues a
ial, and sp

are unavaila
 profession
ndent upon
t health pro
te a wide 
eir carers.  
pendent up
th palliative
y curative a

ost-effective
care patient
ls that the 
  Evidence
care patien

alliative car
of individua
d managem
. 

afety of ph
h have bee
ription in Au

ematic ana
alliative spe
earch literat
er safer out
o: 

gations; 

ty; 

tralian Govern
roposed MBS 

tes duration

rrent items
0 and 3023
er in Chapt

ntervent

lliative care
g, allied he
for palliativ
sts, individ
dicine is the
nd to asses
iritual supp

able, patien
nals. Access
n the know
fessionals a
range of o
The capac

pon the in
e phases of
approaches

e compariso
ts in the com
majority of 
e also indi
nts are 87.5
e admission
ls who may

ment. Comp

armacother
n previousl
stralia). 

alysis of the
ecialists (co
ture.  Notwi
tcomes (pe

nment Departm
items for pallia

1

n (equivalen

s for ‘subs
3) or home 
er 6. 

ion 

e. Palliative
ealth and ot
ve care-rela
ual patients
e specialty t
ss, plan and

ports to add

nts have acc
s to differen

wledge of th
and the cap
other multi-
ity to under
dividual m
f patient tre
to any und

on for inves
mmunity rat
patients an
cates that 

5% more lik
ns to hospit
y prevent h
parator spec

rapy interve
y approved

 specific sa
ompared wi
thstanding, 

ending furth

ment of Health
ative medicine

Final Repor
11 March 2014

nt to MBS ite

sequent’ an
environme

e care ser
ther profes

ated service
s, their car
that is train
d co-ordina
dress the e

cess to inte
nt medical s
he referring
pacity of th
-disciplinary
rtake and c

medical pra
eatment (ra

derlying illne

stigation inv
ther than an
nd their car

when app
kely to rem
tal cannot e
ospital adm
cialty altern

entions pro
d by the Th

afety assoc
ith delivery 
 anecdotal 

her specialt

  

 15

h 
e 
rt 
4 

em 133). 

nd ‘minor 
ents (3018 

rvices are 
sionals in 

es may be 
rers, or a 
ed to deal 

ate a wide 
end of life 

erventions 
specialists 
g medical 
e medical 

y services 
coordinate 
actitioner’s 
ather than 
ess). 

volves the 
n admitted 
ers prefer 

propriately 
main in the 
entirely be 
mission by 
atives are 

ovided by 
herapeutic 

ciated with 
by other 

examples 
ty specific 



 Ma

 Ea
eve

 Ma

 Ma

 Ma

 Ma

Comp
specia
specif
imple
expos
enabl
palliat

Thus 
possib
differe

1.11

Evide
the q
nature
medic
gener
to res

 Inc

 A r

 A r

 Im

 Im

 A r

 A r

The a
provid
enviro
recen
Resea
review

Thus,
specia
Simila

anagement 

arly identifica
ents second

anagement 

anagement 

anagement 

anagement 

parisons wi
alists are a
fic training 
ment and 
sure to a la
ing them t
tive care ne

from the a
bly safer a
ent medical

 Comp

ence indicat
uality of life
e of palliat
cine specia
rally, the inv
sult in:  

creased tim

reduction in

reduction in

proved sati

proved sym

reduction in

reduction in

available ev
de, or other
onment, to m
nt research 
arch Counc
wed literatu

 there is no
alists will b
arly, there is

of pharmac

ation and m
dary to syst

of severe p

of pain; 

of patient a

of dyspnoe

th palliative
able to spen

across a 
co-ordinate

arger numb
to maintain
eeds. 

available ev
and more e
 practitione

parative e

tes that an 
e remaining
tive care, 
alists as a
volvement o

e spent at h

n the numbe

n the length 

sfaction by 

mptom contr

n care giver 

n the overall

vidence ind
rwise co-ord
maximise p
has been 

cil (NHMRC
re over the 

o evidence t
be any wor
s no eviden

A

ceutical inte

managemen
temic neopl

psychologica

agitation; an

ea. 

e care prov
nd more tim
multitude o

e a range 
er of patien
 a higher 

vidence, ser
effective th
rs.  

effective

appropriate
g for patien
research h

an individua
of palliative

home; 

er of inpatie

of time spe

patients an

rol; 

burden; an

l costs of ca

dicates that
dinate, the 
atient and c
funded in 

C).  Many o
next few ye

that the outc
rse than th
nce that outc

The Aus
Analysis of pr

eractions; 

nt of spinal c
astic diseas

al distress;

nd 

vided in ge
me with pat
of end-of-lif
of multi-dis
nts requirin
level of sk

rvices prov
han the sam

ness 

e mix of inte
nts with ter
has not sp
al compon

e care team

nt hospital 

ent in hospit

nd their care

nd 

are. 

t specialists
best mix o

carer quality
Australia,

of these stu
ears. 

comes of in
he same in
comes prov

tralian Govern
roposed MBS 

cord compr
se; 

neral pract
tients (on a
fe intervent
sciplinary in
ng end of li
kill across 

ided by pa
me service

erventions i
minal illnes

pecifically e
nent of tea
s (including

days; 

tal for those

ers; 

s in palliativ
f evidence-
y of life.  It i
through the

udies are e

nterventions
terventions

vided by pa

nment Departm
items for pallia

1

ression and/

tice indicate
verage), ha
ions, are m
nterventions
fe care in a
a wide ran

lliative med
es provided

s required 
ss.  Given t
examined th
am based 
g specialists

e requiring a

ve medicin
-based inter
s also note
e National 
xpected to 

s provided b
provided 

lliative med

ment of Health
ative medicine

Final Repor
11 March 2014

/or other ac

e that pallia
ave a highe
more readil
s, and hav
a typical ye
nge of pat

dicine spec
d across a 

in order to 
the multi-d
he role of 
interventio

s) has been

admission; 

e are more
rventions in

ed that a gre
Health and
appear in 

by palliative
by other s

dicine specia

  

 16

h 
e 
rt 
4 

cute onset 

ative care 
er level of 
ly able to 
ve greater 
ear - thus 
ients with 

ialists are 
range of 

maximise 
isciplinary 
palliative 

ns. More 
n reported 

e likely to 
n the right 
eat deal of 
d Medical 
the peer-

e medicine 
pecialists. 
alists who 



are co
asses
specia
palliat
patien

1.12

Cost 
under
In th
indep
comm

Analy
betwe
expre
proble
delive
versu
result

There
benef
interv
effect
conte

There
a rela
comp
unkno
develo
struct

Mode

The c
Howe
$7.18

In 20
($76.4
for th
benef
or 43

         

1  At
as
th
M

2  Th

o-registered
ssment and
alists1. Thu
tive medicin
nts, there re

 Econo

effectivene
rtaking a co

he context 
endent2 tre

munity envir

ysis betwee
een the cos
essed as a 
ematic.  W
ered by a pa
s a commu
ting from on

e has been
fits from pa

ventions pro
tiveness an
xtual enviro

efore, an ec
ative cost o
arative ana
own) specia
oped.  The
ture where a

elled comp

current (20
ever, due to 
8M by 2014/

012/13, be
45/service) 
he addition 
fits paid in 2
3.9% over 

                  

ttempts to under
ssessment/treatme
e same amount of
BS remuneration. 
his means that the 

d as physic
 treatment 
s, it is ackn
ne specialis
emains som

omic eva

ess analysi
ourse of acti

of palliat
eatment co
onments. 

en indepen
st of interve

ratio).  Th
Whilst it is p

alliative me
unity contex
ne or a serie

 acceptanc
lliative med
ovided by (
nalysis shou
onments to 

conomic eva
of medical 
alysis of cu
alists workin
e forecast 
assessmen

arative ana

12/13) MBS
service nu

/15.  

enefits paid
rising to $7
of comple

2012/13 are
current co

                 

rtake such invest
nt planning result i
f time in their curre

actions are indepe

A

cians on the
planning, a

nowledged, 
sts and othe

me uncertain

aluation

is is used 
ion compare
tive medici
ontexts, i.e. 

ndent conte
ntions com

his is where
possible to 
dicine spec

xt, it is not p
es of medica

ce within th
dicine interv
(willing) GP
uld only ne
demonstrat

aluation of t
consultatio

urrent cost
ng in the co
costs for p
t and patien

alysis 

S outlays fo
mber increa

d under t
7.178M ($8
ex assessm
e estimated 
nditions. T

     

tigations would n
n better outcomes,
ent patient assessm

ndent but not mutu

The Aus
Analysis of pr

e MBS, and
are any bett

that in the 
er specialis
nty in relatio

as a me
ed with the 
ine, cost 
 between 

exts would 
pared with 
e conventio
estimate t

cialist (as pa
possible to 
al consultat

he medical 
ventions for 
Ps or other
eed to dem
te overall su

the palliativ
ons in hosp
ts as at 20
ommunity ra
palliative m
nt review ar

for palliative
ases and in

the curren
80.01/servic
ment and t

at $8.378M
The increas

not address ques
, as the majority of 
ment/treatment pla

ually exclusive. 

tralian Govern
roposed MBS 

d have acce
ter or wors
absence o

sts providing
on to this jud

eans of de
most appro
effectivene
intervention

ordinarily 
the health 

onal cost e
the cost dif
art of a mul
identify the 
tions in eith

profession 
palliative c

r specialty 
onstrate co
uperior cost

ve medicine
pitals versu
012-13 by 
ather than a
medicine ar
re at physic

e medicine
dexation, it

nt scenario
ce) by 2014
reatment p

M ($110.06/s
se above c

stions about whe
 non-physician reg

anning activities (as

nment Departm
items for pallia

1

ess to item
e than othe
f specific co
g services t
dgement. 

termining t
opriate exist
ess analysi
ns provided

suggest c
gain of the 

effectivenes
fference be
ltidisciplinar
relative or 

er context. 

that there 
care related
groups.  O

osts at or b
t effectivene

MBS items
us the com
palliative m

a hospital en
e based o
ian rates. 

are estima
is estimate

o are esti
/15. Under 

planning), p
service) an 
current con

ether access to 
istered palliative m
s co-registered phy

ment of Health
ative medicine

Final Repor
11 March 2014

s for comp
er palliative
omparisons
to the same

the relative
ting course
is is betw
d in hospit

comparative
interventio

ss analysis 
etween con
ry team) in 
absolute h
  

are superi
d disorders 
On this bas
below the a
ess. 

s has been 
mmunity. A 
medicine (a
nvironment 

on the prop

ated to be 
ed that this w

mated at 
scenario 1

physician e
increase of

nditions pro

items for more 
medicine specialists

ysicians) regardles

  

 17

h 
e 
rt 
4 

rehensive 
medicine 

s between 
e group of 

e cost of 
of action. 

ween two 
al and in 

e analysis 
n (usually 
becomes 

nsultations 
a hospital 
ealth gain 

or clinical 
relative to 
is, a cost 
alternative 

based on 
modelled 

and other 
has been 

posed fee 

~$5.82M.  
will rise to 

$5.820M 
 (allowing 

equivalent, 
f $2.558M 
ojected to 

comprehensive 
 report spending 

ss of the level of 



2014/
Unde
lower 
($110

Forec
result
popul
preve
for pa
in the
poten

The a
hospit

 In-
of 

 Co
con

Unde
would
reduc
overa
determ

1.13

It is e
per a
annum
analys
subse
4.76 
rebate
3018,
from 
referra

The fi
condit

 

/15 is $3.63
r scenario 2
than the p

0.99/service

casts (for bo
t in savings
ation could

entable hosp
alliative med
e number of
ntially preve

assumed m
tal or comm

-hospital as
consultation

ommunity as
nsultations 

r any revis
d double (du
ction in the 
all number 
mined from 

3 Finan

estimated th
annum (201
m were una
sed for the 
equent atten
subsequen
e), and 1 in
 85% rebat
regular (mo
al. 

inancial/bud
tions are su

34M or 50.6
2 (time-tier) 
physician eq
e). 

oth scenario
s of up to 
d be iden
pital admiss
dicine speci
f community
ntable hosp

mix of cons
munity envir

sessment c
ns involving

ssessment 
involving pa

ed MBS ite
ue to the av
relative per
of commu
the availab

ncial/bud

hat a total o
3) for palli

available fro
part financ
ndances fo

nt services 
nitial to 1.40
te). Howeve
onthly) pha

dgetary imp
ummarised 

A

6% with tot
benefits ar

quivalent b

os) also ind
$21M, pro

tified and 
sion). This s
alists, a sig
y palliative 
pital admiss

sultations b
onment are

comprises a
g subsequen

comprises 
atient review

em scenario
vailability of
rcentage of
nity consul

ble data. 

dgetary i

of 76,124 oc
iative medi
om the MB
ial year 201
r MBS item
in an adm

0- subseque
er, these cr

armacothera

pacts of the 
in Table 1-1

 

The Aus
Analysis of pr

tal benefits 
re estimated
enefit by $

dicate that a
ovided that 

treated in
suggests th

gnificant cos
specialist c

sions. 

between pa
e currently d

around 17%
nt patient re

around 42%
w. 

o it is estim
f two patien
f patient rev
ltations ma

mpacts

ccasions of
cine. Data 
S informati

12-2013 (Ju
ms based on
mitted hosp
ent services
rude ratios 
apy treatme

proposed a
1.   

tralian Govern
roposed MBS 

estimated 
d at $8.027M
0.351M an

an addition
an additio

 the comm
hat even wit
st advantag
consultation

alliative me
different; na

% of consult
eview); and

% of consu

mated that 
nt assessme
views.  It m
ay increase

f MBS billed
on the fre
on.  Howev

ul-Dec), the 
n initial and
ital context
s in a comm
mask a va

ents to sing

alternatives 

nment Departm
items for pallia

1

at $10.812
M in 2012/1
d rises to $

al outlay of
onal 20% o
munity (av
th an increa
e may be re

ns can be a

edicine serv
mely: 

tations (with

ultations (co

the propor
ent items), w

must be note
e – but this

d service ar
equency of 
ver, based 
overall ave
subsequen

t (Items 30
munity cont
ariety of mo
gle event a

and compa

ment of Health
ative medicine

Final Repor
11 March 2014

M ($120.52
13 ($105.45
$9.957M by

f up to ~$5
of the pallia
voiding a p
ase in paym
ealised if an

achieved, su

vices delive

h the remai

ompared wi

rtion of ass
with a corre
ed howeve
s cannot b

re currently
use per p
on actual M

erage ratio o
nt visits, is 
010 and 30
text (Items 

odels of car
ssessment 

arisons to th

  

 18

h 
e 
rt 
4 

2/service). 
5) which is 
y 2014/15 

.0M could 
ative care 
potentially 

ment rates 
n increase 
ubstituting 

ered in a 

ining 83% 

th 58% of 

sessments 
esponding 
r, that the 
be readily 

y provided 
atient per 
MBS data 
of initial to 
1 initial to 
005, 75% 
3023 and 

re ranging 
on a GP 

he current 



Table

Benef
and $
increa
(2014

Out-o
$0.66
altern
increa
assum
arrang
insuff
the M

1.14

Main 

The p
only b
patien

It is 
benef
Depa
the A
estima
literat
Thus,
popul
foreca

         

3  Fr
4  Fr

Sp

e 1-1: Th

fit outlays u
$3.634M in
ases under
4/15).  

of-pocket co
61M in 201
native. The 
ase for palli
mes the sa
gements a
ficient data 

Medicare Saf

4 Key is

issues rela

proposed el
be estimate
nt deaths in

important 
fiting from p
rtment estim
ChPM estim
ates of the
ture, which 
 the curre
ation for r
asts) and w

                  

rom evidence given
rom evidence repor
pecialties, Advisory

S

C
P
T

C
P
T

he financia

under the p
n 2014/15 
r the time-

ost increase
4/15 and a
majority o

ative medic
ame out-of
nd those a
to identify o
fety Net (M

ssues for

ating to the

igible popul
ed from po
 Australia m

to note ho
palliative ca
mates indic
mates that 
e potentially

provides e
ent estimate
referral to 

was consider

                 

n the 2012 Australia
rted by the Australi
y Committee Repor

Services

Current
Physician Equ
Time-Tier

Change from 
Physician Equ
Time-Tier

A

al/budgetar

physician eq
compared 
-tier alterna

es under th
are higher 

of these co
cine service
f pocket co
associated 
or model th
SN) or Exte

r MSAC

e proposed

lation that is
pulation mo

may be eligi

owever, tha
re services
ate that up 
up to 76% 
y eligible p
estimates ra
e of 59% 
palliative 

red to be th

     

an Government Se
an Medical Counci

rt, December 2005,

2

ivalent

 Current
ivalent

The Aus
Analysis of pr

ry impacts 

quivalent al
to estimate
ative are l

he time-tier
than the i

osts occur 
es delivered
ost differen
with a cha

he impact of
ended Medi

d eligible p

s likely to b
ortality data
ble for a pa

at the esti
 varies acc
to 48% of 
of all death
population 
anging from
of all dea
care servic

he best basi

enate Community A
il (2005) Assessme
, AMC Inc. 

2012/13 2

76,124 8

$M

5.820
8.378
8.027

2.558
2.207

Benefits

tralian Govern
roposed MBS 

of the prop

lternative in
ed outlays 
ower at $2

r option ris
increases u
in the hos
 in a comm
ntial betwe
ange in MB
f any chang
care Safety

opulation

enefit from 
a, which in
alliative care

mated num
ording to di
all deaths m

hs may ben
are perhap

m 44% to 7
aths in Aus
ces is mid
s for model

Affairs References C
ent of Palliative Me

2014/15 20

89,715 76

$M

7.178 2
10.812 2
9.957 2

3.634 0
2.779 0

s

nment Departm
items for pallia

1

posed alter

ncrease by 
under curr

2.207M /20

se by $0.52
under the p
spital secto
unity enviro
en current

BS item str
ges in MBS
y Net (EMSN

palliative m
dicates tha

e referral.  

mber of Au
ifferent stak
may benefit
efit from re

ps best exp
78% of all 
stralia as a
d-range (co
ling of popu

Committee into Pall
dicine as a Medica

012/13 201

6,124 89,

$M $

2.295 2.8
2.544 3.2
2.819 3.4

0.249 0.4
0.525 0.6

Out-of-pocke

ment of Health
ative medicine

Final Repor
11 March 2014

rnatives  

 

$2.558M in
rent condit
012/13) an

25M in 201
physician e
r with only

onment. The
t palliative 
ructure.  T

S item numb
N). 

medicine ser
at around 5

ustralians p
keholder gro
t from refer

eferral4.  Va
pressed in 
deaths in 

a potentiall
ompared w
ulation dem

liative Care in Aust
al Specialty. Recog

4/15

715

$M

820
277
481

457
661

et

  

 19

h 
e 
rt 
4 

n 2012/13 
ions. The 

nd $2.779 

12/13 and 
equivalent 
y a minor 
e analysis 
medicine 

There was 
bers upon 

rvices can 
59% of all 

potentially 
oups. The 
ral3, while 
riations in 
research 

Australia.  
ly eligible 

with other 
mand. 

tralia. 
nition of Medical 



Main 

Signif
delive
Institu
identif
or ad
practi
Austra
care d
palliat
palliat
jurisd
diagn

Moreo
that t
more 
a spe
surgic
acros

Notwi
availa
ackno
medic
provid
individ

Additi
comm
Outco
palliat
the nu
curren
the an
sourc
gener
comm
used 

Main 

The s
presc
safety
more 
of tho
remai
specia
and o
medic
interv

issues rela

ficant diffic
ered across
ute of Hea
fying those 
ditional dia
ces differ s
alia and mo
diagnoses u
tive care ‘ty
tive related
ictions app
oses of pal

over, the cl
he same p
likely in a d

ecialist pallia
cal units oc
s the entire

ithstanding,
able data u
owledged th
cine specia
ding palliati
dual patient

ional difficu
munity settin
omes Colla
tive care se
umber of re
nt commun
nnual numb

ce of comm
ral practice

munity (as o
as the best

issues aro

safety of ph
cribed to tre
y of psycho
difficult to a

ose deliveri
ins within 
alists are tr
other interv
cal and psy
ventions del

ating to the

ulty exists 
 Australia.  

alth and W
admitted u

agnosis’ of 
significantly 
ore recently
unless a pa

ype’ resultin
d clinical ca
pear to hav
liative care,

lassification
patients rec
designated 
ative care u
ccur by pall
e ‘eligible’ co

 current es
pon which 

hat these m
alists (and r
ve services
ts and their 

lties exist in
ng. Reporti
boration (P

ervices oper
gistered pro
ity services
ber of comm

munity serv
e, being the
pposed to h

t available s

ound the ev

harmacother
eat patients
osocial and 
ascertain, a
ng specific 
the purvie

rained and p
entions.  T
ychosocial 
ivered by ot

A

e actual su

in estimat
In relation 

Welfare (AIH
nder a  ‘pal
palliative c
across juri

y New Sout
atient has b
g in signific

are.  The s
ve variable 
, delivered d

n of palliativ
ceived serv
‘palliative c
nit), it is kno
liative care 
ohort of pat

stimates re
to estimate

may over-re
relate to a 
s, which m
carers). 

n estimating
ng of the n

PCOC) is vo
rating acros
oviders liste
s reporting 
munity sect
ice supply 
e primary 
hospital) wh
source upon

vidence an

rapies listed
 requiring p
other interv

as it is depe
interventio

ew of indiv
professiona

Thus, there 
interventio

ther approp

The Aus
Analysis of pr

upply of pa

ting the nu
to public an
HW) captu
lliative care
are has be
isdictions s
th Wales) w
been formal
cant underc
same practi

levels of c
during a ho

ve care pat
ices from a

care type’ ad
own that ad
specialists

ients classi

eported by 
e supply of
present pa
range of o

may not nec

g the numbe
number of 
oluntary.  M

ss Australia
ed by Pallia
to PCOC c
tor patients
is the est

point of co
ho are seek
n which to b

d conclusi

d on the Ph
palliative ca
ventions to 

endent upon
ons.  Trainin
vidual med

ally accredit
is no evid

ns will be 
priately qua

tralian Govern
roposed MBS 

lliative care

umber of p
nd private h

ures data o
e type’ in ad
een coded 
uch that: so

will not code
lly admitted

counting of t
ces are ap

coding in re
spital admis

tients admi
a palliative 
dmission (im
dditional co
s, but the c
fied as palli

the AIHW 
f hospital-re
lliative care
other hospi
cessarily co

er of patient
community 
Moreover, t
 is unknown
tive Care A
cannot be d
s from avail
timated num
ontact for t
king service
base any es

ions for sa

harmaceutic
are has bee

maximise 
n the appro
ng and ong
dical Colle
ted to delive
ence that t
any worse

lified medic

nment Departm
items for pallia

1

e services 

alliative ca
hospital stat
on palliativ
dition to tho
in the hosp
ome jurisdic
e primary o
 (or statistic
the number 
pparent for 
elation to p
ssion. 

tted to hos
medicine s

mplying adm
nsultations 

coverage of
iative care r

have bee
elated servi
e services p
ital-based m
over the ful

ts receiving
patients to

the total nu
n (and can 

Australia).  T
determined 
able data. 
mber of pa
the majority
s.  This data

stimations o

fety 

cal Benefits
en previous
the quality 
priate traini
going profe
ges. Pallia
er a wide ra
the safety o
e than the 
al practition

ment of Health
ative medicine

Final Repor
11 March 2014

in Australi

are services
tistics, the A

ve care pa
ose where a
pital record
ctions (e.g.

or additional
cally separ

r of patients
Queenslan

primary or 

spital does 
specialist.  
mission or t
to other me

f these con
remains unk

en used as
ices.  How
provided by
medical pra
ll range of 

g palliative c
o the Pallia
umber of c
only be est

Thus, the co
in order to
 The only 

atients pres
y of patien
ta has there
of communit

s Scheme (
sly establish
of life for p

ing and qua
essional acc
ative care 
ange of psy
of pharmac
safety of 

ners. 

  

 20

h 
e 
rt 
4 

ia 

s actually 
Australian 
atients by 
a ‘primary 
.  Coding 
, Western 
l palliative 
ated) to a 

s receiving 
nd.  Other 
additional 

not mean 
Although 

transfer to 
edical and 
nsultations 
known. 

 the only 
wever, it is 
y palliative 
actitioners 
needs of 

care in the 
ative Care 
ommunity 
imated by 

overage of 
o estimate 
remaining 
senting to 
nts in the 
efore been 
ty supply. 

PBS) and 
hed.  The 
patients is 
alifications 
creditation 

medicine 
ychosocial 
cotherapy, 
the same 



 

Main 

The e
palliat
pharm
range
medic
that th
medic
provid
and im
medic
comp

Other

It is 
recog
develo
effect
provid
comp
better
specif

Main 

Econo
provid
versu
differe
upon 
literat
are m
that a
hospit
better

1.15

Sever
palliat

 Cu
ass
spe
is s
ass

issues aro

effectivenes
tive care ha

macotherap
e of system
cine specia
he clinical e
cine specia
ded by alte
mplemented
cine specia
lex end-of-l

r important

acknowled
gnised by th
op and im
tiveness of 
ded by ot
rehensive a
r outcomes 
fically traine

economic 

omic analys
ded by pall
s a commu
ences in cl
the assum

ture indicate
more congru
appropriate 
tal. A comp
r information

5 Other 

ral additiona
tive medicin

urrent evide
sessment a
ecialists to 
sought in th
sessments 

ound the ev

s of pharma
as also bee
ies and oth
atic reviews
lists are we
effectivenes
lists would 

ernative me
d is more li
lists who a
life issues w

t clinical is

dged that t
e Australian

mplement sp
intervention
ther specia
assessmen
for termina

ed to delive

issues and

sis has relie
iative medi
unity conte
inical outco
ption that c
es that outc
uent with th

community
parison of co
n is current

significa

al factors ar
ne specialis

ence based
and treatme
take up to 

his context, 
without com

A

vidence an

acotherapie
en previousl
her medica
s (considere
ell placed to
ss of interv
be any wo
dical specia
kely to be m

are also tra
with patients

ssues and a

the specia
n Medical C
pecific rand
ns delivered
alists.  N

nt, treatmen
lly ill patien
r these serv

d areas of 

ed upon an 
cine specia

ext.  In the
omes achie
clinical outc
comes expe
eir general 

y managem
osts has oc
ly available

ant facto

re worthy of
sts for new M

d models o
ent planning
or more tha
as speciali

mpromising 

The Aus
Analysis of pr

d conclusi

es listed on 
ly establish
l and psyc

red beyond 
o deliver th

ventions to 
orse than th
alties. Rath
more comp

ained to spe
s and their c

areas of cl

alty of pall
Council (200
domised co
d by this gr

Notwithstand
nt planning,
nts and their
vices. 

uncertainty

examinatio
alists as pa
e absence o
eved by this
comes will b
erienced by 
 preference

ment can sig
ccurred with
e to inform th

ors 

f considerat
MBS items,

of palliative
g.  These ac
an one hou
ists are not
 the quality 

tralian Govern
roposed MBS 

ions for cli

the PBS an
ed.  The cl
hosocial int
the scope 

hese servic
address pa

he effective
her, the ran
prehensive u
end sufficie
carers.  

inical unce

iative med
05). As such
ontrolled tr
roup of spe
ding, availa
, referral, a
r carers.  Pa

y 

on of the re
art of a mul
of specific 
s group of 
be no worse
patients an

es to die at 
gnificantly r
hin this cont
he economi

tion in relat
 namely tha

medicine 
ctivities hav
r (on avera
 able to red
of patient c

nment Departm
items for pallia

1

nical effect

nd prescribe
inical effect
terventions 
of the curre
es.  Thus t

alliative care
ness of the

nge of inter
under the tr
ent time dis

ertainty 

icine has 
h, there has
ials examin

ecialists rela
able evide

and ongoing
alliative med

lative cost e
tidisciplinar
studies foc
specialists,
e.  Evidenc

nd their care
home. Evid

reduce the 
text.  It is ac
ic analysis. 

ion to the c
at: 

require co
ve been con
ge).  Time 

duce the tim
care. 

ment of Health
ative medicine

Final Repor
11 March 2014

tiveness 

ed to treat p
tiveness of 
 is evident 
ent report).
there is no 
e needs by
e same inte
rventions c
reatment of
scussing dif

only recen
s been limit
ning the sa
ative to inte
ence sugg
g monitorin
dicine spec

efficiency o
ry team in a
cusing upo
, analysis h
ce available
ers are no w
dence also
chances o
cknowledge
 

current subm

mprehensiv
nsistently re
appropriate

me taken fo

  

 21

h 
e 
rt 
4 

patients in 
individual 
across a 
Palliative 
evidence 

y palliative 
erventions 
onsidered 
f palliative 
fficult and 

ntly been 
ed time to 
afety and 
erventions 
ests that 

ng lead to 
cialists are 

of services 
a hospital 

on relative 
has relied 
e from the 
worse and 
 indicates 

of dying in 
ed that no 

mission by 

ve patient 
eported by 
e payment 
r complex 



 Cu
rei
hav
oth
pat

 Cu
rei
spe

 Cu
spe
dis
ma
lim
imp

 Cu
the
rep
lev
priv
imp

1.16

In su
dema
specia
impro
provid
effect
specia
More 
palliat
individ
same
medic
effect
delive

1.17

After 
effect
asses

To en
Exten
MBS 
absen
date, 

urrent fundin
mbursemen
ve dual fel

her medical
tients.   

urrent fund
mbursemen
ecialists rec

urrent fundin
ent with pa

sincentive f
aintain emp

mited.  Work
portant to m

urrent fundin
e provision 
ported to re
vel of MBS f
vate sector
prove levels

6 Summ

mmary, de
and for serv
alist interve

oved ‘case f
ded by pall
tiveness tha
alists curre
importantly

tive medic
duals and th
 patient coh

cine specia
tive and res
ered in a ho

7 Prop

considering
tiveness an
ssment conc

nsure policy
nded Medic

items. The
nce of ESM
have not be

ng arrangem
nt of servic
llowship wit
l practitione

ding arrang
nt arrange
cognised by

ng arrangem
tients in ord
for trainees
ployment or 
kforce numb
maintain the

ng arrangem
of private (h
esult in a d
funding has

r.  Thus, acc
s of palliativ

mary of c

espite recog
vices, there
entions. The
finding’ and
iative care 
an the sam
ntly addres

y, the comp
ine specia
heir families
horts. Finan

alists, partic
sult in lower 
spital conte

osed new

g the streng
nd anticipat
cludes that 

y consisten
care Safety 
e financial r
M capping is
een associa

A

ments avail
es by differ
th another 
ers in order

gements a
ements be
y the Austra

ments have
der to delive
s considerin

engage in 
bers are in 

e viability an

ments have
hospital and
discontinuat
s been cons
cess to high
ve medicine

consider

gnised chal
e appears to
e majority (
d referral fro
specialists 

me service
ssing the n
petency in d
alists to m
s cannot be
ncial model
cularly in t
out-of-pock

ext (by pallia

w items 

gth of the a
ted cost of
MBS item d

ncy betwee
Net cappin

risk of initia
s considere
ated with ex

The Aus
Analysis of pr

lable throug
rent palliati
medical co

r to achieve

available th
etween pal
alian Medica

e been repo
er current e
ng a future
 full scope 
 decline an

nd sustainab

e been repo
d communit
tion of serv
sidered to b
her rebated
e service pro

ration an

llenges ide
o be signifi
(if not all) o
om the gen
appear to 

es provided
eeds of ind
delivering a
aximise th

e assured b
lling indicat
the commu
ket costs to
ative care o

for pallia

available ev
f MBS item
descriptors 

en existing 
ng be appl
ally listing 
ed to be low
xcessive ou

tralian Govern
roposed MBS 

gh the MBS
ve medicin
ollege and 
e a higher 

hrough the
lliative me
al Council a

orted to be i
evidence-ba
e in palliat
of practice

nd attraction
bility of the 

orted by spe
ty) services
vice provisi
be a disince
d MBS items
ovision in th

nd ration

ntifying acc
icant additio
of this dema
neral practic

be no wors
d across a 
dividuals at
a comprehe
he quality 
by other med
tes that any
unity setting
o patients co
or other med

ative med

vidence in 
ms for pallia

could be si

MBS item 
ied to any 
new profes
w, given th
t-of-pocket-

nment Departm
items for pallia

1

S present in
e specialist
can acces
rebate for 

e MBS pr
edicine spe
and the Aust

ncongruent
ased palliati
ive medicin
 in the priv

n of new tra
speciality a

ecialists to 
s.  In some 
on. In othe
entive to de
s is conside
he private s

ale for M

curate estim
onal deman
and could b
ce populatio
se in terms

wide rang
t the point 
ensive range

of end-of-
dical practit
y services p
g, are likely
ompared wi
dical specia

dicine sp

relation to 
ative medic
milar to tho

groups, it 
new pallia

ssional atte
at palliative
-costs. 

ment of Health
ative medicine

Final Repor
11 March 2014

nequities in 
ts:  Many s

ss items av
services pr

resent ineq
ecialists a
tralian Gov

t with the a
ive care, an
ne. The ca
vate sector 
ainees is c

area. 

be an impe
cases, this 

er cases, th
evelop servi
ered by spe
ector. 

MSAC’s a

mates of c
nd for pallia
be identifie
on. The inte
s of safety 
ge of othe
of ‘end of 
e of interve
-life experie
tioners man
provided by
y to be m
th the same

alties). 

pecialist

the deman
cine, this c
ose detailed

is also adv
ative health 
ndance ite
e care spec

  

 22

h 
e 
rt 
4 

access to 
specialists 
vailable to 
rovided to 

quities in 
nd other 
ernment. 

ctual time 
nd carry a 
apacity to 
has been 
onsidered 

ediment to 
has been 

he current 
ces in the 

ecialists to 

advice 

community 
ative care 
d through 
erventions 
or clinical 
r medical 
life’ care. 

entions by 
ences by 
naging the 
y palliative 
more cost-
e services 

s 

nd, safety, 
contracted 
 below. 

vised that 
medicine 

ms in the 
cialists, to 



 

The tw
for co

 Int
ad
con
com
ne

 Int
pa
tim

 In 
ma

Item s
consid

Table

SHOR

Profes

Subse

Minor 

Organ

Organ

Organ

Partic

Partic

Partic

 

 

wo alternat
onsideration

troduce co
dition to cla
nduct patie
mplex asse
ed), or two 

troduce tim
lliative care

me spent wit

addition, it 
ake explicit 

summaries 
deration, in 

e 1-2: Su
cu

RT DESCRIPTI

ssional attenda

equent attendan

 subsequent att

nise/coordinate 

nise/coordinate 

nise/coordinate 

ipate – duration

ipate – duration

ipate – duration

ives (to ma
n by MSAC, 

omplex ass
aiming the c
ent assessm
essment an
existing ass

me-tiered c
e illness tra
th individua

is proposed
their applic

or descrip
the context

ummary of
urrently ava

ON 

nce 

nce 

tendance 

 – duration 15-3

 – duration 30-4

 – duration 45+

n 15-30 mins 

n 30-45 mins 

n 45+ mins 

A

aintaining th
are to: 

sessments
current initia
ment on tw
nd one exis
sessment it

onsultation
ajectory, an
l patients (O

d that the c
ation in oth

tors for add
t of current 

f item desc
ailable to p

SU
H

30 mins 

45 mins 

 mins 

 

The Aus
Analysis of pr

he status qu

as an optio
al assessm

wo individua
sting asses
tems (Optio

ns, allowing
nd any follo
Option 2).

urrent word
er commun

ditional MB
items whic

criptors list
palliative ca

URGERY OR 
HOSPITAL 

3005 

3010 

3014 

- 

- 

- 

- 

- 

- 

tralian Govern
roposed MBS 

uo of the cu

onal additio
ment item –
al occasion
ssment (in 
on 1); or 

g for two pa
ow-up consu

ding for hom
nity settings

BS items ar
h are also s

ted on Sche
are special

HOME 
VISIT 

3018 

3023 

3028 

- 

- 

- 

- 

- 

- 

nment Departm
items for pallia

1

urrent MBS 

onal patient 
thus allowin
s, by eithe
any order 

atient asses
ultation acc

me visitation
. 

re described
set out in Ta

edule A35 
lists 

DISCHARG
CASE 

CONFEREN

- 

- 

- 

3032 

3040 

3044 

3051 

3055 

3062 

ment of Health
ative medicine

Final Repor
11 March 2014

 schedule) 

assessmen
ng the oppo
er claiming 
according 

ssment clai
cording to t

n items is m

d below fo
able 1-2 bel

of the MBS

GE 

NCE 

COMM
CA

CONFE

30

30

30

30

30

30

  

 23

h 
e 
rt 
4 

proposed 

nt item, in 
ortunity to 
one new 

to patient 

ims in the 
the actual 

modified to 

r MSAC’s 
low. 

S 

MUNITY 
ASE 
ERENCE 

- 

- 

- 

069 

074 

078 

083 

088 

093 



OPTIO

Item 
asses

PAL
MA

MBS

Profe
wher

a)  

b) 

Not 
rece

Not b
this i

Fee:

PAL
MA

MBS

Profe
wher

a)  

b) 

Not 
rece

Not b
this i

Fee:

 

ON 1: Intro

descriptor
ssment item

LLIATIVE CA
NAGEMENT

S Item XXXX 

essional attenda
re the patient is 

assessment is

- a comprehe
- comprehens

- the formulat

  a consultant 
referring prac

- an opinion o

- treatment op
- medication r

being an attend
ived on the sam

being an attend
tem for attenda

 $263.90          

LLIATIVE CA
NAGEMENT

S Item XXXX 

essional attenda
re the patient is 

assessment is

- a comprehe

- comprehens
- the formulat

  a consultant 
referring prac

- an opinion o
- treatment op

- medication r

being an attend
ived on the sam

being an attend
tem for attenda

 $263.90          

oduce an ad

rs for an 
m 3005 (Ho

ARE MEDICI
T PLAN - SUR

ance of at least 
 referred by a re

s undertaken th

nsive history, in
sive multi or det

ion of differentia

physician treatm
ctitioner that invo

on diagnosis and

ptions and decis
recommendatio

dance on a pa
me day by the sa

dance on the pa
ance by the sam

Benefit: 75% =

ARE MEDICI
T PLAN – OU

ance of at least 
 referred by a re

s undertaken th

nsive history, in

sive multi or det
ion of differentia

physician treatm
ctitioner that invo

on diagnosis and
ptions and decis

recommendatio

dance on a pa
me day by the sa

dance on the pa
ance by the sam

Benefit: 75% =

A

dditional a

additional 
ospital or S

INE SPECIA
RGERY OR 

 45 minutes dur
eferring practitio

hat covers:  

ncluding psycho
tailed single org

al diagnoses; an

ment and mana
olves:  

d risk assessme

sions  
ns  

atient in respect
ame palliative c

atient in respect
me palliative care

= $197.95          

INE SPECIA
UTSIDE OF S

 45 minutes dur
eferring practitio

hat covers:  

ncluding psycho

tailed single org
al diagnoses; an

ment and mana
olves:  

d risk assessme
sions  

ns  

atient in respect
ame palliative c

atient in respect
me palliative care

= $197.95          

The Aus
Analysis of pr

assessmen

 assessme
Surgery) or

LIST, REFER
HOSPITAL 

ration for an init
oner, and where

osocial history a
an system asse

nd  

gement plan of 

ent  

t of whom, an 
care medicine sp

t of whom, in th
e medicine spec

 85% = $224.35

LIST, REFER
SURGERY O

ration for an init
oner, and where

osocial history a

an system asse
nd  

gement plan of 

ent  

t of whom, an 
care medicine sp

t of whom, in th
e medicine spec

 85% = $224.35

tralian Govern
roposed MBS 

t item for c

ent item t
r item 3128

RRED PATIE

ial assessment 
e: 

nd medication r
essment;  

 significant com

attendance und
pecialist.  

he preceding 12
cialist. 

5 

RRED PATIE
OR HOSPITA

ial assessment 
e: 

nd medication r

essment;  

 significant com

attendance und
pecialist.  

he preceding 12
cialist. 

5 

nment Departm
items for pallia

1

complex as

to be used
 (Home Vis

ENT TREATM

 of a patient with

review;  

mplexity is develo

der items 3005

2 months, paym

ENT TREATM
AL 

 of a patient with

review;  

mplexity is develo

der items 3018

2 months, paym

ment of Health
ative medicine

Final Repor
11 March 2014

ssessment 

d with the
sit) 

MENT AND 

h at least two m

oped and provid

5, 3010 or 3014

ment has been m

MENT AND 

h at least two m

oped and provid

8, 3023 or 3028

ment has been m

  

 24

h 
e 
rt 
4 

 

e current 

morbidities, 

ded to the 

4 has been 

made under 

morbidities, 

ded to the 

8 has been 

made under 

 



 

OPTIO

Desc
consu

Categ

MBS 

Profe
patien

Not b
any m

Fee: 

MBS 

Profe
patien
than 4

Not b
any m

Fee: 

MBS 

Profe
patien
than 6

Not b
any m

Fee: 

MBS 

Profe
patien

Not b
any m

Fee: 

 

ON 2: Repl

riptors for 
ultations) 

gory 1 – Profess

 Item YYY1 

essional attendan
nt to him or her b

being an attenda
more than one of 

$88.55 B

 Item YYY2 

essional attendan
nt to him or her b
40 minutes durat

being an attenda
more than one of 

$150.90          B

 Item YYY3 

essional attendan
nt to him or her b
60 minutes durat

being an attenda
more than one of 

$207.40 B

 Item YYY4 

essional attendan
nt to him or her b

being an attenda
more than one of 

$263.90          B

lace curren

2 x time-t

sional attendan

nce by an palliativ
by a medical prac

nce on the patie
f YYY1, YYY2, YY

enefit: 75% = $

nce by an palliativ
by a medical prac
tion. 

nce on the patie
f YYY1, YYY2, YY

enefit: 75% = $1

nce by an palliativ
by a medical prac
tion. 

nce on the patie
f YYY1, YYY2, YY

enefit: 75% = $

nce by an palliativ
by a medical prac

nce on the patie
f YYY1, YYY2, YY

enefit: 75% = $1

A

nt items 30

iered asse

nces 

ve care medicine
ctitioner - an initi

ent in respect of 
YY3, or YYY4 fo

$66.41 85%

ve care medicine
ctitioner - an initi

ent in respect of 
YY3, or YYY4 fo

113.18             85

ve care medicine
ctitioner - an initi

ent in respect of 
YY3, or YYY4 fo

$155.55 85%

ve care medicine
ctitioner - an initi

ent in respect of 
YY3, or YYY4 fo

197.93         85%

The Aus
Analysis of pr

05 to 3028 

ssment ite

e specialist in the
al or subsequent

 whom, in the pr
or attendance by 

% = $75.27 

e specialist in the
al or subsequent

 whom, in the pr
or attendance by 

5% = $128.27 

e specialist in the
al or subsequent

 whom, in the pr
or attendance by 

% = $176.29 

e specialist in the
al or subsequent

 whom, in the pr
or attendance by 

% = $224.32 

tralian Govern
roposed MBS 

with time-

ems (for Ho

e practice of his o
t assessment of 

receding 12 mon
 the same palliat

e practice of his o
t assessment of 

receding 12 mon
 the same palliat

e practice of his o
t assessment of 

receding 12 mon
 the same palliat

e practice of his o
t assessment of 

receding 12 mon
 the same palliat

nment Departm
items for pallia

1

tiered cons

ospital/Sur

or her specialty, 
 not more than 20

nths, payment ha
ive care medicin

or her specialty, 
 more than 20 m

nths, payment ha
ive care medicin

or her specialty, 
 more than 40 m

nths, payment ha
ive care medicin

or her specialty, 
 more than 60 m

nths, payment ha
ive care medicin

ment of Health
ative medicine

Final Repor
11 March 2014

sultation it

rgery or Re

following referra
0 minutes duratio

as been received
ne specialist. 

following referra
inutes, but not m

as been received
e specialist. 

following referra
inutes, but not m

as been received
ne specialist. 

following referra
inutes duration. 

as been received
ne specialist. 

  

 25

h 
e 
rt 
4 

tems  

esidential 

l of the 
on. 

d under 

l of the 
more 

d under 

l of the 
more 

d under 

l of the 

d under 

 



Desc
Resid

Categ

MBS 

Profe
patien
than 2

Fee: 

MBS 

Profe
patien
20 mi

Fee: 

MBS 

Profe
patien
40 mi

Fee: 

MBS 

Profe
patien
60 mi

Fee: 

 

riptors for 
dential con

gory 1 – Profess

 Item ZZZ1 

essional attendan
nt to him or her b
20 minutes durat

$43.00 B

 Item ZZZ2 

essional attendan
nt to him or her b
inutes, but not m

$75.50             B

 Item ZZZ3 

essional attendan
nt to him or her b
inutes, but not m

$103.80 B

 Item ZZZ4 

essional attendan
nt to him or her b
inutes duration. 

$132.10          B

all subseq
nsultations)

sional attendan

nce by an palliativ
by a medical prac
tion. 

enefit: 75% = $

nce by an palliativ
by a medical prac

more than 40 minu

Benefit: 75% = $

nce by an palliativ
by a medical prac

more than 60 minu

enefit: 75% = $

nce by an palliativ
by a medical prac

enefit: 75% = $9

A

quent time-
) 

nces 

ve care medicine
ctitioner - a subs

$32.25 85%

ve care medicine
ctitioner - a subs
utes duration. 

$56.63             85

ve care medicine
ctitioner - a subs
utes duration. 

$77.85 85%

ve care medicine
ctitioner - a subs

99.08           85%

The Aus
Analysis of pr

-tiered con

e specialist in the
sequent attendan

% = $36.55 

e specialist in the
sequent attendan

5% = $64.18 

e specialist in the
sequent attendan

% = $88.23 

e specialist in the
sequent attendan

% = $112.29 

tralian Govern
roposed MBS 

nsultation i

e practice of his o
nce to an initial o

e practice of his o
nce to an initial o

e practice of his o
nce to an initial o

e practice of his o
nce to an initial o

nment Departm
items for pallia

1

items (for H

or her specialty, 
r subsequent ass

or her specialty, 
r subsequent ass

or her specialty, 
r subsequent ass

or her specialty, 
r subsequent ass

ment of Health
ative medicine

Final Repor
11 March 2014

Hospital/Su

following referra
sessment of not 

following referra
sessment of mor

following referra
sessment of mor

following referra
sessment of mor

  

 26

h 
e 
rt 
4 

urgery or 

l of the 
 more 

l of the 
re than 

l of the 
re than 

l of the 
re than 

 



MODI
consu

1.18

Nil. 

1.19

See M

1.20

Austra
Speci

MSAC

PALL

MBS 

Profe
the s

- INIT

Fee: 

PALL
HOS

MBS 

- Eac

Fee: 

PALL

MBS 

- Eac

Fee: 

 

IFICATION
ultations 

8 Appli

 Cont

MSAC terms

 Linka

alian Medic
ialty. 

C’s process

LIATIVE CARE 

 Item 3018 

essional attendan
pecialty of pallia

TIAL attendance

 $179.70           B

LIATIVE CARE 
PITAL 

 Item 3023 

ch attendance (o

 $108.70            

LIATIVE CARE 

 Item 3028 

ch MINOR attend

 $78.25              

S: Curren

icant’s re

ext for d

s of referen

ages to o

cal Council R

ses are deta

MEDICINE SPE

nce at a place ot
ative medicine, w

e in a single cour

Benefit: 85% = $

MEDICINE SPE

other than a serv

 Benefit: 85% = 

MEDICINE SPE

dance SUBSEQ

  Benefit: 85% =

A

nt item de

esponse

ecision

ce. 

other doc

Report (200

ailed on the 

ECIALIST - INITI

ther than consul
where the patient

rse of treatment 

$152.75 

ECIALIST - SUB

vice to which item

 $92.40 

ECIALIST - MINO

UENT to the firs

= $66.55 

The Aus
Analysis of pr

escriptors 

e to the p

cuments

05) on Asse

MSAC We

IAL CONSULTA

lting rooms or ho
t was referred to

SEQUENT CON

m 3028 applies) S

OR CONSULTA

st in a single cou

tralian Govern
roposed MBS 

for Hom

public su

s 

essment of 

bsite at: ww

ATION – OUTSID

ospital by a cons
o him or her by a 

NSULTATION – 

SUBSEQUENT 

ATION – OUTSID

rse of treatment 

nment Departm
items for pallia

1

e visitatio

ummary d

Palliative M

ww.msac.go

DE OF SURGER

sultant physician
 medical practitio

 OUTSIDE OF S

 to the first in a s

DE OF SURGER

 

ment of Health
ative medicine

Final Repor
11 March 2014

ons and f

documen

Medicine as 

ov.au (home

RY OR HOSPITA

 or specialist pra
oner. 

SURGERY OR 

single course of t

RY OR HOSPITA

  

 27

h 
e 
rt 
4 

follow-up 

nt 

a Medical 

e page). 

AL 

actising in 

treatment 

AL 

 



 2 

2.1 

Pallia
impro
of cur
histor
illness

A nat
specia

A sma
diagn
indica
requir
resus

The p
clinica

         

5. AI
6. Q

Popu

The c

tive care is
ove the qual
re.   The cli
rical focus 
s.5  

“Palliative ca
despite cance
other types o
decreasing a
failures (hear

tional surve
alists revea

There a
includin
patients

 “The patients
types are lun
MND.” 

“64% of the c
COPD, CHF 

“80-85% of p
elderly.” 

all number 
osed with 

ated the po
ring ‘end o
citation). 

 “Paediatric p
Approximatel
(Button’s) di
neurological i
have an unpr

“There are al
future practic

precise mix 
al context i

                  

IHW, Palliative care
uotations in pale gr

ulation d

clinical p

s the area 
lity of life fo
nical popul
upon onco

are has histor
er rates increa
of conditions 

as a proportion
rt/liver/lung), M

ey, review o
aled that: 

re three ma
ng those w
s), followed

s we see wou
g/colorectal/b

cases we see
 and renal failu

patients have 

of palliative
a range of
otential inv
of life’ trea

patients are 
ly 10% would
isease, musc
impacts.  We 
redictable dise

lso trials inclu
ce.” 

of patients
n which the

                 

e services in Austra
rey throughout this 

A

demand 

populatio

of health w
or patients w
ation treate

ology patien

rically been m
asing due to i
 that are req
n of the total.

MND and dem

of the litera

ain categor
who have be
d by organ 

uld be 80:20 c
rain.  The ma

e are where th
ure – 60% of n

 advanced ma

e care spec
f life limiting
volvement 
tment deci

a different m
d be oncology
cular atrophy 
 also deal with
ease trajectory

ding palliative

s seen by in
ey are emp

     

alia 2012 
 report are stateme

The Aus
Analysis of pr

and sup

on 

where the 
who have a 
ed by palliat
nts, to inclu

more closely 
increasing can

quiring palliativ
.  The main o

mentia patients

ature, and 

ries (by vo
een diagno
failure, an

cancer versus 
ain non-cancer

he primary dia
non-malignant

alignancies – 

cialists focu
g perinatal 
of palliative
isions (e.g.

mix of cases 
y cases.  Majo
 disease and
h severe end o
y.” 

e care nurses 

ndividual pa
ployed (see

ents made by pallia

tralian Govern
roposed MBS 

pply of c

clinical inte
life limiting

tive care sp
ude those 

aligned with 
ncer in an age
ve care are a
other types of
s.” 6 

targeted co

olume) of p
osed with c
nd terminal 

 non-cancer p
r palliative car

agnosis is ma
t cases relate 

 the balance o

s upon pae
or genetic

e care spe
., treatmen

 as non-malig
or non-malign
d chromosom
of life cerebra

 on MET team

alliative car
e Appendix 

ative care specialist

nment Departm
items for pallia

1

clinical s

ent and tre
 illness with

pecialists ha
with a wid

cancer but th
eing communi
also increasin
f patients inclu

onsultations

alliative ca
cancer (the

neurologic

patients, where
re patients are

alignancy – th
 to end stage r

of cases is CO

ediatric popu
conditions

ecialists wi
t withdrawa

gnant cases 
nant conditions
mal depletion,

l palsy cases.

ms, and this co

e specialist
1), which f

s interviewed in pre

ment of Health
ative medicine

Final Repor
11 March 2014

services 

eatment goa
h little or no
as expande
de range o

this is changi
ity, the increa
ng, and canc
ude various o

s with pallia

are patients
e majority o
cal disease

re the main ca
e CHF, COPD

he balance inc
 renal disease

OPD, CHF or

ulations wh
s.  Others h
ith hospita

wal or not 

 are the maj
s include prog
, particularly 
.  Paediatric c

ould be an are

ts depends
frequently i

eparation of this as

  

 28

h 
e 
rt 
4 

als are to 
o prospect 
d from an 
f terminal 

ing – 
se in 

cer is 
organ 

ative care 

s, 
of 
e. 

ancer 
D and 

clude 
.” 

r frail 

ho may be 
have also 
l patients 
for active 

jority. 
geria 
with 

cases 

ea of 

upon the 
ncludes a 

ssessment. 



mix o
reside
each 
report

 Lu

 Co

 Bre

 Ge

 Up

 Ch

 Oth

Recen
in Aus
Health

 Aro
to 

 

 

 

 

 

 Th
pat

 

 

 

Patien
partic
of pa
under
otherw
who s

 Th
be

 

         

7  Th
be

8  Th
tre

9  Au
an

10  No
an

of public and
ential aged 

jurisdiction
ted across a

ng cancer; 

olorectal can

east cancer

enito-urinary

pper gastro-

hronic obstru

her neurolo

nt analysis 
stralian pub
h and Welfa

ound three 
patients wh

Secondary

Lung cance

Bowel canc

Prostate ca

Breast can

e remainin
tients with a

Renal failu

Heart failur

Chronic ob

nts receivin
cularly towar
lliative care
rstand the 
wise consid
subsequent

e majority o
en diagnos

Brain canc

                  

he term ‘hospice’ ca
eds or units in (pub
he volume of patien
eated in Communit
ustralian Institute o
nd Welfare 2013. P
ote that percentage
nd Secondary site c

d/or private
care servic

n in Austra
all treatmen

ncer; 

r; 

y cancer; 

-intestinal ca

uctive pulm

ogical diseas

of major cli
blic and priv
are (AIHW) 

quarters (7
ho have bee

y site cance

er (16%); 

cer (9%); 

ancer (6%);

cer (6%). 

ng quarter 
a range of d

re (13%); 

re (8%); and

bstructive pu

ng palliative
rds the end
e-type patie
characteris

dered to be 
ly die during

of patients 
ed with can

er (74% die

                 

an mean various cl
lic or private) hosp
nts with COPD and
y, Hospital, and Ho

of Health and Welfa
Palliative care servic
es for individual dia
cancer). 

A

e hospitals, 
es. The def

alia. Notwith
nt settings (

ancer;  

monary disea

ses.8 

inical popul
vate hospita
which repo

4-76%) of a
en diagnose

r (53%);10 

 or 

of all hosp
different con

d 

ulmonary di

e care serv
 of their dis

ents eventu
stics of pati

receiving p
g the same 

who die in 
ncers such a

e in hospital

     

linical contexts, from
itals. 
 Neurological disea

ospital settings. 
re 2012. Palliative 
ces in Australia 201

agnoses sum to mo

The Aus
Analysis of pr

hospices,7

finition and 
hstanding, 
in relative o

ase; and 

lations rece
als have bee
ort that: 9 

all hospital b
ed with neop

pital based
nditions, the

sease (6%)

vices often 
sease trajec
ually die in
ients who 
palliation du
hospital ad

hospital wh
as: 

l); 

m free-standing (pu

ase was significant

 care services in Au
13. HWI 123 Canbe
ore than 100% as in

tralian Govern
roposed MBS 

community
mix of thes
the most 

order of pati

eiving same
en undertak

based pallia
plastic dise

 palliative 
e most com

). 

experience
ctory. It is a

hospital. A
are admitte
uring some 
dmission.  

hilst receivi

ublic or private) fac

tly higher in Reside

ustralia 2012. HWI 
erra: AIHW. 
ndividual patients m

nment Departm
items for pallia

1

y palliative 
e clinical co
common d
ent volume

-day or ove
ken by the A

ative care se
ase (cancer

care servic
mon of whic

e multiple 
lso recognis
Accordingly
ed under p
point of the

ng palliative

cilities in the commu

ntial Care environm

120 Canberra: AIH

may have more than

ment of Health
ative medicine

Final Repor
11 March 2014

care servic
ontexts vari
diagnostic c
e) involve: 

ernight palli
Australian I

ervices are
r) including

ces are pr
ch include: 

hospital ad
sed that aro

y, it is also 
palliative ca
eir hospital 

e care serv

unity, to designated

ments, compared w

HW. Australian Inst

n one diagnosis (e

  

 29

h 
e 
rt 
4 

ces and/or 
es across 
conditions 

ative care 
nstitute of 

 delivered 
: 

rovided to 

dmissions, 
ound 50% 
useful to 

are or are 
stay, and 

vices have 

d palliative care 

with patients 

itute of Health 

.g., Lung cancer 



 

 

 

 

 Th
ran

 

 

 

 

 

Thus,
consu
receiv

2.2 

2.2.1 

The n
popul

Figur

 

 

Pancreatic 

Stomach c

Secondary

Breast can

e remaining
nge of other

Motor neur

HIV/AIDS (

Huntington

Parkinson’s

Liver failure

 evidence 
ultation with
ving service

Dema

NATIO

number of d
ation – app

re 2-1: Po

 cancer (70

ancer (70%

y site cance

cer (67%). 

g patients w
r conditions

rone diseas

(45%); 

n disease (4

s disease (3

e (30%). 

reported 
h medical s
es from palli

and for p

ONAL ESTIM

deaths in A
proximately 

opulation g

A

0%); 

%); 

r (68%); an

who die in h
s, most com

e (50%); 

40%); 

35%): and

from the 
pecialists p
ative care s

palliative

MATES OF 

Australia is i
one percen

growth and

The Aus
Analysis of pr

d 

hospital whi
mmonly: 

literature, 
presents a c
services. 

e care se

THE CLINI

increasing 
nt per annum

d number o

tralian Govern
roposed MBS 

lst receiving

analysis o
consistent p

rvices 

ICAL POPU

at the same
m (Figure 2

of deaths in

nment Departm
items for pallia

1

g palliative c

of national
picture of th

ULATION 

e rate of gr
-1). 

n Australia 

ment of Health
ative medicine

Final Repor
11 March 2014

care servic

l data, an
he clinical p

rowth as th

(2010 - 201

  

 30

h 
e 
rt 
4 

es have a 

d clinical 
population 

e general 

15) 

 



Analy
to 201
system
within

Figur

The m
Aroun

         

11  W
sta
no
re

(E
st

.) 
N

um
be

r o
f d

ea
th

s 
(E

st
.) 

N
um

be
r o

f d
ea

th
s 

(E
st

.) 
N

um
be

r o
f d

ea
th

s 

ysis of death
15) reveals 
ms.  With t

n the remain

re 2-2: Nu

most recent 
nd two in e

                  

With the exception o
able.  Linear foreca
ot confounded by fo
eport. 

5,000 

6,000 

7,000 

8,000 

9,000 

10,000 

11,000 

12,000 

13,000 

14,000 

200

0 

1,000 

2,000 

3,000 

4,000 

5,000 

6,000 

7,000 

8,000 

200

41,000 

42,000 

43,000 

44,000 

45,000 

46,000 

47,000 

48,000 

49,000 

50,000 

51,000 

200

hs in Austra
that around
he exceptio

ning body sy

umber of d

causes of 
every three

                 

of circulatory syste
asting was based u
orecast data from a

08 2009 20

08 2009 20

08 2009 20

A

alia reported
d 90% of al
on of circula
ystems is a

deaths by b

death repo
e deaths in 

     

em disease, which 
upon known data (
a previous period in

010 2011 (2

10 2011 (20

010 2011 (20

The Aus
Analysis of pr

d by the AI
ll causes ca
atory and c

anticipated t

body syste

rted by the 
Australia 

 appears to be de
(2008-2011) for ea
n the estimation tim

012) (2013) (2

012) (2013) (2

012) (2013) (2

tralian Govern
roposed MBS 

HW betwee
an be attrib
congenital d
o rise in fut

m and ICD

AIHW (for 
are accoun

creasing, and cong
ch independently e

meline). This is the 

2014) (2015) 

2014) (2015) 

2014) (2015) 

nment Departm
items for pallia

1

en 2002 and
uted to dise

disease,11 th
ure years (F

-10 groupin

2011) are o
nted for by 

genital/chromosom
estimated future pe
 case for all foreca

Respira

Mental/

Nervou

Endocri

Digestiv

Genitou

Infectiou

Congen

Circula

Neopla

ment of Health
ative medicine

Final Repor
11 March 2014

d 2011 (and
eases within
he number 
Figure 2-2)

ng (2008-2

outlined in T
circulatory

mal, diseases that a
eriod (i.e., projected
ast estimates outlin

atory  (J00-J99) 

/behavioural (F00

us (G00-G99) 

ne/metabolic (E0

ve (K00-K93) 

urinary  (N00-N99

us/parasitic (A00-

nital/chromosoma

atory (I00-I99) 

astic (C00-D48) 

  

 31

h 
e 
rt 
4 

d forecast 
n 10 body 
of deaths 
.  

015 est.) 

 

Table 2-1.  
y disease, 

appear relatively 
d forecasts were 
ed in the current 

0-F99) 

00-E90) 

9) 

-B99) 

al (Q00-Q99) 



cance
are 75

Table

B

Circul

Cance

Respi

Menta
diseas

Nervo

Endoc

Digest

Genito

Infecti

Conge

Total 

Additi
servic
should
health
platfo
the co
the Pr

 Su

 Inc

 Ed

 Re

er, or respir
5 years of a

e 2-1: M

BODY SYSTEM

atory 

er 

ratory 

al and behaviou
se 

ous system  

crine 

tive system 

ourinary 

ious/parasitic 

enital/chromoso

 (of all deaths)

ionally, the
ces.  Interna
d be an in
h care syst
rms to add
ountry supp
rogram is to

upporting pa

creasing acc

ducation, tra

esearch and

ratory illnes
age or older

ajor cause

M % OF
DEA

31

29

8

ural 5

4

4

3

2

1

omal 0

 91

re are a ra
ationally, in 
tegral part 
tem.  Loca
ress furthe

ported throu
o improve a

atients, fam

cess to pall

aining and s

d quality imp

A

ss. The maj
r. 

s of death 

F ALL 
ATHS 

.0 Ischa
Cereb
Other

9.8 Lung 
Prosta
Breas
Secon
Pancr
Colon
Skin  
Urina

.5 Chron
Influe

.2 Unspe
Vascu

.6 Alzhe
Parkin
Syste
Motor

.1 Diabe
Other

.5 Liver 
Intest

.4 Rena

.6 Bacte

.4 Variou

1.1 Total 

ange of po
2004, the W
of all aged

ally, the Au
r developm
gh funding 

access and q

ilies and ca

iative medic

support for t

provement f

The Aus
Analysis of pr

ority of the

in Australi

MOST

aemic heart dise
brovascular dis
r forms of heart

  
tate  
st  
ndary sites  
reas  
n  
 

ary tract  

nic obstructive p
enza and pneum

ecified dementi
ular dementia 

eimer’s disease 
nson’s disease 

emic atrophies s
r Neurone Dise

etes mellitus 
r metabolic diso

 disease 
tinal diseases  

al failure 

erial disease 

us 

l (of all deaths)

olicy drivers
World Healt
d care serv
ustralian go

ment of com
from the Na
quality of pa

arers in the c

cine in the c

the workforc

for palliative

tralian Govern
roposed MBS 

se deaths (

ia by body 

T COMMON D

ease  
ease  
t disease  

pulmonary dise
monia  

ia 

 
 
such as Hunting
ase 

orders 

) 

s that will s
th Organisa
vices and a
overnment 

mprehensive
ational Palli
alliative car

community;

community;

ce; and 

e care servi

nment Departm
items for pallia

1

(66%) occu

system an

ISEASES 

ease  

gton’s disease a

shift deman
tion declare

an importan
has a num

e palliative c
iative Care 
re for all Aus

 

  

ices. 

ment of Health
ative medicine

Final Repor
11 March 2014

ur for individ

nd disease 

%
D

 and 

nd for pallia
ed that palli
nt compone
mber of ma
care servic
Program. T
stralians by

  

 32

h 
e 
rt 
4 

duals who 

(2011) 

% OF ALL 
DEATHS 

14.6 
7.7 
5.3 

5.5 
2.2 
2.0 
1.7 
1.6 
1.4 
1.4 
1.4 

3.6 
1.7 

3.9 
0.8 

2.0 
0.9 
0.5 

2.9 
0.9 

1.1 
1.1 

1.7 

1.1 

0.4 

67.4 

ative care 
ative care 

ent of any 
ajor policy 
es across 

The aim of 
y: 



This i
servic

The c
care i

 En

 Su

 Su

 Bu

States
palliat
palliat

Thus,
increa

As lev
and f
progre
and te
servic
care p

Thus,
report
palliat

These
literat

Table

B

Cance

Circul

Menta
diseas

Respi

         

12. AH

ncludes su
ces.  

cornerstone
s provided 

nhance the a

upport appro

upport leade

uild capacity

s and territo
tive care s
tive care. 

 changes 
ase the futu

vels of publ
families wil
ession and 
erritory dep

ces will incr
provided, in

 further an
ted by the A
tive care se

Eligible ca
sudden d

e types of 
ture (Table 

e 2-2: Po

BODY SYSTEM

er 

atory 

al and behaviou
se 

ratory 

                  

HMAC, National Pa

pporting St

e for nation
in the Natio

awareness 

opriate and 

ership and g

y and capab

ories, which
strategies a

in the leve
ure demand 

ic awarene
ll seek acc
for a greate

partments o
rease as th

ncluding issu

nalysis was 
AIHW to ide
ervices.   

ases were 
death, thus

a

cases are 
2-2). 

otential ref

M % OF
DEA

29

10

ural 4.6

3.9

                 

alliative Care Strate

A

tates and te

nal and juris
onal Palliativ

and unders

effective ca

governance

bility.12 

h are at diffe
and framew

el of clinica
for palliativ

ss increase
cess to pa
er breadth o
of health th
he commun
ues such as

undertake
entify the nu

defined as
s having su
appropriate

also refer

ferrals to pa

F ALL 
ATHS 

.76 All for

.39 Chron
Heart
Cardi

68 Unspe
Vascu

97 Chron
Emph

     

egy, 2010 – Suppor

The Aus
Analysis of pr

erritories in 

sdictional d
ve Care Str

standing; 

are; 

e; and 

fering levels
works that s

al awarene
ve care serv

e, it is highly
alliative car
of illnesses

herefore co
nity gains a 
s advanced

n on speci
umber and t

s individual
ufficient tim
e end of life

rred to as 

alliative ca

MOST

rms  

nic ischaemic h
t failure 
iomyopathy  

ecified dementi
ular dementia 

nic obstructive p
hysema 

rting Australians to

tralian Govern
roposed MBS 

provision o

developmen
rategy, 2010

s of system 
seek to ad

ess and pu
vices.   

y likely that 
re services
.  Palliative 
nsider that 
better und

 care plann

fic ICD cod
type of case

ls who wer
me for refer
e managem

‘anticipated

are for end 

T COMMON D

heart disease  

ia 

pulmonary dise

o Live Well at the En

nment Departm
items for pallia

1

of sub-acute

nts and inv
0.   The Stra

maturity, in
dress the 

ublic expec

a greater n
, at earlier
Care Austr
the deman

derstanding 
ning.   

ding of ava
es that may

re unlikely 
rral to pallia
ment.   

d deaths’ in

of life man

ISEASES 

ease  

nd of Life 

ment of Health
ative medicine

Final Repor
11 March 2014

e care pallia

vestment in
ategy aims 

n turn have 
emerging 

ctations are

number of in
r stages o
ralia (PCA) 
nd for pallia
of the natu

ailable mort
y be eligible

to experien
ative care f

n the pallia

nagement (

%
D

  

 33

h 
e 
rt 
4 

ative care 

palliative 
to: 

their own 
needs for 

e likely to 

ndividuals 
f disease 
and state 

ative care 
ure of the 

tality data 
e for future 

nce 
for 

ative care 

(2011) 

% OF ALL 
DEATHS 

29.76 

7.78 
2.00 
0.61 

3.85 
0.83 

3.56 
0.41 



B

Endoc

Nervo

Genito

Digest

Conge

Infecti

Total 
 

2.2.2 

Comm
public
but, a

Curre
Austra
(and 
involv
coma
estima
25% o

Altern
such 
appro

         

13  De
Co

14  Ro
M

15  No
re

BODY SYSTEM

crine 

ous system  

ourinary 

tive system 

enital/chromoso

ious/parasitic 

 (of all deaths)

Based upo
die (59%)
estimate 

mi

INFLU

munity dem
c awareness
as previously

ent attempts
alia where 
their carer

vement of p
tose patien
ates of com
of all deaths

native appro
as estima

oach was no

                  

epartment of Hea
ommonwealth of A
osenwax LK, McN

Medicine, 19, 556-56
ote that the numbe

eferred from anothe

M % OF
DEA

3.7

3.6

1.6

0.8

omal 0.3

0.3

 59.

on current 
) have the p
were appli

ight reason

ENCES UP

and for pal
s and expe
y noted, are

s to estima
treating clin
rs) for pal
palliative ca
nts following
mmunity dem
s,13 to as hig

oaches to 
tion of the
ot pursued f

                 

alth and Ageing, 
ustralia (2012) Pall
amara, B, Blackm

62. 
er of referrals can s
er medical practition

A

F ALL 
ATHS 

74 Diabe
Other

60 Alzhe
Parkin
Syste
Motor
Demy

67 Rena

89 Alcoh
Fibros
Hepa

37 Variou

31 Seque
Huma
Viral h

.38 Total 

mortality d
potential to
ied to Austr
nably dema

PON ESTIM

liative care 
ctations of 
e likely to in

ate demand
nicians were
liative care
are speciali
g stroke, w
mand are c
gh as almos

estimating 
e number o
for several r

     

Submission 96 (
liative care in Austr
ore, AM, and Holm

still be used as on
ner, which is estima

The Aus
Analysis of pr

MOST

etes mellitus 
r metabolic diso

eimer’s disease 
nson’s disease 

emic atrophies s
r Neurone Dise
yelinating disea

al failure 

holic liver diseas
sis and cirrhosi

atic failure, not e

us 

elae of infectiou
an immunodefic
hepatitis 

l (of all deaths)

data, almos
o benefit fr
tralia in 201
and palliati

MATION OF 

services is
service deli

ncrease in fu

d have bee
e likely to h
e services.
ists in othe

withdrawal o
considered 
st 78%14 of 

general co
of referrals
reasons, na

(p.3) to the Aust
ralia, Canberra, Au
man CDJ. (2005). 

e indicator of spec
ated in later section

tralian Govern
roposed MBS 

T COMMON D

orders 

 
 
such as Hunting
ase 

ases of the cent

se 
is of liver 
elsewhere class

us and parasitic
ciency virus [HI

) 

st two third
rom palliati
13, then at 
ive care ser

SERVICE 

s likely to be
ivery. These
uture years

en based u
have had su
 This, how

er end of li
of life supp
to be conse
all deaths o

ommunity d
s for palliat
amely that:

ralian Senate Co
thor. 
 Estimating the siz

cialist demand as a
ns of the current ch

nment Departm
items for pallia

1

ISEASES 

gton’s disease a

tral nervous sys

sified 

c diseases 
V] disease 

ds of all Au
ive care se
least 88,74
rvices each

DEMAND 

e heavily inf
e issues are
. 

upon the n
ufficient tim
wever, doe
fe scenario

port etc.).  
ervative and
occurring in

demand we
tive care a

mmunity Affairs R

ze of a potential pa

all specialist assess
apter. 

ment of Health
ative medicine

Final Repor
11 March 2014

%
D

 and 

stem  

ustralians w
ervices. If th
49 individu
h year. 

fluenced by
e difficult to

number of 
me to refer in
es not prec
os (e.g., pa
Accordingl
d range fro

n Australia. 

ere also co
assessmen

References Comm

palliative care popu

sments billed on th

  

 34

h 
e 
rt 
4 

% OF ALL 
DEATHS 

2.86 
0.88 

2.03 
0.91 
0.55 

 
0.11 

1.67 

0.49 
0.24 
0.15 

0.37 

0.23 
0.06 
0.02 

59.38 

who 
his 

uals 

y levels of 
o measure 

deaths in 
ndividuals 
clude the 
alliation of 
y, current 

om around 

onsidered, 
t.15  This 

mittee. Cited in: 

ulation. Palliative 

he MBS must be 



 Th
ser
de

 Re
rec
me
un
ref
ab

 Pa
ma
com
pa
Au
rec

Thus,
with a
determ

2.3 

The s
areas

 GP

 Co

 Pu

 Pri

2.3.1 

Most 
treatm
April 2
231,0
0.17%
encou

 

         

16  Ib
17  M

sy
18  Fa

Sc
19  Da

co
wa
th
lite

e known a
rvices, part
mand for se

eferrals for 
ceived from
edical profe
derlying na
ferral by me
sence of sp

alliative care
anage their 
mfort and 
lliative care

ustralia wou
ceiving palli

 estimation
a classificat
mining the p

Supp

supply (deliv
s, involving: 

P services; 

ommunity pa

ublic hospita

ivate hospit

NATIO

patients re
ment. Using
2009 to Ma

000) GP en
% (95%ci: 0
unters to ge

                  

id. 
cNamara, B, Rose

ymptom manageme
amily Medicine Res
chool of Public Hea
ata previously repo
ollection (e.g. 108,3
as considered that
e wider range of po
erature).  According

availability o
icularly whe
ervices.  

palliative 
m a variety 
essionals (e
ature of dem
embers of t
pecific popu

e may be 
own patien
quality of 

e specialist
uld support
ative care, 

n of the leve
tion of ‘antic
potential po

ply of pal

very) of pal

alliative car

al services (

tal services 

ONAL ESTIM

equiring pall
 data from t

arch 2012,18

ncounters o
0.15-0.19) o
eneral pract

                 

enwax, LK, Holma
ent, 32, 1, pp. 5-12
search Institute (20
alth, The University
orted by the AIHW
325; 95%CI 74,226
t the definition of ‘p
otentially ‘anticipate
gly, more compreh

A

of palliative
ere there m

care servic
of sources

e.g., nurses
mand (base
the broader
ulation studi

provided b
nts whilst sh

life (e.g., 
services. 

t this clinic
and is discu

el of comm
cipated’ dea

opulation ne

lliative ca

lliative care

e services (

(including av

(including a

MATES OF 

liative care 
the Betterin
8 it has bee

occur each 
of all gener
ice can be c

     

n, CDJ. (2006). A
. 
13). Bettering the e

y of Sydney. 
W (2012, 2013), ind

-141,669 for the 20
palliative’ patients w
ed’ deaths seen by
ensive search crite

The Aus
Analysis of pr

e care spe
ay be limite

ces (particu
, including 
s, allied he
ed upon kn
r community
es. 

by a range 
hifting the fo
oncologists
Analysis of
cal approa
ussed furth

munity dema
ath has rem

eed for pallia

are serv

e services in

(including p

vailable hos

available ho

GENERAL

type servic
ng Evaluatio
en estimate
year relati

ral practice
classified in

A method for defin

evaluation and care

dicate a lower num
010-11 financial ye
was too restrictive 
y general practitione
eria were agreed an

tralian Govern
roposed MBS 

ecialists wil
ed workforc

ularly in th
patients an

ealth, other 
owledge an
y) is virtual

of medica
ocus of serv
s, GPs), w
f the suppl

ach for a 
er in the fol

and based 
mained as t
ative care s

ices 

n Australia 

publically fun

spice/palliat

ospice/pallia

L PRACTICE

ces in the c
on and Care
ed that a tot
ng to pallia

e visits.19  A
nto four dist

ing and estimating

e of health: Palliativ

mber of patients p
ar).  Following disc
in these reports an
ers (in accordance
nd data was extract

nment Departm
items for pallia

1

l influence 
e, thus und

e commun
nd/or their c
profession

nd consider
ly impossib

l practitione
vice deliver

without any 
y of palliat
notable pro
lowing sect

upon the p
the most ap
services.16,17

can be clas

nded comm

tive care be

ative care b

E ENCOUN

community 
e of Health 
tal of 204,0
ative care, 
Almost all (
inct groups 

g the palliative car

ve care in general p

resenting to gener
cussion with the Fam
nd would be more 
 with recommended
ted and is reported

ment of Health
ative medicine

Final Repor
11 March 2014

medical re
derestimatin

nity setting)
carers or o

nals).  Thus
ration of su

ble to estim

ers who co
ry to mainta
y specific r
tive care se
oportion of
tion. 

proportion o
ppropriate m
7 

ssified into 

munity hospi

eds); and 

beds). 

NTERS 

present to 
Study (BEA

000 (95%ci:
representin
(97%) pallia
 (Table 2-3

re population. Jour

practice, April 2009

ral practice from t
mily Medicine Res
 appropriately expa

ed approaches in th
d on this basis. 

  

 35

h 
e 
rt 
4 

eferral for 
ng the true 

) may be 
other non-
s the true 
ubsequent 
ate in the 

ontinue to 
ain patient 
referral to 
ervices in 
f patients 

of patients 
method of 

four main 

ices); 

a GP for 
ACH) from 
 177,000-

ng around 
ative care 
). 

rnal of pain and 

9 – March 2012. 

he BEACH data 
earch Institute, it 
anded to include 
he peer-reviewed 



Table

Neopl

Organ

Neuro

Other 

The s
palliat

 Aro

 

 

 Aro

 Aro

 Aro

 Aro

 Aro

GP vi

 Aro

 Aro

 Aro

 Aro

Pallia

 Aro

 Aro

 Aro

 Le

Pallia

 Aro

 Aro

 Aro

Availa
aroun

         

20  Th
de
Av

e 2-3: Cl

REAS

astic disease 

n failure 

ological disease

 signs and sym

six most co
tive care en

ound 15% f

11% (23,00

3% (7,000;

ound 13% (

ound 11% (

ound 8% (1

ound 7% (1

ound 6% (1

sits for palli

ound 2% (4

ound 2% (3

ound 0.5% 

ound 0.5% 

tive care vis

ound 3% (7

ound 1% (2

ound 0.5% 

ss than 0.5

tive care vis

ound 0.5% 

ound 0.5% 

ound 0.5% 

able data s
nd 50 days,

                  

his figure includes 
eteriorating, termina
vailable at: www.pc

lassificatio

SON FOR ENCO

e 

ptoms 

ommon rea
ncounters a

for cancer o

00; 95%CI 1

; 95%CI 4,0

(26,000; 95%

(23,000; 95%

7,000; 95%

4,000; 95%

3,000; 95%

iative care r

4,000; 95%C

3,000; 95%C

(1,000) for 

(1,000) for 

sits relating

7,000; 95%C

2,000; 95%C

(1,000) for 

% (1,000) f

sits relating

(1,000) for 

(1,000) for 

(1,000) for 

suggests tha
20 and that 

                 

 all phases of pal
al, and bereaved) a
coc.org.au. 

A

on of GP en

OUNTER 

asons for g
nd included

of the respir

17,000-30,0

000-10,000)

%CI 19,000

%CI 17,000

%CI 12,000-

%CI 0-34,00

%CI 8,000-1

relating to o

CI 1,000-6,0

CI 1,600-6,4

other respir

liver diseas

 to neurolo

CI 4,000-10

CI 0-4,000) 

stroke; and

for dementia

 to other si

weakness; 

limited func

anaemia. 

at the aver
GPs are li

     

liative care treatm
as presented in the

The Aus
Analysis of pr

ncounters f

general prac
d: 

ratory syste

000) for lun

) for other re

0-33,000) fo

0-30,000) fo

-22,000) for

00) for other

8,000) for c

organ failur

000) for hea

400) for chr

ratory disea

se. 

ogical disea

0,000) for m

for other ne

d 

a. 

igns or sym

 

ctional abilit

rage length
kely to see

ment delivered in a
e six-monthly Natio

tralian Govern
roposed MBS 

for palliativ

ESTIM

ctice visits a

m, including

g cancer, a

espiratory n

or bowel can

or prostate c

r breast can

r female gen

cancers of t

re included

art failure; 

ronic obstru

ase; and 

ase include

ultiple scler

eurological 

mptoms inc

ty; and 

of commu
e palliative p

n ‘ambulatory and
nal Reports on Pat

nment Departm
items for pallia

1

ve care 

MATED % OF E

84% 

6% 

5% 

2% 

accounted f

g: 

nd 

neoplasms; 

ncer;  

cancer; 

cer; 

nital cancer

he digestive

: 

ctive pulmo

ed: 

rosis; 

diseases; 

cluded: 

nity palliativ
patients aro

 community’ settin
ient Outcomes in P

ment of Health
ative medicine

Final Repor
11 March 2014

ENCOUNTERS

 

for around 6

r; and 

e system. 

onary diseas

ve care tre
ound four ti

ng (classified as: s
Palliative Care in A

  

 36

h 
e 
rt 
4 

S 

60% of all 

se;  

eatment is 
mes each 

stable, unstable, 
ustralia (PCOC), 



month
data: 

BEAC
palliat
altern
palliat
oncolo

2.3.2 

Estim
Moreo
medic
as pa
specia
Share
comm

The P
comm
palliat
poten
for es
all po
nation
from a
gover
Refer
the c
Austra

         

21  Se
pr

22  Fr
tre
(fr
pe

23  Re
al

24  Co

h during a 

It is estim

CH data al
tive care p

native treatm
tive care t
ogists (i.e. 5

On this
palliative

NATIO

mates of oth
over, a larg
cal clinician
art of desig
alist servic
ed care arra
monplace in 

Palliative Ca
munity pallia
tive care s

ntially eligibl
stimating the
otential serv
nal commun
a range of 
rnment and
rence Comm
urrent lack 
alia, and sp

“…the dev
specifica

                  

ee for example: Mc
ractice. Br J Gen P
rom a total averag
eatment + 8.6 days
rom 23 days divide
er annum.  
ecent data (2011-1
l community patien
ommonwealth of A

typical pall

mated that a
fro

so indicate
problem du
ment.  Of th
teams (61%
52% of all m

s basis it is
e care in ge

othe

ONAL ESTIM

her commu
ge proportio
s, such as c

gnated regio
es is subs
angements 
the commu

are Outcom
ative care ep
services pro
e communi
e total volu
vices report
nity service
palliative ca

d not for p
mittee inves

of consist
pecifically re

velopment 
ally [to] pro

                 

cKinley RK, Stokes
ract.14:909–913. 
e community perio
s in ‘unstable’ pha

ed by 4 visits on av

2) was made avail
nt contacts (1,845/3
ustralia, (2012).  R

A

liative care 

around 23,
om their GP

es that aro
ring a gen
hese referra
%), and m
medical spe

s estimated
eneral prac
er medical 

MATES OF 

unity palliat
on of comm
community 
onal palliati
stantially low

between re
unity setting

mes Collabo
pisodes.  W
ovided acro
ty palliative
me of servi
ting to the 
e demand).
are patients
profit organ
stigation int
tent nationa
ecommende

t and introd
ovide for th

     

s T, Exley C, Field

od of palliative care
se + 15.8 days in 

verage in the comm

able from one juris
356,994). 
ecommendation 4.

The Aus
Analysis of pr

treatment

,502 patien
P per annu

ound one i
eral practic
als, the ma

medical spe
ecialist refer

d that arou
ctice each 
or palliativ

OTHER CO

ive care e
munity pallia
nursing an

ive care te
wer than l
egional pal
g. 

oration (PCO
Whilst this da

oss Austra
e care servic
ces deliver
database c
Having rec

s, carers, se
nisations, t
to Palliative
al data col
ed: 

duction of c
he recordin

data.”24

d D. (2004). Care o

e totaling 49.9 day
‘deteriorating’ phas

munity) = 8.68 aver

sdiction (Victoria), w

 p.46. 

tralian Govern
roposed MBS 

period.21  A

nts receive 
um in Austr

n four pat
ce encount
ajority are m
ecialists (2
rrals). 

und 17,392
year, witho

ve care spe

OMMUNITY

ncounters 
ative care 
d other allie
ams. In thi
evels of d
liative care 

OC) reports
ata is impor

alia, the ab
ces in Austr
ed in the co

cannot be e
ceived mult
ervice prov
he Australi
e Care Ser
lection for 

consistent 
ng and repo
4 

of people dying wit

ys (PCOC Data rep
se + 2.9 days in ‘t
rage visits during tr

which indicated that

nment Departm
items for pallia

1

Accordingly

palliative c
ralia.22 

ients (26%
er is referr

made to allie
4%), most

patients m
out any inv
ecialists. 

Y SECTOR 

are more d
episodes a
ed health pr
s context, 
emand in 
teams and

s are the on
rtant to unde
bsence of a
ralia render
ommunity (a
established 
tiple submis
iders, healt
an Senate

rvices in Au
palliative c

t national d
orting of pa

h malignant and ca

ported by AIHW p.
erminal’ phase), di
reatment.  204,000

t medical involveme

ment of Health
ative medicine

Final Repor
11 March 2014

y, based up

care servic

%) presentin
red for add
ed health w
t of which 

may receive
volvement 

ENCOUNT

difficult to 
are provided
rofessionals
demand fo
a hospital 

d GPs are a

nly national 
erstand the
a baseline 
rs this data 
as the perc
or used to

ssions and 
th service m
e Communi
ustralia (20
care service

data collect
alliative ca

ardiorespiratory dis

.81: 22.6 days in ‘
ivided by 5.75 day

0 divided by 8.68 =

ent occurred for on

  

 37

h 
e 
rt 
4 

pon these 

ces 

ng with a 
ditional or 
working in 

were to 

e 
of 

TERS 

ascertain.  
d by non-
s, working 
or medical 

setting.23  
also more 

source of 
e nature of 

count of 
unreliable 

centage of 
o estimate 

feedback 
managers, 
ity Affairs 
12) noted 
es across 

tion 
are 

sease in general 

‘stable’ phase of 
ys between visits 
= 23,502 patients 

nly 0.5 percent of 

 



2.3.3 

Nation
publis
hospit
06 an

The i
Austra
propo
within

Figur

 

2.3.4 

Nation
been 

 5

 10

 15

 20

 25

(E
st

.) 
N

um
be

r o
f S

ta
te

 s
ep

ar
at

io
ns

 

NATIO

nal estimate
shed by the
tal supply o

nd 2009-10. 

The num
from 49

ncreasing 
alian jurisdi

ortion of co
n the same s

re 2-3: Nu

NATIO

nal estimate
published b

 36,623

 -    

5,000  

0,000  

5,000  

0,000  

5,000  

2005-06

N
V
W
A

ONAL ESTIM

es of public
 AIHW (201

of palliative 
 Thus, bas

mber of pall
9,613 in 20

supply of p
ictions with 

ommunity p
state) as dis

umber of p

ONAL ESTIM

es of private
by the AIHW

3   38,355   40

6 2006-07 200

NSW 
VIC (DoH) 
WA 
ACT/NT/TAS 

A

MATES OF 

c hospital en
12, 2013), a
care reveal
ed upon pu

liative care
10/11 to at 

public hosp
the except

alliative ca
scussed fur

public hosp

MATES OF 

e hospital e
W (2012, 20

0,096  
 44,405  

07-08 2008-09 

The Aus
Analysis of pr

PUBLIC HO

ncounters re
and are pre
s an increa

ublished dat

e related se
t least 60,6

pital palliativ
tion of Wes
re service 
rther in the 

pital palliat

PRIVATE H

encounters r
013), and ar

 
 47,345  

 49,6

2009-10 (2010

tralian Govern
roposed MBS 

OSPITAL E

elating to pa
sented in F

asing numbe
ta from the A

eparations
11 patients

ve care se
stern Austra
provision (
following se

ive care se

HOSPITAL 

relating to p
re presented

613  
 52,362  

0-11) (2011-12) (

VIC 
QLD 
SA 
TOTAL N

nment Departm
items for pallia

1

ENCOUNTE

alliative care
igure 2-3. E

er of separa
AIHW: 

is forecast
s per year b

ervices can 
alia, which h
(compared 
ections. 

eparations 

ENCOUNT

palliative ca
d in Figure 2

 55,112  
 57,86

(2012-13) (2013-

National PUBLIC

ment of Health
ative medicine

Final Repor
11 March 2014

ERS 

e have rece
Examination
ations betwe

t to increas
by 2014/15

 be seen a
has a highe
with public

(2006-2015

TERS 

re have als
2-4. 

61  
 60,611  

14) (2014-15) 

 Hospital Separa

  

 38

h 
e 
rt 
4 

ently been 
n of public 
een 2005-

se 
.  

across all 
er relative 
c services 

5) 

 

o recently 

 25,000  

 35,000  

 45,000  

 55,000  

 65,000  

 75,000  

 85,000  

(E
st

.) 
To

ta
l n

at
io

na
l s

ep
ar

at
io

ns
 

ations 



Figur

Privat
patter
secto
cases
imple
provid
to ad
where
jurisd
data: 

Precis
possib

2.3.5 

It is i
AIHW
the A
illustra

AIHW
separ
Victor
during
exam
impac

State 
receiv

 1

 1

 2

 2

 3

(E
st

.) 
N

um
be

r o
f S

ta
te

 s
ep

ar
at

io
ns

 

re 2-4: Nu

te sector pr
rn of supply
r palliative 

s, it is know
mented in W
de palliative
mit individu

e potential m
ictions (TAS

The over
care is for

se estimati
ble, given th

INFLU

mportant to
W have been
AIHW Palliat

ated by exa

W estimates
rations in V
rian Depart
g the same
ple illustrat
cts upon est

estimates 
ved during 

 8,511 

 -    

 500  

1,000  

1,500  

2,000  

2,500  

3,000  

2005-06

NSW 

umber of p

rovision of p
y is forecas
care servic
wn that a h
WA.  The p
e care servi
uals as pu
may exist to
S, ACT, NT

rall proport
recast to g

on of the 
he absence

ENCES UP

o note that 
n questione
tive Care W

amining data

 indicate th
ictoria relat
ment of He
 period; ap

tes how diff
timates of d

(like those 
hospital ad

  
 9,117  

 8

6 2006-07 200

VIC 

A

private hos

palliative ca
st for VIC, 

ces is predic
high quality
icture in QL
ces to publ
blic patient
o do so) rem
T) is not re

tion of priv
gradually de

actual num
e of data fro

PON ESTIM

the metho
ed by some
Working Gro
a from Victo

hat in 2010
ting to pallia
ealth (2013)
proximately
ferences in 
demand.   

in Victoria) 
dmission.  

8,535  
 7,942  

07-08 2008-09 

QLD 

The Aus
Analysis of pr

pital pallia

are services
NSW and 
cted to furth
y communit
LD is harde
ic patients 
ts to these 
mains unkn
eported by 

vate hospita
decline over

mber of priv
om jurisdictio

MATION OF 

ods used to
e jurisdictio
oup prior to
oria (red line

0/11 there w
ative care (
) officially r
y 45% of th
the definiti

define and
Given that 

 8,638  
 8,2

2009-10 (2010

WA S

tralian Govern
roposed MBS 

tive care s

s varies bet
SA. By con
her decline
ty-focused a
r to interpre
in QLD.  W
facilities (

own.  Priva
the AIHW. 

al separatio
r the next t

vate hospit
ons with sm

SERVICE 

o define pa
ns, despite 

o implemen
es) in Figur

were appro
solid red lin

recorded 7,
he AIHW es
on and cou

count patie
differences

272   8,180  

0-11) (2011-12) (

A TOT

nment Departm
items for pallia

1

eparations

tween the ju
ntrast, the 
for WA an

approach to
et. A numbe

Whether this 
rather than

ate sector da
 Thus bas

ons related
three years

tal separati
maller popula

SUPPLY 

lliative care
having rec

tation.  The
re 2-3.   

ximately 16
ne).  Indepe
269 public 

stimates (br
unting of pa

ents accord
s exist betw

 8,088   7,99

(2012-13) (2013-

TAL National PRIV

ment of Health
ative medicine

Final Repor
11 March 2014

s (2006-201

urisdictions
proportion 

nd QLD.  In
o service d

er of private
 results in a

n as private
ata for the 

sed upon th

d to palliati
s (to 2014-1

ions is not
ations. 

e separatio
ceived appr
e controver

6,047 publi
endent data
hospital se

roken red li
alliative care

ding to the ‘
ween jurisd

96   7,904  

14) (2014-15) 

VATE Hospital Se

  

 39

h 
e 
rt 
4 

5) 

 

.  A rising 
of private 
 the latter 

delivery is 
e hospitals 
a decision 
e patients 
remaining 
he current 

ive 
15).  

currently 

ns by the 
roval from 
sy is best 

c hospital 
a from the 
eparations 
ne).  This 
e patients 

care type’ 
dictions in 

 2,200  

 3,200  

 4,200  

 5,200  

 6,200  

 7,200  

 8,200  

 9,200  

(E
st

.) 
To

ta
l N

at
io

na
l s

ep
ar

at
on

s 

eparations 



count
identif
during
palliat
Figure
jurisd
care t
in oth

Anoth
propo
setting
funde
to ho
limited
admis

In add
espec
public
Territo
admis
Most 

Whils
partic
been 
Datas
estima
resea

         

25  Co
(2
He

26  Ch
27  Pa
28  AI
29  Ro

ye
 

ting of care
fied care ty
g their hos
tive care ty
e 2-5, the 
ictions, with
type only.  B
er jurisdictio

her concern
ortion of pa
g. Some ju

ed communi
spital for p
d commun
ssions. 

“The re
palliative c

cent 

dition, the m
cially in rela
c patients a
ory.  The im
ssion and d
importantly

Current d
based u

t it is app
cularly in the

reported, a
set (upon w
ation of pa

arch indicate

Individual
average d

admission
analyse

                  

oding instructions 
2012,2013) Append
ealth and Welfare (
hanges in care type
alliative Care Quee
IHW (2012, 2013). 
osenwax, LK, McN
ear of life: a baselin

e type, the
ype and/or a
spital stay, 
ype of patie
proportion 

h 100% of 
By contrast 
ons 

n in relatio
alliative car
urisdictions 
ity palliative

palliative ca
nity resourc

esources in
care are ve
…in comp

mix of publ
ation to pal
are treated 
mplication of
data-coding

y however: 

demand es
upon the n

uniq

preciated th
e final mon
as it is not

which all AIH
alliative care
es that: 

l patients m
during the 
ns varies c

ed in the co

                 

now require any ‘d
dix A for a summary
(2011). Identifying a
e during a hospital 

ensland, Submissio
 

Namara, BA, Murra
ne for future modific

A

 AIHW als
a principle a
regardless 

ent prior to 
of cases 

current cas
around 40%

on to the 
e services 
such as W

e care secto
are). By con
ces, result

n Queensla
ery limited. 
arison to w

lic and priv
lliative care
in private 

f these ‘out
g practices 

stimates fo
number of p
que patients

hat individu
nths of life, 
t specificall
HW estimat
e patients t

may be adm
final 12 mo

considerabl
ontext of wh

pallia

     

diagnosis’ of pallia
y of the methodolog
admitted patient pa
 stay are known as 

on 130, p.3. to the A

y, K, McCabe, RJ,
cations to end-of-life

The Aus
Analysis of pr

so decided 
and/or addi

s of whethe
hospital se

identified u
ses in Quee
% to 50% o

AIHW est
is higher 

Western Aus
or (with com
ntrast othe
ting in a 

and in term
 It is proba

what is pro

vate service
e type patie

hospitals i
tsourced’ se

within and

or hospital b
patient sep
ts admitted

uals may 
analysis of
y recorded
tes are bas
treated in p

mitted to ho
onths of th
ly (median
hether suc

ative care s

ative care to be cla
gy used.  A fuller d
alliative care hospit
 ‘statistical separat

Australian Senate I

, Aoun, SM, and C
fe care. Med J Aust

tralian Govern
roposed MBS 

to include
itional25 diag
er they wer
eparation. H
using ‘care
ensland and
of cases are

timates rela
in the com
stralia have

mparatively 
r states, su
relatively 

ms of speci
ably a differ
vided in W

es provided 
ents.  For e
n Queensla

ervices upo
d between 

based palli
parations a
d to those s

receive m
f the numbe
 in Austral
sed).28  Thi
public and 

ospital app
heir lives. H
n = 4) and h
ch patients 
services.29

assified as an add
escription of the m

talizations: technica
tions’. 
nquiry (Commonwe

Currow, DC (2011).
t; 194 (11): 570-573

nment Departm
items for pallia

1

patient ep
gnosis relat
re admitted
However, a
type’ differ

d Western A
 comprised

ate to juris
mmunity rela
e a highly d
fewer patie

uch as Que
higher pro

ific commu
rential of a

Western Aus

in different
example, a 
and and th
n potential d
jurisdictions

iative care 
nd not the 

services. 

ultiple adm
er of individ
ian Nationa
s may resu
private hos

proximately
However, th
has not bee

were recei

ditional, rather than
ethodology used is

al paper. Cat. No. H

ealth of Australia, 2

. Hospital and eme
3 

ment of Health
ative medicine

Final Repor
11 March 2014

pisodes tha
ting to palli
d or chang
as can be s
rs across A
Australia co

d of care typ

sdictions w
ative to the
developed 

ents admitte
eensland, h
oportion of

unity based
about 1000 
stralia.”27 

t jurisdictio
higher pro

he Australia
differences
s remains 

services a
e number o

missions to 
dual patient
al Hospital 
ult in a leve
spitals.  Mo

y 7.8 times
he number 
en specifica
iving forma

n a primary diagno
s published in Aust
HWI 113. Canberra

2012). 

ergency departmen

  

 40

h 
e 
rt 
4 

at had an 
ative care 

ged26 to a 
seen from 
Australian 
ounted by 
pe records 

where the 
e hospital 
and well-

ed directly 
have very 
f hospital 

d 
per 

ns varies, 
portion of 

an Capital 
in patient 
unknown. 

are 
f 

hospital, 
ts has not 
Minimum 

el of over-
ore recent 

s on 
r of 
ally 
al 

osis. See: AIHW 
ralian Institute of 
. AIHW. 

nt use in the last 



Figur

Howe
availa
Rega
were 
time, 

Takin
nation
cautio
and/o

2.4 

Nation
of pub
the n
separ
Austra
estima

44%

45%

46%

47%

48%

49%

50%

51%

52%

53%

54%

Pe
rc

en
t o

f c
as

es
 

-2%

18%

38%

58%

78%

98%

118%

Pe
rc

en
t o

f c
as

es
 

0%

10%

20%

30%

40%

50%

60%

70%

Pe
rc

en
t o

f c
as

es
 

re 2-5:  Di

ever, curren
able at a na
rdless of th
considered
given the re

g all these
nal indicato
on must be 
or privately p

Unme

nal estimate
blic and pr
umber of d
rations was 
alian popul
ated palliat

% 

% 

% 

% 

% 

% 

% 

% 

% 

% 

% 

2008-09 

NSW % Care

% 

% 

% 

% 

% 

% 

% 

2008-09 

QLD % Care

% 

% 

% 

% 

% 

% 

% 

% 

2008-09 

SA % Care

ifferences 

nt estimates
ational leve
he number 
d to reflect 
elative matu

e issues in
ors of servi
applied whe
provided pa

et deman

es of unme
ivate hospit

deaths repo
examined 

ation was i
tive care pa

2009-10 

e Type NSW % D

2009-10 

e Type QLD % D

2009-10 

e Type SA % Dia

A

in care typ

s of demand
l to determ
of actual p
real deman

urity of the p

to account
ice supply, 
en interpret

alliative care

nd for pa

t demand w
tal separati

orted annua
to determin
mpacting u
atients trea

2010-11 

Diagnostic Codes 

2010-11 

Diagnostic Codes 

2010-11 

agnostic Codes 

The Aus
Analysis of pr

pes and dia

d were not 
mine the spe
presentation
nd for pallia
palliative ca

t, AIHW es
 and were
ting jurisdict
e services (e

alliative c

were exami
ions relatin
ally.  Secon
ne whether 
upon servic
ated in hosp

0% 

10% 

20% 

30% 

40% 

50% 

60% 

70% 

Pe
rc

en
t o

f c
as

es
 

-2% 

18% 

38% 

58% 

78% 

98% 

118% 

Pe
rc

en
t o

f c
as

es
 

0% 

10% 

20% 

30% 

40% 

50% 

60% 

70% 

Pe
rc

en
t o

f c
as

es
 

tralian Govern
roposed MBS 

agnostic co

adjusted, a
ecific numb
ns per patie
ative care 

are sector a

stimates we
 thus used
tions with a
e.g., Weste

care serv

ned in three
g to palliati
nd, the age

the increas
e supply (d
pitals and t

2008-09 

VIC % Care Typ

2008-09 

WA % Care Typ

2008-09 

TAS/ACT/NT % Care Typ

nment Departm
items for pallia

1

odes betwe

as sufficient
ber of prese
ent, howeve
services at 
cross Austr

ere conside
d for analys
 higher prop

ern Australia

vices 

e stages. F
ive care wa

ed-standard
sing age an
delivery). Fi
the commu

2009-10 

pe VIC % Diagno

2009-10 

pe WA % Diagno

2009-10 

pe TAS/ACT/NT

ment of Health
ative medicine

Final Repor
11 March 2014

een jurisdic

t informatio
entations pe
er, current 
t the curren
ralia. 

ered to be
ysis. Howev
portion of c
a). 

irst, the tota
as examine
dised rate o
nd overall s
inally, the n
unity were c

2010-11 

ostic Codes 

2010-11 

ostic Codes 

2010-11 

T % Diagnostic Codes 

  

 41

h 
e 
rt 
4 

ctions 

 

n was not 
er patient. 
estimates 

nt point in 

 the only 
ver, some 
community 

al number 
ed against 
of hospital 
size of the 
number of 
compared 



with t
(antic

2.4.1 

The c
the A
years
2-6. 

Figur

Nation
supply
expan
smalle
foreca
increa
is imp
relate
opera

         

30  Co
31  Ib

 5

 10

 15

 20

 25

 30

(E
st

.) 
N

um
be

r o
f S

ta
te

 s
ep

ar
at

io
ns

 

the numbe
cipated deat

TOTAL

combined nu
AIHW (2012

 to the end

re 2-6: Nu

The total
forecast to

nal supply i
y of servic
nsion of cas
er jurisdictio
ast period. 
ase, private
peded. Ove

ed to the h
ating in that 

                  

ommonwealth of A
id. pp. 49-50 and 1

 45,134

 -    

5,000  

0,000  

5,000  

0,000  

5,000  

0,000  

2005-06

NSW 

er of those
ths) to estim

L NUMBER

umber of pu
2, 2013) wa
 of 2014-15

umber of p

l national s
o increase 

is driven ma
es from SA
se-mix type
ons is also 
 Although 

e and comm
erall decrea
highly deve
jurisdiction

                 

ustralia (2012). p.5
01-104. 

4  
 47,472   48

6 2006-07 200

VIC 

A

e who may
mate any po

OF HOSPI

ublic and pr
as calculate
5.  Historica

public and p

supply of h
considerab

(by th

ainly by the
A is foreca
e funding fo
predicted to
public hos

munity secto
ases in sup
eloped and
.31 

     

53. 

8,631  
 52,347  

07-08 2008-09 

QLD W

The Aus
Analysis of pr

y be poten
otential gaps

ITAL SEPA

rivate hospi
ed and futu
al data and 

private sep

hospital ser
bly from 55

the end of 2

e most popu
st to rema

or services i
o remain re
spital data 
or data are 
pply for WA
d well-respe

 
 55,983   57,8

2009-10 (2010

WA SA

tralian Govern
roposed MBS 

ntially eligib
s in service 

ARATIONS

ital palliative
ure trends w
future estim

parations fo

rvices relat
5,983 (in 20
2014-15). 

ulous states
in stable. T
nto the com

elatively stab
for these j
unavailable

A has been
ected com

885  
 60,543  

0-11) (2011-12) (

A ACT/N

nment Departm
items for pallia

1

ble for pall
delivery to 

e care sepa
were foreca
mations are

or palliativ

ting to palli
009-10) to a

s (NSW, VIC
This may b
mmunity sec
ble or decre
urisdictions
e and thus 
n previously
munity ser

 63,200  
 65,85

(2012-13) (2013-

NT/TAS 

ment of Health
ative medicine

Final Repor
11 March 2014

liative care
the commu

arations pub
ast for a fu

e presented

ve care (200

liative care
around 68,

C, QLD).  T
be due in p
ctor.30  Sup
ease slightly
s predicts a
further inte

y discussed
rvice mode

57   68,515  

14) (2014-15) 

TOTAL Nationa

  

 42

h 
e 
rt 
4 

e services 
unity. 

blished by 
urther five 
 in Figure 

06-2015) 

 

 is 
515 

he overall 
part to an 
pply in the 
y over the 
an overall 
erpretation 
d and are 
el of care 

 -    

 10,000  

 20,000  

 30,000  

 40,000  

 50,000  

 60,000  

 70,000  

(E
st

.) 
To

ta
l N

at
io

na
l s

ep
ar

at
io

ns
 

al Separations 



2.4.2 

Age s
and p
(Figur

Figur

The a
hospit
the ba

Thus,
profes
servic
otherw

2.4.3 

Finally
palliat
gener

It sho
availa
absen
assum

         

32  Re
33  Ib
34  Th

da

INFLU

standardised
private hosp
re 2-7).32 

re 2-7: Pa

aged-standa
tals across 
asis of this t

“…there 
care sep

 changes 
ssionals, to
ces, have c
wise have b

ESTIM

y, comparis
tive care s
ral practices

ould be note
able data (d
nce of com
med that m

                  

eproduced directly 
id. p.21. 
he precise contribu
ata. 

ENCES OF

d rates of a
pitals. These

alliative Ca

ardised pop
Australia in
trend the A

was a ‘rea
parations th

g

in specialis
gether with

contributed 
been expect

MATIONS O

sons were u
services (Se
s, and hosp

ed that som
due to the a
mprehensiv
ost individu

                 

 from AIHW (2012)

ution of any of thes

A

F POPULAT

all palliative 
e have bee

are Separat

pulation rate
ndicate a ris
IHW has co

l’ increase 
hat goes be
growth and

st availabili
possible im

to an incre
ted by natu

F CURREN

undertaken 
ection 2.2)

pital facilities

me discrepa
absence of 
e commun

uals referred

     

 p.25. 

se (or other) propos

The Aus
Analysis of pr

TION GROW

care separa
n reported 

tions, all ho

es of palliat
sing trend o
oncluded tha

e in the num
eyond the i
d an ageing

ity, clinical 
mprovemen
ase in over
ral populati

NT AND FU

against the
, and the 
s, outlined i

ncy in the s
private hos

nity palliativ
d to commu

sed predictors of in

tralian Govern
roposed MBS 

WTH AND A

ations were
to increase

ospitals (19

ive care se
over the firs
at, 

mber of adm
increase ex
g populatio

training an
ts in public 
rall supply –
on growth o

TURE DEM

e estimated 
current sup
n Section 2

supply of se
spital statist
ve care da
unity servic

ncreased supply a

nment Departm
items for pallia

1

AGEING 

e then ident
 between 2

999/2000 to

paration fro
t decade of

mitted patie
xplained by

on.”33  

nd awarene
knowledge 
– above an
or an ageing

MAND VERS

population 
pply of ser
2.3 (Figure 2

ervices mig
tics from so
ata).  Notw
ces would h

re not able to be d

ment of Health
ative medicine

Final Repor
11 March 2014

ified across
2000-01 and

o 2008/200

om public a
f the 21st ce

ient palliati
y populatio

ess of othe
e about palli
nd beyond w
g populatio

SUS SUPP

eligibility/de
rvices prov
2-8). 

ght be inher
ome jurisdic
withstanding
have access

determined from cu

  

 43

h 
e 
rt 
4 

s all public 
d 2009-10 

9) 

 

nd private 
entury. On 

ive 
on 

er clinical 
ative care 
what may 
n.34 

PLY 

emand for 
ided from 

rent in the 
ctions and 
g, it was 
sed these 

urrently available 



servic
also c

Simila
Austra
regard
conclu
consid

Figur

Analy
that t
dema
year (

         

35  Th
36  Th
37  Ba

da

 25

 50

 75

 100

(E
st

.) 
nu

m
be

r o
f p

at
ie

nt
s 

ces from ex
critical to no

Hospital
guarante
other clin

pallia

arly, estima
alian morta
ding the p
usions bas
derations: 

Raw esti
supply 

re 2-8: Av

ysis of varia
he total vo

and since 20
(Figure 2-9)

                  

hus, those who self
hese issues are pre
ased upon examina
ata such as means/

 85,5

 70,6

 143,

 -    

,000  

,000  

,000  

,000  

201

Estimated pop

Estimated non

(Estimated) Nu

xisting comm
ote that: 

l separation
e that servi
nicians) wh

ative care se

ates of serv
ality data.  T
roportion o
sed upon 

imates of s
of services

deman

verage tota

ations assoc
lume (not q
010, and is 
).37 

                 

f-refer to communit
esented and discus
ation of overlappin
/averages, wherea

520   86

682  
 75

473  
 146

10 20

pulation eligible fo

n-referred genera

umber of deaths 

A

munity reso

ns relating to
ces were su
o were app
ervices in a

recognis

ice demand
The availab

of potentiall
the data 

service sup
s is below, 
nd for pallia

al demand 

ciated with 
quality) of s
likely to ha

     

ty palliative care se
ssed in the subsequ
g prediction interva
s prediction interva

,596   87

,158  
 79

6,932   14

011 2

or palliative care 

al practice patient

in Australia 

The Aus
Analysis of pr

urces (GPs

o ‘palliative 
upplied to in

propriately q
ccordance 

sed standar

d are based
bility of mo
ly eligible 

presented

pply and de
 but growin
ative care s

and supply

forecast m
services ma
ave matche

ervices (without prio
uent chapter of this
als. (NB: Confiden
als relate to the var

7,673   8

9,635  
 8

47,098  
 1

2012 (

(DEMAND) 

ts 

tralian Govern
roposed MBS 

s or public h

care’ as cu
ndividuals b
qualified and
with profess

rds of care.3

d upon ana
re recent d
patients fo
 in Figure

emand app
ng to meet
services in

y of palliat

modelling eq
ay have alr
d demand b

or general practice 
s report. 
ce intervals relate 
iation surrounding 

88,749   

84,111  
 

48,750  
 

(2013) 

Estimated p

Total palliat

nment Departm
items for pallia

1

hospitals) pr

urrently repo
by medical s
d credential
sional and n
36 

alysis of ava
ata, or alte
r palliative 
e 2-8. No

pear to indi
t predicted 
n Australia.

ive care se

quations str
ready been
by the end 

consultation) are e

to probable variatio
estimates derived f

 89,826  

 88,588  

150,465  

(2014) 

palliative care se

tive care + gener

ment of Health
ative medicine

Final Repor
11 March 2014

rior to refer

orted, do no
specialists (
led to delive
nationally 

vailable ICD
ernative ass

care, will 
otwithstandi

icate that th
d population
. 

ervices (20

rengthen co
n meeting p
of the 2013

excluded from the e

ons surrounding po
from a prediction e

 90,902  

 93,064  

 152,181  

 

 

 

 

 

(2015) 

parations 

ral practice patien

  

 44

h 
e 
rt 
4 

rral.35  It is 

ot 
(or 
er 

D codes in 
sumptions 
influence 

ng these 

he 
n 

10-2015) 

 

onclusions 
population 
3 financial 

estimation. 

oint estimates of 
quation). 

 130,000  

 140,000  

 150,000  

 160,000  

 170,000  

(E
st

.) 
to

ta
l n

um
be

r o
f d

ea
th

s 

nts (SUPPLY) 



Figur

2.5 

2.5.1 

As pr
gener

Aroun
palliat
does 
privat

2.5.2 

In the
medic
Whils
likely 
receiv
collec
withou

         

38. BE

 40

 60

 80

 100

 120

 140

N
um

be
r o

f p
op

ul
at

io
n 

re 2-9: Li

Dema

NATIO

reviously re
ral practices

Only on

nd half of a
tive care sp
not indicat

te consulting

NATIO

e public and
cal practitio
t patients a
to receive 

ving a diag
ctions may 
ut a corresp

It is not p
care spe

                  

EACH – op cit 

0,000  

0,000  

0,000  

0,000  

0,000  

0,000  

20

Demand for

Supply of PC

near variat

and for s

ONAL ESTIM

ported, aro
s are referre

ne in twenty
pract

all specialist
pecialists ar
te whether 
g suites. 

ONAL ESTIM

d private h
oners addre
admitted or 

services b
nosis of or 
receive me

ponding refe

possible to
ecialists in p

                 

010 

r palliative care 

C and GP service

A

tion in dem

specialis

MATES OF 

und a quar
ed to other s

y palliative
tice are refe

t medical re
re not repor

patient ref

MATES OF 

ospital sect
ess the nee

transferred
by a palliat

otherwise 
edical care 
erral for pal

o estimate t
public and

     

2011 

es 

The Aus
Analysis of pr

mand/suppl

st palliati

GP REFER

rter of all pa
services, ho

e care patie
ferred to m

eferrals are
rted in the B
ferrals are 

OTHER RE

tor, a rang
eds of patie
d to a pallia
tive care sp
classified a
from any o
liative care 

the numbe
d private ho
available d

2012 

95% Upper pred

95% Upper pred

tralian Govern
roposed MBS 

ly of palliat

ve care s

RRAL TO S

alliative car
owever: 

ents (6%) p
edical spec

e made to o
BEACH data

made to s

EFERRALS

e of differe
ents with p
ative care st
pecialist, th
as ‘palliativ
other type o

specialist i

er of specif
ospitals acr
data.  

(2013) 

diction interval 

diction interval 

nment Departm
items for pallia

1

tive care se

services

PECIALIST

e patients w

resenting t
cialists.38   

oncologists.
a. In additio
specialists i

S TO SPEC

ent specialis
alliative ca
tream (care

he larger pr
e care’ in c

of medical p
nvolvement

fic referrals
ross Austr

(2014)

95

95

ment of Health
ative medicine

Final Repor
11 March 2014

ervices (20

s 

TS 

who are ma

to a genera

. Specific re
on, the avai
in public fa

IALISTS 

st and non-
re related 
e type) may
roportion o
current nati
practitioner 
t.  Accordin

s to palliati
ralia from th

) (20

5% Lower predicti

5% Lower predicti

  

 45

h 
e 
rt 
4 

010-2015) 

 

anaged in 

al 

eferrals to 
lable data 

acilities or 

-specialist 
problems. 
y be more 
of patients 
ional data 
– with or 

gly:  

ive 
he 

015) 

ion interval 

ion interval 



2.5.3 

Estim
issues

 Co
fro
spe
be 
the
me

 Co
me
ref
rec
spe
ma

 Ex
ind
rat
pa
an

2.6 

2.6.1 

MBS 
2012-

Impor
asses

2.6.2 

Nation
specia
assum

         

39  M

INFLU

mates of de
s, including

onstraints u
m GPs for 
ecialists an
constraine

e BEACH d
edicine spec

onstraints up
edical pract
ferrals upon
ceive an a
ecialists are
ay be anticip

xclusion of 
dividuals ma
ther than pr
lliative med
alysis, and 

Supp

NATIO

data indica
-13. Analysi

Pal
hospital/

rtantly, (bas
ssments is f

NATIO

nal estimat
alists are c
mptions (ou

                  

BS item 3005,110,

ENCES UP

emand for s
: 

pon genera
specialist a
d anticipate
d by supply
ata. Accord
cialists may

pon public a
titioners enc
n the availab
assessment
e available 
pated (supp

demand a
ay present 
resenting to
dical specia
thus additio

ply of spe

ONAL ESTIM

tes that 138
is of this da

lliative care
l/consulting

sed upon cu
forecast to i

ONAL ESTIM

tes of pub
currently un
tlined below

                 

 132 or 3018 

A

PON ESTIM

specialist s

al practice r
assessment
ed time to tr
y. Referrals 
dingly, it is h
y also gener

and private 
counter sim
bility of palli

for any g
in the pub

ply constrain

rising from
for commu

o their GP. 
alist assess
onal deman

ecialist p

MATES OF 

8 palliative c
ata revealed

e specialis
g room or h

urrent rates
ncrease to 

MATES OF 

lic sector m
navailable. 
w) they were

     

The Aus
Analysis of pr

MATION OF 

services are

referral: It i
t will be hea
reatment fo
 to palliative
highly likely
rate deman

sector refe
milar issues 
iative care s
given patie
blic and priv
ned deman

m other sou
nity palliativ
 Further, o
sment. Dat

nd for specia

palliative

PRIVATE S

care specia
d that:  

ts will have
home/resid

s of growth)
around 19,

PUBLIC SE

medical as
According

e derived fr

tralian Govern
roposed MBS 

DEMAND 

e likely to 

s appreciat
avily influen
or patients. T
e medicine

y that an inc
d for servic

erral to spec
to those fa

specialists a
ent.  Accor
vate sector
d); and 

urces of ref
ve care ser

other medica
ta on self-
alist service

e care se

SECTOR S

alists were r

e conducte
dential age

) the total n
419 by 201

ECTOR ME

ssessments 
ly, based u
rom availab

nment Departm
items for pallia

1

FOR SPEC

be influenc

ted that the
nced by the 
Thus, curre
specialists 

crease in th
ces (supply 

cialists: pub
aced by GP
and the like
rdingly, if m
s, a higher

ferral: As p
rvices on a 
al specialis
referrals w

es is likely. 

rvices 

PECIALIST

registered a

ed 15,932 re
ed care ass

number of p
4-15.   

EDICAL ASS

undertake
upon a lim
le MBS data

ment of Health
ative medicine

Final Repor
11 March 2014

CIALIST SE

ced by a n

e number o
known ava

ent demand
were not in

he supply of
induced de

blic and priv
Ps.  Specia
ely time it m
more pallia
r number o

previously 
a ‘self-referr
sts may also
was not ava

T ASSESSM

and billing th

referred 
sessments.

private pallia

SESSMENT

en by pallia
mited numb
ta. 

  

 46

h 
e 
rt 
4 

RVICES 

number of 

f referrals 
ailability of 
 may also 
ncluded in 
f palliative 
mand);  

ate sector 
alists base 
ay take to 

ative care 
f referrals 

identified, 
red’ basis, 
o refer for 
ailable for 

MENTS 

he MBS in 

.39 

ative care 

TS 

ative care 
er of key 



In rela

 Th
Eq

 Th
priv

Where
reside

 On
pa
30

 Ha
by 
or 

 All 
tim

Count
these
repres

Where
reside

 All 

 Aro
ad
pro

 Th
priv
to 

         

40  Pr
41  Ba

fe
(1
Re

42  De
43  46
44  Au

Pa
45  Fr

sp
ca

ation to the 

e current m
quivalent (FT

e total FTE
vate and pu

e specialis
ential aged 

ne hour of 
lliative care
18);  

alf an hour o
a palliative
3023); 

private se
me spent in p

ting of reco
 assumptio
sented 22%

e specialis
ential aged 

remaining 

ound 70% 
ministration
ofessional d

e ratio of in
vate sector
greater vari

The num

                  

resented in further 
ased upon current
llows (Royal Colleg
80 Australian Fell
ecognition of medic
erived from 15,932
6,219 divided by 20
ustralian Medical C
alliative Medicine, 1
rom ((15,932 privat
pent in clinical prac
alculation.) 

palliative ca

membership
TE) of 140 

E workforc
ublic sector 

sts were un
care or othe

time was d
e specialist 

of time was
e care spec

ctor work w
private sect

orded (and 
ons would 
% of FTE em

sts were u
care or othe

FTE emplo

of all public
n (1 sessio
developmen

nitial-to-sub
r (even thou
iation); acco

ber of palli
was es

                 

detail in Chapter 4 
t membership data
ge of Physicians), 
lows: 104 FTE po
cal specialties advi
 initial attendance i

06,388. 
Council (2005). p.15
14, 405-409. 
te MBS initial atten
ctice. (Note: multip

A

are speciali

p of 243 Aus
positions ac

e would eq
each year 

ndertaking 
er commun

devoted on
registered 

s devoted o
cialist regist

was ‘patien
tor employm

forecast) M
result in 4

mployment a

ndertaking 
er commun

yment (78%

c sector wo
on), clinical
nt (1 session

bsequent at
ugh the time
ordingly: 

iative care 
stimated to

     

 of this report. 
a provided from th
and a fellowship to

ositions). Australian
sory committee Re
items x 1 hour, and

5. Makin, W, Finlay

dances x 0.7761 p
ple decimal places 

The Aus
Analysis of pr

ist workforc

stralian fello
cross Austra

quate to 2
in Australia

private se
ity environm

n average t
on the MB

n average t
tered on the

nt related’ a
ment. 

MBS data fo
46,219 hour
across the f

public sec
ity environm

%) would be

ork was ‘pa
l teaching 
n);44 and 

ttendances 
e allocated 

specialist 
o be around

he Chapter of Palli
o FTE ratio of 57.8
n Medical Counci

eport. ACT; Kingsto
d 60,574 subseque

y, IG, Amesbury, B

percent of residual F
 have been rounde

tralian Govern
roposed MBS 

ce,40 it was a

ows (in 201
alia;41 

206,388 hou
a. 

ector emplo
ment, it was

to each init
BS (billed u

to each sub
e MBS (bille

and thus wo

or the 2012
rs of patien
fellowship.43

ctor emplo
ment, it was

e spent in th

atient relate
(1 session

would be e
to each typ

assessme
d 36,648 pe

iative Medicine ex
% previously repor
l. (2005). Assessm

on, AMC Inc.  p.28. 
nt attendance item

B, and Naysmith, A

FTE) divided by 0.2
ed in the cross mu

nment Departm
items for pallia

1

assumed th

2-13) were

urs of emp

oyment in 
s assumed t

tial attenda
under items

bsequent at
ed under ite

ould repres

2-13 financi
nt attendan
3 

yment in a
s assumed t

he public se

d’, to accou
n), and res

equivalent t
pe of attenda

nts in the p
er annum45

cluding retired, se
rted by the Chapte
ment of palliative 
 
s x 0.5 hours. 

A. (2000). What do 

2239 FTE in the pr
ultiplication for illus

ment of Health
ative medicine

Final Repor
11 March 2014

hat: 

e working a 

ployment a

a hospital,
that (on ave

nce conduc
s 3005, 110

ttendance c
ems 3010, 

sent 100% 

ial year acc
nce.42  The

a hospital, 
that (on ave

ector; 

unt for time
search or c

to those sp
ance may b

public sect
5 

mi-retired, resigne
er to the Australian 

medicine as a m

 palliative medicine

rivate sector) x 0.70
strative purposes i

  

 47

h 
e 
rt 
4 

Full Time 

cross the 

 hospice, 
erage): 

cted by a 
0, 132, or 

conducted 
116, 133, 

of clinical 

cording to 
ese hours 

hospice, 
erage): 

e spent in 
continuing 

ent in the 
be subject 

tor 

ed or suspended 
 Medical Council 
edical specialty: 

e specialists do? 

0 percent of time 
n the method of 



2.7 

If it w
estima
acros

 At 
(a 

 Aro
priv

 Aro
pu

This i

Whils
their c
identif
Austra
mana

When
consid

2.8 

2.8.1 

The c
care m
virtua
maxim
prosp
care s
adjust
illness
such 
acade

         

46  Fo
ga
by
pr
wh
tra

Poten

were accept
ates are a 
s Australia,

least 88,74
probable un

ound 15,93
vate hospita

ound 36,64
blic hospita

n turn mean

At lea
palliati

t it is ackno
clinical train
fy. Accordin
alians (39%

agement. 

n GP manag
deration it w

Aroun
approp

The c

GENER

consequenc
medical spe
lly impossi

mise quality
pect of cure
services, so
ted life yea
s).  Unfortu
studies we

emic contro

                  

or example, whilst 
amble or other app
y individuals who 
references for cont
hen individuals act
ack variations in pr

ntial unm

ted (based 
reasonable
 then at the

49 Australia
nder-count 

32 Australia
als (a proba

8 Australian
als (a probab

ns that: 

st 34,169 A
ive care int

owledged th
ning and av
ngly, at a m

%) may die 

gement of a
would appea

nd one in fiv
priately qu

consequ

RAL CONS

ces of unm
ecialist serv
ble to plac
y of life for 
e. Aside fro
ome measu
ars or qual
nately, thes
ere underta
versy surro

                 

conceptually appe
proaches) rarely oc
have personally e
inuing to survive un
tually experience a
reference for living 

A

met dema

upon prior 
e reflection 
e end of the

ns may hav
of true dem

ns received
able over-co

ns received
ble over-co

Australians
tervention 

hat GPs and
vailable time
minimum it 

each year 

an estimate
ar that at be

ve Australi
ualified med

ences of

SIDERATIO

et demand 
vices in pa
ce a value 

individual 
m self-repo
re of servic
ity adjusted

se studies a
aken, it sho
ounds the us

     

aling from a measu
ccurs in a context w
xperienced the ful
nder a particular se
a situation that they
under dynamically

The Aus
Analysis of pr

and for s

assumptio
of the dem

e 2012-13 fin

ve benefited
mand) (Page

d one or mo
ount of actu

d one or mo
unt of actua

s who may 
in 2012-13 

d other spec
e to addres
is reasonab
without ap

ed 17,392 p
est: 

ians (19%) 
dical suppo

f unmet 

NS 

for palliativ
rticular, are
on the ful

patients an
orted outco
ce ‘utility’ wo
d life days 

are not avai
ould also b
se of utility-

urement perspectiv
where individual ‘pr
ll range circumsta
et of circumstances
y have previously o

y changing circums

tralian Govern
roposed MBS 

specialis

ons and ava
mand and su

nancial yea

d from pallia
e 29); 

ore palliativ
ual supply) (

ore palliative
al supply) (P

have bene
did not rec

cialists may
ss all facets
ble to assum
ppropriate s

palliative ca

may die ea
ort for end 

demand

ve care ser
e extremely
ll range of 
nd carers fa
mes descri
ould appea
depending

lable in the 
be noted th
-based outc

ve, the method of o
references’ for livin
nces they are ask

s can readily chang
only hypothetically 
tances are required

nment Departm
items for pallia

1

t service

ailable data
upply of pa
r: 

ative care s

e care spec
(Page 34); a

e care spec
Page 35). 

efited from 
ceive these

y be manag
s of end-of-l
me that mo
specialist su

are type pat

ach year w
d of life man

rvices in ge
y difficult to 

potential s
acing an illn
bed by con
r to be app

g upon the 
palliative ca
at a great 
ome measu

obtaining utility wei
ng under a range o
ked to make judgm
ge (either for or aga
 contemplated. Ra
d (across a range o

ment of Health
ative medicine

Final Repor
11 March 2014

es 

a) that the a
alliative care

specialist int

cialist asse
and 

cialist asses

specialist 
e services.

ging patient 
life care is 

ore than on
upport for e

tients is fac

without any 
nagement. 

eneral, and
 measure. 
services pr
ness with l
nsumers of

propriate (e.
duration o

are literatur
deal of cli

ures.46 

ights (e.g., time tra
of clinical scenarios
ments about. More
ainst historical pers
andomized, longitud
of individual diseas

  

 48

h 
e 
rt 
4 

actuals or 
e services 

tervention 

ssment in 

ssments in 

. 

palliation, 
difficult to 
e in three 
end of life 

ctored into 

y

 palliative 
First, it is 

rovided to 
ittle or no 
f palliative 
g., quality 

of a given 
re. Even if 
inical and 

ade off, standard 
s are determined 
eover, individual 
sonal judgments) 
dinal methods to 
se states) before 



A se
contri
differe
in a m
pharm
asses
chron

Thus,
financ
acros
area. 
delive
in a c
palliat
their u
more 
conte
Austra

2.8.2 

The m
impac
to est
Austra
die in 

Assu

1. Th

2. Th
ep

3. Th
dir

a. 

b. 

4. Th
pa

         

th
ca

47  Sm
M

48  Ca
49  Ti

to 
50  Ta

Jo
51  Co
52  AI

av
53  Fr
54  Ib

econd, and
bution’ of p
ent service 
multi-discip

macological
ssed; the ca
nic pain man

 what rem
cial benefits
s a range 
Where the

ery have be
community 
tive care pa
usual place
cost-effecti
xt. Importa
alian contex

COST 

most appare
ct of palliativ
timate the c
alian comm
hospital fro

mptions fo

hat the majo

hat 42% o
pisodes.52 

hat 100% o
rect patient 

14% of ad

86% of ad

hat the agg
alliative care

                  

e value of any util
are outcome resear
mith, S, Brick, A, O

Medicine, 0, pp.1-21
arroll, D. (1998). An
ernan, E, Connor, 
 a palliative care ho
ang, S, and McCor
ournal of Palliative 
ommonwealth of A
IHW (2012) applyin
verage increase of 
rom National Repo
id. p.33. 

 equally c
palliative ca
providers a
linary conte
, psychoso

apacity to at
nagement) r

mains is an 
s associate
of different 
e financial 
een underta

setting, ca
atients47 – a
e of commu
ive and acc
antly, no r
xt. 

MODELLIN

ent gap in t
ve care ser
cost implica

munity to pre
om an ‘antic

or cost mod

ority of indiv

f palliative 

of all admitte
care, more

dmitted pati

dmitted pati

gregate leng
e patient tre

                 

ity based measure
rch. 

O’Hara, S, and Norm
. 
n audit of place of d
M, Kearney, P, and
ome-care service. I
rkle, R. (2003). De
Care, 19 (4), pp.23
ustralia (2012); Ca

ng the rate of increa
1.4%) to the estima
rt on Patient Outco

A

challenging 
are medical
and clinical 
ext.  Whils
cial, or spir
ttribute any 
remains diff

attempt to
d with the 
clinical con

benefits of 
ken, they in

an prevent 
and accord w
unity reside
ceptable to c
esearch ex

NG IN THE 

the availabl
rvice provisi
ations of inc
event ‘poten
cipated’ dea

delling 

viduals who

care patie

ed palliative
e specifically

ents die du

ents die du

gth of hosp
eatment, mo

                  

es can be appropria

mand, C. (2013). E

death of cancer pat
d O’Siorain, L. (200
Irish Medical Journ
terminants of cong

30-237. 
rrol (1998); Tiernan
ase in palliative pat
ated percentage in 

omes in Palliative C

The Aus
Analysis of pr

task, is 
 specialists
intervention

st the outco
ritual interve

y single inte
ficult. 

o identify m
delivery of 
ntexts.  Lim
alternative

ndicate that
the numbe
with the 72

ence.48,49,50

consumers
xamining t

AUSTRALI

le literature
ion in Austr
creasing the
ntially avoid
ath. 

o have a cho

ents in ho

e care patie
y:53 

ring the ‘de

ring the ‘ter

pital stay is
ore specifica

                 

ately understood a

Evidence on the co

tients in a semi-rur
02). A prospective 

nal, 95 (8), pp.232-2
gruence between th

n et al (2002); Tang
tient deaths in hosp
 20120-13 = 41.5 (

Care in Australia: Ju

tralian Govern
roposed MBS 

the difficu
s to the out
ns.  Palliativ
omes assoc
entions can
rvention to 

more gener
palliative c

mited resea
e/substitutab
t palliative c
er and dura
% or more
 Thus, pall
, especially
hese issue

AN CONTE

is any atte
ralia. The fo
e number o

dable’ admis

oice will cho

spital died 

ent deaths o

eteriorating’ 

rminal’ phas

s 7.3 days 
ally:54 

                 

and considered reli

st and cost-effectiv

al Scottish practice
 study of preferred 
235. 
he preferred and a

g & McCorkle (2003
pital over 10 years 
42% rounded). 

uly – December 201

nment Departm
items for pallia

1

lty distingu
tcomes ach
ve care by d
ciated with 
n theoretica
an overall p

ral estimati
care (as a p
rch has be
ble contexts
care, particu
ation of hos
of individua
iative care 
when deliv

es has bee

EXT 

empt to cost
ollowing ass
of palliative 
ssions for p

oose to die 

during on

occur in the

phase of th

se of their il

during the 

                  

able and valid for 

veness of palliative 

e.  Palliative Medicin
versus actual place

ctual place of deat

3). 
from 23.3% in 2000

12, pp. 36-37. Avai

ment of Health
ative medicine

Final Repor
11 March 2014

uishing the
hieved by a
definition is 

specific pr
ally be inde
patient outc

ons of the
package of 
een present
s for clinica
ularly when 
spital admis
als who wis

would app
vered in a c
en identifie

t model the
sumptions w

care servic
patients who

at home.51 

ne of their 

e final two 

heir illness; 

lness. 

final two p

                 

incorporation into 

e care: a literature r

ine, 12, pp.51-53. 
ce of death among 

th for terminally ill 

0-01 to 37.3% in 20

ilable at: www.pcoc

  

 49

h 
e 
rt 
4 

e ‘relative 
a range of 

delivered 
rocedural, 
pendently 

come (e.g. 

 potential 
services) 

ted in this 
al service 
delivered 

ssions for 
h to die in 

pear to be 
community 
ed in the 

e potential 
were used 
ces in the 
o currently 

admitted 

phases of 

and 

phases of 

                 

routine palliative 

review. Palliative 

patients referred 

cancer patients. 

009-10 (an 

c.org.au. 



a. 

b. 

5. Th
ide
po
so

6. Th

a. 

b. 

7. Th
sp
87
div
tre

8. Th
ad
10
re

9. Th
co
pa

a. 

b. 

10. Th
sh
sp
th
pa

 

         

55  O
56  Co

se
He

57  M
58  Se

m

5.2 days 
‘deteriorat

2.1 days 
‘terminal’ 

hat the tota
entified crit
otentially ‘an
ources). 

hat the aver

Around $9

Typically a

hat the odd
pecialist pal
7.5% chanc
verted awa
eatment.   

hat convers
dmitted pati
0%, 11.5% 
ferred for co

hat addition
ommunity p
atient, comp

Around 1 
of $136.72

Around 2 
numbers o

hat between
hared care 
pecialists (w
us avoiding

alliative care

                  

utlined in Table 2
ommonwealth of A
ervices to be $210
ealth indexation ac
cNamara, B, and R
ee 2.3.1 for the tota
edicine intervention

in hospital
ting’ during 

in hospital
during their

al number o
teria55 (sen
nticipated’ d

rage cost pe

950 for adm

around $26

s of dying i
lliative care
ce of individ
ay from a h

sely, 12.5%
ent setting.
(10% + 1.2
ommunity m

al palliative
patients in t
prised of: 

initial atten
2) will occu

subsequen
of $60.50). 

n 10% and
arrangeme

working as p
g ‘potentiall
e treatment

                 

2-2. 
Australia (2012) p.6

 per day p.41 (ind
ccording to Australia
Rosenwax, B. (2007
al estimated numbe
n. 

A

are spent 
their admis

are spent 
r admission

of estimate
sitivity test
deaths repo

er day for tr

mitted patien

69 for individ

in the comm
e services a
duals who,
hospital ad

% of patien
 Thus in or
25%) of pa
managemen

e medicine s
the final sta

ndance (at a
r per patien

nt attendan

d 20% of ‘a
ents betwee
part of a mu
ly preventa
.58 

 

     

67 for estimates of 
exed to 2012/13 a
an Bureau of Statis
7). Factors affecting
er of 17,392 patient

The Aus
Analysis of pr

on averag
ssion; and 

on averag
n. 

ed deaths i
ting will ne
orted by dif

reatment of 

nts; and 

duals treate

munity (rath
are provide
 if appropr

dmission du

ts treated 
rder to achie
lliative care
nt. 

specialist ti
ages of the

an average 
nt in the com

ces (at an 

anticipated
en GPs or 
ultidisciplina
able’ hospita

state based palliat
at 28.8% increase 
stics (2013) Catalog
g place of death in 
ts currently seen by

tralian Govern
roposed MBS 

ge by pallia

ge by pallia

n hospital 
ed to be c
fferent med

palliative c

ed in the com

her than in 
ed in the co
riately treate
uring these

in the com
eve an incr
e patients w

me will be s
eir illness t

cost across
mmunity; an

average co

deaths’ can
other spe

ary palliative
al admissio

tive care beds; AM
from 75.8 in June

gue 6401.0, Consu
 Western Australia
y general practition

nment Departm
items for pallia

1

ative care p

ative care p

is 59%, in 
conducted a
ical, govern

are patients

mmunity. 

hospital) ar
ommunity.57

ed in the c
last phase

mmunity are
ease in com

would need 

spent with a
trajectory, t

s all curren
nd 

ost across a

n be identif
cialists and

e care team
ons towards

C (2005)  which es
 2005 to 104.6 in 
mer Price Index, A
. Health and Place,
ers without any ref

ment of Health
ative medicine

Final Repor
11 March 2014

patients cla

patients cla

line with p
across the 
nment and 

s is:56 

re increase
7 This equa
community, 
es of pallia

e likely to 
mmunity tre
 to be iden

a larger pro
totalling $25

nt MBS item

all current M

fied and re
d palliative 

m) in the com
s the final 

stimates the full co
 December 2012 =

Australia. 
, 13, 356-367. 
ferral for specialist 

  

 50

h 
e 
rt 
4 

ssified as 

ssified as 

previously 
range of 

academic 

ed 7 fold if 
ates to an 

could be 
ative care 

die in an 
eatment of 
ntified and 

oportion of 
57.71 per 

m numbers 

MBS item 

eferred for 
medicine 

mmunity – 
stages of 

ost of community 
= $269 per day). 

palliative 



Estim

Estim
medic
2-4. 

Table

These
Austra
is imp
referra

mates of co

mates of the 
cine specia

e 2-4:  Cost
in ho

Thus, a
disciplina
to the hea

final 

e figures ar
alia can be 
portant to no
al to specia

ost modellin

cost impac
lists accord

t implicatio
ospital (201

an increase
ary palliativ
alth system

two phase

re based up
‘anticipated
ote, that the
alists varies

A

ng 

ct of increas
ding to the 

ons of incre
12-13 finan

e in referral
ve care team

m of up to $
es of their p

pon prior as
d’ and thus 
e proportion
s according 

The Aus
Analysis of pr

sing the pro
assumptio

easing pote
cial year e

l to specia
m) is likely

$22,864,976
palliative c

ssumptions
referred for

n of ‘anticip
 to differen

tralian Govern
roposed MBS 

oportion of c
ns outlined

entially avo
stimates)

lists (work
y to result i
6 - if 20% m
care in the c

s that up to
r specialist a
ated’ death
t palliative 

nment Departm
items for pallia

1

community 
 above are

oidable pal

king as part
n a notiona

more patien
community

 59% of all
assessmen
s occurring
care stakeh

ment of Health
ative medicine

Final Repor
11 March 2014

referrals to
e presented

lliative care

t of a multi
al cost sav

nts receive 
y setting. 

l deaths oc
nt and interv
g and thus e
holders. Ac

  

 51

h 
e 
rt 
4 

o palliative 
d in Table 

e deaths 

 

i-
ving 

the 

ccurring in 
vention.  It 
eligible for 
ccordingly, 



sensit
specia

Table

NAT

DoHA

Rosen

DoHA

Curre

AChP

AChP

Rosen

Analy
to pa
Depa
Austra
recog
estima
occur
eligibl
aroun

The f
and c
palliat

 

         

59  Ca
60  Th
61  Ro

tivity testin
alists was c

e 2-5: Va

TIONAL ESTIMA

REFER

A 2012 lower es

nwax et al 2005

A 2012 upper es

ent estimates  

PM 2005 lower e

PM 2005 upper e

nwax et al 2005

ysis of stake
lliative care
rtment of H
alia, indicat

gnition as a 
ated a high
rring in Aus
le individua

nd 44% up t

Curren
Australia r

cost sa

following ch
clinical effec
tive care me

                  

alculations underly
he Commonwealth 
osenwax et al (200

g that exa
conducted a

ariation in 

TES (POTENTIA

RRAL) 

stimates  

5 lower estimate

stimates  

estimates  

estimates  

5 upper estimat

eholder esti
e (and by 
Health and 
ted that bet
medical sp

her proporti
stralia.  Po
als for refe
to a potentia

nt estimates
reflect an a

avings asso
referrals t

hapter now 
ctiveness of
edical spec

                 

ing these changes 
 of Australia (2012)

05). 

A

amines the 
and is prese

estimates o

AL % 'ANTIC

DEAT

AUST

24.9

es  44.0

48.

59.3

70.0

75.9

es  78.0

mation in re
inference p
Ageing, in 
tween 25% 
pecialty the 
on of poten
opulation b
erral to pal
al 78% of al

s of the nu
appropriate
ociated wit
to palliative

describes 
f palliative c
ialist interve

     

 in assumption are 
) p.10. 

The Aus
Analysis of pr

likely pro
ented in Tab

of 'anticipa

CIPATED' 

THS IN 

TRALIA 

90%  $

00%  $

17%  $

37% $

00%  $

96%  $

00%  $

elation to th
palliative ca
a report to
 and 48% o
Australasia

ntial referra
ased resea
liative care
ll deaths in 

umber of po
e mid-poin
th increasin
e medicine

the availab
care servic
entions. 

 presented in Appe

tralian Govern
roposed MBS 

portion of 
ble 2-5.59 

ated' death

TOTAL 

ESTIMATED 

COSTS 

$130,583,122  

$230,749,292  

$252,618,032  

$311,354,215 

$367,101,146  

$398,357,187  

$409,055,563  

he proportio
are special

o the Senat
of all death
an Chapter 
ls, ranging 
arch confirm
e services 
Australia.61

otentially ‘a
t estimate 
ng the prop

e specialists

ble evidenc
ces, and wh

endix 1. 

nment Departm
items for pallia

1

potentially 

hs in Austra

TOTAL NOT

SAVINGS (

REDUCTIO

ADMISSIO

 $4,794,8

 $8,472,7

 $9,275,7

$11,432,4

 $13,479,

 $14,627,

 $15,019,

on of potent
ists) varies
e Inquiry in
s in Austra
of Palliative
from 70% 

ms that the
is indeed b
 Therefore:

anticipated
of the likel
portion of c
s in Austra

e relating t
here possibl

ment of Health
ative medicine

Final Repor
11 March 2014

eligible re

alia 

TIONAL 

(10% 

ON IN 

ONS) 

TOT

SA

RE

AD

828   $

789   $

778   $

488 $

,437   $

,114   $

,944   $

tially eligible
s considera
nto Palliativ
alia.60  In ap
e Medicine 
to 76% of 
e potential 
broad, rang
: 

d’ deaths in
ly number 
community
alia.  

to the qual
le the contr

  

 52

h 
e 
rt 
4 

eferrals to 

TAL NOTIONAL 

AVINGS (20% 

EDUCTION IN 

DMISSIONS) 

$9,589,656  

$16,945,577  

$18,551,556  

22,864,976 

$26,958,873  

$29,254,229  

$30,039,887  

e referrals 
ably.  The 
ve Care in 
pplying for 

(AChPM) 
all deaths 
range of 

ging from 

n 
and 
y 

ity, safety 
ribution of 



 3 

3.1 

Pallia
multid
of suc
asses

The W

The A

         

62  Q
63  W

O
64. W
65  Au

The 

Pallia

tive Care 
disciplinary 
ch care is to
ssment and 

World Health

“An appro
problem a
suffering 
of pain an

Palliative 

 Provi

 Affirm

 Inten

 Integ

 Offer

 Offer
their 

 Uses
includ

 Will e
illnes

 Is ap
are in
includ
distre

Australian N

“Care in wh
patient with
usually evi
physical, p
and berea
includes ca

 In a pa

 In a de

                  

uest TE, Marco CA
World Health Organi

rganization; 2002. 
WHO 2002 

ustralian Institute o

clinical s

ative car

is the phy
team to pat
o improve q
treatment o

h Organisat

oach that im
associated 
by means o

nd other pro

care:  

ides relief fr

ms life and r

nds neither t

grates the ps

rs a support

rs a support
own bereav

s a team app
ding bereav

enhance qu
ss; 

plicable ear
ntended to p
des those in
essing clinic

National Hea

which the clin
h an active,
idenced by 
psychologica
avement su
are provided

alliative care

esignated p

                 

A, Derse AR. Hospi
ization. National Ca

f Health and Welfa

A

safety a

e  

ysical, emo
tients with l
quality of lif
of pain and 

tion (WHO)

mproves the
with life-thr
of early ide
oblems, phy

rom pain an

regards dyin

to hasten or

sychologica

t system to 

t system to 
vement; 

proach to a
vement cou

uality of life, 

rly in the co
prolong life,
nvestigation
cal complica

alth Data Di

nical intent 
, progressiv
an interdisc

al, emotiona
upport serv
d: 

e unit; 

alliative car

     

ce and palliative m
ancer Control Prog

re. National health 

The Aus
Analysis of pr

and effec

otional, psy
life-threaten
fe and prev
other probl

) describes 

e quality of 
reatening il

entification a
ysical, psyc

nd other dis

ng as a nor

r postpone 

al and spiritu

help patien

help the fam

address the 
unselling, if i

and may a

ourse of illne
, such as ch
ns needed t
ations.”64  

ictionary (N

or treatme
ve disease 
ciplinary as
al and spiri

vice for the

re program;

medicine: new subsp
grammes: Policies a

 data dictionary. Ve

tralian Govern
roposed MBS 

ctivenes

ychosocial 
ning illnesse
vent/relieve 
lems.63 

palliative ca

life of patie
llness, throu
and impecc
hosocial an

stressing sym

rmal proces

death; 

ual aspects

nts live as ac

mily cope d

needs of pa
indicated; 

lso positive

ess, in conju
hemotherap
to better un

HDD)65 defi

nt goal is p
with little o

ssessment a
itual needs 
e patient a

; or 

pecialty, new oppo
and Managerial Gu

ersion 15. Cat. no. 

nment Departm
items for pallia

1

s of inte

and spiritu
es and their
suffering by

are as: 

ents and the
ugh the pre
able assess

nd spiritual. 

mptoms; 

s; 

s of patient c

ctively as po

during the pa

atients and 

ly influence

unction with
py or radiati
derstand an

nes palliativ

primarily qua
or no prospe
and/or man
of the patie

and their c

rtunities. Ann Emer
uidelines. 2nd ed. G

HWI 107. Canberra

ment of Health
ative medicine

Final Repor
11 March 2014

ervention

al care giv
r families.62

by early and

eir families 
evention an
sment and 

care; 

ossible unti

atient’s illne

their familie

e the course

h other ther
ion therapy,
nd manage 

ve care as: 

ality of life 
ect of cure.

nagement o
ient; and a 
carers/famil

rg Med. 2009 Jul;5
Geneva, Switzerlan

a: AIHW; 2010.  

  

 53

h 
e 
rt 
4 

ns 

ven by a 
2  The aim 
d accurate 

facing the 
nd relief of 

treatment 

il death; 

ess and in 

es, 

e of 

rapies that 
, and 

for a 
 It is 
f the 
grief 
ly. It 

4(1):94-102. 
nd: World Health 



A Pal
menta
separ
physio

The t
durati
requir
Progr
numb
life.  G
have 
care e

The p
individ
volunt
length
provid
needs

 ‘St
pat
pa

 ‘Un
com

 ‘De
5 d

 ‘Te

Thus,
admit
emph
care i
back 
Indep
diseas
respe
days.6

Clinic
care s
Stand
end-o

         

66  Q
67  ib
68  M

 Under 
opinion
palliati

lliative Care
al health p
rations ide
otherapy, s

typical dura
ion of a par
red) for ch
ressive deg
ber of years
Given that 
been diagn

episodes oc

palliative ca
duals and t
tarily report
h of time sp
ded during 
s. The key p

table’ – wh
tients mana
lliative care

nstable’ – 
mmunity, an

eteriorating’
days if asso

erminal’ – w

 on averag
tted hospita
hasised that
intervention
and forth 

pendent stu
se are con

ective media
68  

cal practice 
services, g

dards have 
of-life sector

                  

uest et al 2009 
id 
cKinley et al 2004 

r the princip
n of the t
ion”. 

e team typic
rofessionals
ntified that
ocial work, 

ation of a p
rticular illnes
hildren and
generative 
, with incre
the largest 

nosed with 
ccurs over a

are profess
their familie
ted to the 
pent in vario
these phas
phases of p

here the typ
aged in the

e related ad

where the
nd around 3

’ – where th
ociated with 

where the av

e, a total pa
al care (ove
t these figu
n.  In additio
between s

udies of ge
nsistent wi
an of the en

guidelines 
uides the q
been deve

rs and are n

                 

A

pal clinical m
treating do

cally includ
s’.66 Recen
t the majo
dietetics an

palliative ca
ss.  Palliativ
d young a
disease m
asing involv
proportion 
some form 

a shorter pe

sion recogn
es who hav
PCOC by a
ous phases
ses varies c
palliative car

pical (avera
e communit
mission to h

e average 
3 days in ho

he average 
a hospital a

verage perio

alliative car
er multiple a
ures do not
on, it is als

stages rathe
eneral prac
th national

nd stage pa

together w
quality and 
eloped by P
now in the fo

     

The Aus
Analysis of pr

manageme
octor, when

des physicia
nt analysis 
ority involv
nd pastoral 

are episode
ve care may
adults diag
ay also in
vement tow
of patients

 of neoplas
eriod of time

nises four p
ve been dia
a number o
s of palliativ
considerably
re are desc

age) duratio
ty setting, a
hospital; 

duration o
ospital; 

period of in
admission;

od is 3 days

re episode m
admissions)
t necessaril
so recognise
er than pro
ctice patien
l data rep

alliative phas

with the na
safety for 

PCA in wide
ourth editio

tralian Govern
roposed MBS 

ent of a pal
n the princ

ans, nurses
by AIHW 

ved allied 
care.67 

e of care v
y be involve
nosed with
volve pallia

wards the fin
s currently t
stic disease
e. 

phases of 
agnosed w
of facilities 
ve care man
y according
ribed as: 

on of invol
and around 

of involvem

nvolvement
and 

s in the com

may last an
) to 45 days
y represen
ed that any
ogress thro
nts with m
orted by t
se was any

tional stand
palliative c
e consultat
n (2005), su

nment Departm
items for pallia

1

lliative care 
cipal clinica

, social wo
of over 52
health inte

varies acco
ed for many
h particular
ative care 
nal years, m
treated by p

e, the durati

palliative c
ith a termin
across Aus
nagement. 
g to individu

vement is 
8 days for

ment is aro

t is 15 days

mmunity and

nywhere from
s in the com
t consecuti

y given indiv
ough each 

malignant a
he PCOC, 

ywhere betw

dards for p
care in Aus
ion with the
ummarised 

ment of Health
ative medicine

Final Repor
11 March 2014

e physician 
al intent o

orkers, chap
2,000 Pallia
erventions 

ording to th
y years (as 
r genetic 
consultatio

months and
palliative ca
ion of most

care interve
nal illness. 
stralia to m
The duratio
ual patient 

around 20
r those with

ound 7 day

s in the com

d 2 days in 

m around 1
mmunity.  I
ive days of
vidual may 
in a linea
nd cardior
 indicating

ween 16 day

provision of
stralia.  The
e palliative 
in Table 3-

  

 54

h 
e 
rt 
4 

or, in the 
of care is 

plains and 
ative Care 

including 

he natural 
and when 
disorders.  

on over a 
 weeks of 
are teams 
t palliative 

ention, for 
Data are 

onitor the 
on of care 
and carer 

0 days for 
h a stable 

ys in the 

mmunity or 

hospital. 

18 days of 
t must be 

f palliative 
transition 

r fashion. 
espiratory 
 that the 
ys and 23 

f palliative 
e National 

care and 
-1. 



Table

STAN

Stand
Care, 
and fa
and ca

Stand
The h
proces

Stand
Ongoi
their c

Stand
Care i

Stand
The p
wishe

Stand
The u

Stand
The se
compa

Stand
Forma
care, i

Stand
Comm
throug

Stand
Acces
backg

Stand
The se

Stand
Staff a
contin

Stand
Staff a

The n
for pa
palliat
stand

e 3-1: Na

NDARDS FOR P

ard 1  
 decision-makin
amily. The patie
are planning. 

ard 2  
olistic needs of
sses, and strate

ard 3  
ing and compre
caregiver/s and 

ard 4  
is coordinated t

ard 5  
rimary caregive
s. 

ard 6  
nique needs of 

ard 7  
ervice has an a
assionate pallia

ard 8  
al mechanisms 
information and

ard 9  
munity capacity 
gh effective coll

ard 10  
ss to palliative c
ground or geogr

ard 11  
ervice is comm

ard 12  
and volunteers 
nuing profession

ard 13  
and volunteers 

national sta
atients, thei
tive care an
ards for he

ational stan

PROVIDING Q

ng and care pla
ent, their caregiv

f the patient, the
egies are devel

ehensive asses
 family. 

to minimise the

er/s is provided 

f dying patients 

appropriate philo
ative care. 

 are in place to 
d support servic

 to respond to t
aboration and p

care is available
raphy. 

itted to quality 

are appropriate
nal developmen

reflect on pract

ndards hav
r families a
nd other se
ealth servic

A

ndards for 

UALITY PALLI

nning are each
ver’s and family

eir caregiver/s a
loped to addres

sment and care

 burden on pati

 with informatio

 are considered

osophy, values

 ensure that the
ces. 

he needs of pe
partnerships. 

e for all people 

improvement a

ely qualified for 
nt. 

tice and initiate 

ve been dev
and carers. 
ervices that 
ces includin

The Aus
Analysis of pr

r palliative c

IATIVE CARE 

h based on a re
y’s needs and w

and family, are 
ss those needs,

e planning are u

ient, their careg

on, support and 

d, their comfort 

s, culture, struct

e patient, their c

eople who have 

based on clinic

nd research in 

 the level of ser

 and maintain e

veloped to 
 They are 
provide pa

ng The Aus

tralian Govern
roposed MBS 

care 

FOR ALL AUS

spect for the un
wishes are ackn

 acknowledged 
, in line with the

undertaken to m

giver/s and fam

 guidance abou

maximized and

ture and environ

caregiver/s and

 a life limiting ill

cal need and is 

clinical and ma

rvice offered an

effective self-ca

support an
used as pa

alliative care
stralian Cou

nment Departm
items for pallia

1

STRALIANS 

niqueness of the
nowledged and 

 in the assessm
eir wishes. 

meet the needs 

ily.  

ut their role acco

d their dignity pr

nment for the p

 family have ac

ness, their care

independent of

anagement prac

d demonstrate 

re strategies. 

d enhance 
art of accred
e and are u
uncil of Hea

ment of Health
ative medicine

Final Repor
11 March 2014

e patient, their 
 guide decision

ment and care p

s and wishes of 

ording to their n

reserved. 

provision of com

ccess to bereav

egiver/s and fam

f diagnosis, age

ctices.  

 ongoing partic

the quality
ditation pro
used alongs
alth Care S

  

 55

h 
e 
rt 
4 

caregiver/s 
n-making 

planning 

 the patient, 

needs and 

mpetent and 

vement 

mily is built 

e, cultural 

ipation in 

and care 
ocesses of 
side other 
Standards 



EQuIP
and th

In add
Pallia
palliat
perso

3.2 

Pallia
define

Accor
have 
Curric

 “A 

 

 

 

 

 

 

 

 A c

 

 

P, Quality I
he Aged Ca

dition, the N
tive Approa
tive care in

ons dying in 

Pallia

tive Medici
es their role

“…the s
advanced
is the qua

manage
families, 

pain, 

rding to the
demonstra

culum, 2010

medical ex

Demonstra
psychosoc

Understand
meaning a

Making app
the patient
maximising
their exper

Having par
the hospita

Understand
manageme

Practising 
historical, c
and familie

Providing e

communica

Establishin
based on u

Demonstra
families;  

Improveme
are Accredit

National He
ach in Res

n residential
these facili

ative med

ine is the p
e as: 

study and m
d disease fo
ality of life. 
ement and 
including 
of other sy

e training re
ated compe
0) including 

xpert and c

ating expe
ial and spir

ding the ex
nd consequ

propriate cl
s’ and fami
g quality of
riences;  

rticular expe
al and hospi

ding the n
ent of advan

culturally 
contextual, 

es; and  

expert advic

ator and co

ng therapeu
understandi

ating exper

A

nt Council, 
tation Stand

ealth and M
sidential Ag
l aged care
ities. 

dicine (d

physician co

manageme
or whom th
 Palliative 
support of
through th

ymptoms a
probl

equirements
etencies a
the capacit

clinical dec

rt knowled
itual issues 

xperience of
uences of ill

inical decis
lies’ needs 
f life, reliev

ertise in the
ice; 

atural histo
nced cance

responsibl
legal, cultu

ce as a cons

ollaborator

utic and sup
ng, trust, em

rtise in dis

The Aus
Analysis of pr

Royal Aus
dards. 

Medical Res
ged Care 

e settings in

definition

omponent o

ent of patie
he prognos
Medicine i

f individua
he bereavem
and of psyc
lems is par

s of the Ch
cross a va
ty to work a

cision make

dge of pa
 relating to 

f disease fr
lness to the

sions to prov
and their u
ing sufferin

e managem

ory and ro
r and other 

e medicine
ural, and so

sultant. 

r: 

pportive rel
mpathy, and

scussing e

tralian Govern
roposed MBS 

stralasian C

search Cou
2006, prov

n recognitio

n and sco

of interdisc

ents with ac
sis is limite
involves co
ls with term
ment perio
chological,
ramount.”

hapter, palli
ariety of s

as: 

er:  

athophysiol
life-limiting 

rom the pe
e patient and

vide medica
nderstandin

ng, supporti

ment of patie

ole of disea
progressiv

e with un
cial influenc

ationships 
d confidenti

nd-of-life is

nment Departm
items for pallia

1

College of G

uncil (NHMR
vides a spe
on of the inc

ope of pr

ciplinary pal

ctive, prog
ed and the 
omprehens
minal illnes
od, where th

social and

ative medic
skills/roles 

ogy, symp
illness and 

rspective of
d their famil

al care that 
ng and prio
ing the fam

ents within t

ase specifi
e life-limitin

nderstanding
ces on heal

with patien
iality;  

ssues with

ment of Health
ative medicine

Final Repor
11 March 2014

General Pra

RC) Guidel
ecific frame
creasing nu

ractice) 

lliative care

gressive, fa
focus of c

sive sympt
ss and thei
he control 
d spiritual 

cine specia
(Advanced

ptom man
 imminent d

f the patien
ly; 

t is structure
rities, with t

mily, and no

the home, a

c treatmen
ng illnesses;

g of the 
lth workers

nts and the

h patients 

  

 56

h 
e 
rt 
4 

actitioners 

lines for a 
ework for 
umbers of 

e. AChPM 

ar 
are 
tom 
ir 
of 

alists must 
 Training 

nagement, 
death; 

nt and the 

ed around 
the aim of 
ormalising 

as well as 

nts in the 
;  

personal, 
, patients, 

ir families 

and their 



 

 

 

 

 

 A m

 

 

 

 

 A h

 

 

 

 A p

 

 

 

3.3 

The A

Capable of
social, cult

Communic
involved in 

Consulting

Contributin

Being willin

manager: 

Managing 
professiona
personal lif

Working ef

Managing 
administrat

Allocating f

health advo

Advocating
community
palliative ca

Promoting 

Contributin
community

profession

Practising 
medical, le
particular r

Managing t

Reflecting 
guide both
wisdom.” 

Type

AMC has re

“Palliativ
aggrega

medical p
symptom 

incurabl

f sensitively
ural, and sp

cating effect
the patient

 effectively 

ng effectivel

ng to educa

his/her own
al developm
fe with parti

ffectively an

human re
tive aspects

finite health

ocate: 

g for the ne
y who have 
are services

palliative ca

ng to appr
y. 

al: 

palliative m
egal, and pro
reference to

the persona

on their pe
h Continuou

s of pall

cognised th

ve medicine
ation of clin
practitioner
control me
le and prog

A

y exploring 
piritual dom

tively with p
ts’ care;  

with other p

y to other in

te trainee s

n time and 
ment, mana
cular refere

nd efficiently

source, fin
s of his/her 

h care and h

eeds of indi
specific pa

s;  

are in the h

opriate ack

medicine in
ofessional o

o the comple

al challenge

ersonal pra
us Professio

iative ca

hat: 

e involves 
nical skills 
rs, particul
easures, an
gressive di

The Aus
Analysis of pr

the patients
ains;  

patients, th

physicians a

nterdisciplin

specialists.

resources e
agerial and 
ence to the 

y in a health

nancial, qu
own practic

health educ

ividual patie
alliative care

ealth system

knowledgm

n an ethica
obligations 
ex issues th

es of dealing

actice of pa
onal Develo

are speci

a defined b
and exper

larly in the 
nd the psyc
isease and

tralian Govern
roposed MBS 

s’ concerns

eir families 

and health 

nary activitie

effectively i
administrat
demands o

h care organ

ality assura
ce or palliat

ation resou

ents, social
e needs or 

ms in which

ent of pal

ally respons
of belongin

hat can surr

g on a daily

alliative me
opment (CP

alist inte

body of kn
rtise in add

understan
cho-social 

d their care

nment Departm
items for pallia

1

 across phy

and other 

care profes

es; and  

n order to b
tive duties, 
f dealing wi

nisation;  

ance, data
ive care ser

rces effectiv

groups an
do not have

h they work;

liative care

sible manne
g to a self-r

round end-o

y basis with 

dicine and 
PD) and the

ervention

owledge an
dition to the
nding of the

support of
rs and fam

ment of Health
ative medicine

Final Repor
11 March 2014

ysical, psyc

health prof

ssionals;  

balance pat
learning ne

ith death an

a managem
rvice; and  

vely. 

nd cultures 
ve effective 

; and 

e issues w

er that res
regulating g
of-life care; 

death and 

use this p
e ongoing 

n 

nd a speci
e skills of a
e full range
f patients w

milies” (p.18

  

 57

h 
e 
rt 
4 

chological, 

fessionals 

tient care, 
eeds, and 
nd dying;  

ment, and 

within the 
access to 

within the 

spects the 
group with 
 

grief; and 

process to 
pursuit of 

ific 
all 
e of 
with 
8) 



In term
Medic

 P
b

 D

 P
m

 P

Accor

 A
a
fu
a
re

 D
p
a
e
s
o

“
m
of
cr

“
a
s

ho

fu

In bo
classi
opera
may i

 A

 A

         

69  Au
AN

70  ib

ms of clinica
cine (ANZS

Performing c
by GPs and/

Directing car

Providing in
manage com

Providing ad

rdingly, as p

Assessment
and past his
unctional lim

any support
eferring pra

Develop m
psychologica
allied health
explanation 
upported by

of this asses

“Assessment a
anaging psych
f time is spent

riteria for acce
these p

“A typical trea
and review of 
social history a
ow events mig

“The care pa
unctionality, al

th private a
ified as “Me

ating room p
nvolve Palli

Administratio

Administratio

                  

ustralian & New Ze
NZSPC Inc: Canbe
id 

al work (car
PM)69 state

comprehen
/or other sp

re of patien

ntermittent 
mplex symp

dvice to GPs

part of patie

ts: including
story, review
mitation, an
t that may 
actitioner; 

managemen
al/spiritual 
h and nurs
to patient 
y statemen
ssment. 

and interventi
hosocial distre
t with the fami

epting patients
patients and a

atment pathwa
care pathway 

and review of c
ght unfold. We

for commun

athway involve
llowing patien

system) an

and public 
edical”, whic
procedures
iative Medic

on of blood 

on of pharm

                 

ealand Society of 
erra; 2010. 

A

re of patien
es that Pallia

sive assess
ecialists; 

ts with com

care of pa
toms; and

s and other

ent care, Pa

g ascertain
w of medica
nd the dete
be required

nt plans: 
issues, rec
ing service
and family,
ts made by

ion involves - s
ess – family ca
ily, case mana
 from rural/rem

any primary ca

ay includes an 
 and assessm
care planning.

e also provide 
nity support inc

es improveme
ts to live as w
d allowing pat

hospital se
ch do not in
 such as e
cine doctors

and blood 

macotherapy

     

Palliative Medicine

The Aus
Analysis of pr

ts), the Aus
ative Medic

sments of 

mplex condit

atients with

r specialists

alliative Care

ment of a 
ations, asse
ermination o
d. A written

including
commendat
es, carer s
, and advan
y palliative c

symptom cont
are is an expe
agement and c
mote areas is 
are provider in

 initial compre
ment of way for

.  It also involv
 an assessme
cluding equipm

nt in physical 
well as they can

tients to die in

ettings, ove
nvolve oper
endoscopy.7

s might incl

products; 

y; and 

e. Benchmark Num

tralian Govern
roposed MBS 

stralian & N
cine Special

patients wh

tions;   

h a need f

 caring for p

e Specialist

patient’s c
essment of 
of patient a
n report is 

planned 
tions for tr
upport plan
nced care 
care physic

trol – nausea,
ected role of th
coordination o
 more flexible 
n remote areas

ehensive asse
rward includin
ves family disc
nt of commun
ment, ongoing

 symptoms, im
n, look for con

n the place of t

er 90% of P
ating room 

70 For admi
ude: 

mber of Specialists 

nment Departm
items for pallia

1

ew Zealand
ists are invo

ho are bein

for transien

patients at t

ts perform: 

urrent activ
psychologic

and family c
then prepa

follow-up 
reatment o
n and bere
planning ar
ians intervie

 vomiting, pain
he palliative ca
of care for rura
 than metropol
s need to be s

ssment of pre
ng any change
cussion about

nity needs and
g daily care etc

mprovement or
ncrete outcom
their choosing

Palliative C
procedures
itted patien

 in Palliative Medic

ment of Health
ative medicine

Final Repor
11 March 2014

d Society of
olved in:  

g cared for

nt specialis

the end of l

ve medical 
cal function
coping toge

ared and se

of medi
options, me
eavement p
rrangement
ewed for pr

in; counselling
are consultant
al/remote patie
olitan areas be
supported.” 

esenting comp
es to drug regi
t the prognosis
d initiate the pr
c.” 

r maintenance
mes (using a sc
g.” 

Care separa
s or “signific
ts, interven

cine ANZSPM. Pos

  

 58

h 
e 
rt 
4 

f Palliative 

r primarily 

st care to 

ife.  

problems 
n, areas of 
ether with 
ent to the 

cal/social/ 
edications, 
plan. Also 
ts. This is 
reparation 

g and 
t. A lot 
ents – 
ecause 

plaint 
imes, 
s and 
rocess 

e of 
coring 

ations are 
cant” non-
ntions that 

sition Statement, 



 A

In add
admis
includ
Magn

3.4 

Consu
treatm
cultur
to spe

“[

These
illness

 C

 A

 A

 T

 S

Accor
by th
minut

3.4.1 

         

71 ib
72  vo
73  Pr

ite
74  Au

Application, 

dition, a ran
ssion, whic
ded Compu
netic Resona

The q

ultation with
ment would 
rally approp
ecific patien

[What I would 
plan in place,

them feel t

“Good outcom
dignified and

e outcomes
s and poor 

Control of pa

Avoidance o

A sense of c

That families

Strengthenin

rdingly, the 
e developm

tes.73  

Evidence
train

developm
stan

SAFET

                  

id 
on Gunten CF. Evo
rotocol Advisory Su
ems. Canberra: Aut
ustralian Medical C

insertion, o

nge of diffe
ch again m
uterised To
ance Imagin

quality o

h a range o
result in a

priate mana
nt and family

 see as a] goo
 helping the p

they had optio

mes include a 
d pain-free way

s are cons
prognosis h

ain and sym

of inappropr

control; 

s are relieve

ng of relatio

ANZSPM h
ment of an

e based be
ning, certifi
ment, as ev
ndards, and

TY OF CLIN

                 

olution and effective
ub-Committee. Fin
thor; 2012. 

Council (2005). p.30

A

or removal p

rent investi
ay have b

omography 
ng (MRI), o

f clinical

of palliative
an individua
gement pla
y needs, tha

od outcome of
patient feel saf
ons and choice

 death that is 
y, or discharg

equipment

istent with
have specifi

mptoms; 

riate prolong

ed of the bu

onships with

have advise
n appropria

est practice
ication, clin
videnced th
d ongoing p

NICAL INTE

     

eness of palliative c
al Decision Analyti

0. 

The Aus
Analysis of pr

procedures 

gations is c
been initiate

(CT) scan
or Spiral Ang

l interven

e care spec
al dying wit
an, the impl
at are delive

f treatment wo
fe, having thei
es and the abi

 minimally dist
ge home with a
t and an ongo

previous r
ically reque

gation of the

urden cause

h families. 

ed that typic
ate manage

e is at the c
nical practi
hrough the
profession

ERVENTION

care. Am J Geriatr P
ic Protocol (DAP) t

tralian Govern
roposed MBS 

of abdomen

commonly o
ed by Palli
ns of brai
giography.7

ntions 

cialists iden
th dignity, a
ementation
ered with re

ould include – 
ir pain and sym
ility to talk abo

tressing to pat
appropriate co
oing care plan.

research,72

ested: 

e dying proc

ed by the illn

cal patient a
ement plan

cornerstone
ice and ong
eir training 
nal educatio

NS 

Psychiatry. 2012 A
to guide the asses

nment Departm
items for pallia

1

n, or periton

ordered dur
ative Medic
n, abdome
1 

ntified that a
as a result 
 of a range

espect for pa

 having an app
mptoms well m
out dying and h

tient and famil
ontacts and su
” 

in which p

cess; 

ness; and 

and family a
would tak

e of palliati
going profe
curricula, 

on requirem

pr;20(4):291-7. 
ssment of palliative 

ment of Health
ative medicine

Final Repor
11 March 2014

neum. 

ring a Pallia
cine doctor

en, pelvis 

a quality ou
of a perso

e of support
atient choic

propriate treat
managed, help
 having a plan

ly and occurs 
upports, includ

patients wit

assessmen
ke approxim

tive medici
fessional 
competenc
ments.74 

e medicine professi

  

 59

h 
e 
rt 
4 

ative Care 
rs. These 
or chest; 

utcome of 
onally and 
ts tailored 
ces.  

tment 
ping 
.” 

 in a 
ding 

th serious 

nt followed 
mately 60 

ine 

cy 

ional attendance 



Evide
Austra
palliat

Given
summ
other 
ackno
these
group
palliat
includ

 Av

 Pre

 Ma

 Ea
eve

 Ma

 Ma

 Ma

 Ma

“T

 “

 

3.4.2 

Given
specia
readil
specia
care 
respir
the sp
Moreo
specia

ence for the 
alian Medic
tive medicin

“Palliative
generally
treatmen

the a
combine

n the unique
mary of all 

medical s
owledged th
 interventio

ps) is lackin
tive medici

de, but are n

voidable hos

evention of 

anagement 

arly identifica
ents second

anagement 

anagement 

anagement 

anagement 

The use of opio
is however a 

“Palliative care

 “The other po

EFFEC

n the multid
alist medica
y identified
alty that is 
(e.g., geria

ratory medi
pecific trea
over, in a 
alist skills 

safety of sp
cal Counci
ne.  It determ

e medicine
y unskilled 
nt to palliat
acknowledg
ed with skil

more in

e combinat
possible int

specialists) 
hat system
ons by pal
g in the res
ne can offe
not limited t

spitalisation

pharmaceu

of pharmac

ation and m
dary to syst

of severe p

of pain; 

of patient a

of dyspnoe

oids and other
 reluctance to 

e specialists h
care - includ

oint of differen

CTIVENESS

disciplinary 
al intervent

d in the pub
trained to 

atric medic
cine, paedi
tment com
medical (c
frequently 

A

pecialist kn
l in asses
mined that:

specialists
at safely n

tive care. It
gement and
lful and saf
nvestigatio

tion of skills
terventions 
is beyond

atic analys
liative spec

search litera
er safer ou
to: 

ns or investi

utical toxicity

ceutical inte

managemen
temic neopl

psychologica

agitation; an

ea. 

r drugs are res
 have these dr

have greater c
ding opioids b

nce is that palli
particul

S OF CLINI

nature of 
ions as a s
blished liter
function an

cine, pain 
atric medic
ponents of 
ompared w
relate to 

The Aus
Analysis of pr

owledge an
sing wheth
 

ts are uniqu
negotiating 
t is arguabl
d coordina
fe judgeme

on or aggre

s offered by
(as might 

 the scope
sis of the s
cialists (co
ature.  Notw
utcomes (pe

gations; 

ty; 

eractions; 

nt of spinal c
astic diseas

al distress;

nd 

stricted but ar
rugs more wid

comfort in deal
because they a

liative care spe
larly pain man

CAL INTER

palliative m
specific com
rature. This
nd co-ordina
medicine, 

cine etc…). 
specialist 

with surgica
the capac

tralian Govern
roposed MBS 

nd skills was
her or not 

uely skilled
the difficu

le that the 
ation of oth
ents about 
essive thera

y palliative 
otherwise 

e of the c
specific safe
mpared wi

withstanding
ending furth

cord compr
se; 

re available to 
dely available 

ling with the d
are more fami

ecialists are b
nagement.”  

RVENTIONS

medicine, s
mponent of 
s dilemma 
ate a multid
sports me
 Thus, stud
medical inv

al or other 
city to und

nment Departm
items for pallia

1

s a specific 
to recomm

d in a medi
ult transitio
core of saf
er related s
the approp
apy.” (p.26)

medicine s
be applied 

current repo
ety associa
th delivery 
g, anecdota
her specialt

ression and/

 palliative care
even within a 

drugs associat
iliar with them.

etter at sympt

S 

studies on 
service del
is experien
disciplinary 
dicine, reh
dies that at
volvement a

procedural
dertake a 

ment of Health
ative medicine

Final Repor
11 March 2014

c area of foc
mend recog

ical workfo
on from act
fe practice 
services, 
priateness 
6) 

specialists, 
by a wide

ort.  Howe
ated with d
y by other 
al examples
ty specific 

/or other ac

e specialists –
 hospital settin

ted with this ty
.” 

tom managem

the effectiv
livery have 

nced by any
 approach 

habilitation 
ttempt to ‘p
are rarely p
l) context, 
comprehen

  

 60

h 
e 
rt 
4 

cus for the 
gnition of 

orce 
tive 

is 

of 

a specific 
e range of 
ever, it is 
delivery of 

specialist 
s of where 
research) 

cute onset 

– there 
ng.” 

ype of 

ment, 

veness of 
not been 

y medical 
to patient 
medicine, 

partial out’ 
published.  
individual 

nsive and 



appro
invest
is the
addre
patien
is the
This i
comm
same
one c

Thus,
medic
rarely
medic
literat

A sys
conve
carers
mana
system

m
arr

“C

“W

Studie
Accor

 A
C
p
th
li

 A
in

         

75. J 
19

76 He
Se

77  Hi
ra

opriate clin
tigations, ph
e combinat
essing the p
nt assessm
erefore com
is in direct 

monly perfor
 procedural

craft group c

 reviews ha
cine per se
y specify th
cal interven
ture on the e

tematic rev
entional car
s, is better a

agement.75  
m by reduc

“The role o
communic

management o
range for appr

Care path and

We have a mu

es of Pall
rdingly, exa

A meta-anal
Care team re
patients, sat
he number 
kelihood of 

A study of m
n caregivers

                  

Hear, IJ Higginson
998: 12: 317-332 
earn J, Higginson 
ep;12(5):317-32. 
igginson IJ, McCr

andomized phase II

nical asses
harmaco-th
tion of thes
particular ne
ent, diagno

mmon acros
contrast to

rmed by a 
l interventio
compared w

ave focused
.  Where th
e level of m

ntion as a c
effectivenes

view of publi
re, shows t
able to dea
The findin

ing the qua

of the palliative
ate this to the

of what may be
ropriate medic

comm

d interventions
advance

uch stronger fo

iative Care
mples of im

lysis of 18 
esulted in im
tisfaction in

of inpatien
dying wher

multiple scle
s’ burden (L

                 

n – Do specialist pa

IJ. Do specialist pa

one P, Hart SR, 
 trial. J Pain Sympt

A

ssment, to
erapeutic a
se clinical 

eeds of their
ostic investig
ss most spe
o the introd
given spec

on, again, re
with another

d upon the 
he involvem
medical spe
component 
ss must be 

ished resea
that it provi
l with family

ngs also ind
ntum of tim

e care special
 patient and fa
e new problem
al care includi

munity palliativ

s involve a hol
ed care planni

ocus of ‘patien
fam

e effectiven
mproved pat

studies: sp
mproved ou
 both patie
nt hospital 
re they wish

rosis: Pallia
Level II evid

     

alliative care teams

alliative care teams

Burman R, Silber
tom Manage. 2009

The Aus
Analysis of pr

ogether wi
and educatio

skills that 
r patient co
gation, pha
ecialties rat
duction of a
cialty area. 
esearch rare
r. 

 effectivene
ment of med
ecialty, nor
of multidis
interpreted

arch on outc
ides improv
y needs and
dicate that 

me spent in h

list is to exami
amily. It includ
ms that emerg

ding diagnostic
ve care and sy

listic approach
ing which inclu

nt centred care
mily connected

ness often
tient outcom

pecialist car
utcomes su
ents and the

days, a re
hed to (Leve

ative Care s
dence);77 an

s improve outcomes

s improve outcome

r E, Edmonds PM
9 Dec;38(6):816-26

tralian Govern
roposed MBS 

th a rang
onal interve

underlies 
hort.  The e

armacothera
ther than u
any new pr

Where mu
ely focuses

ess of pallia
dical profes
r seek to d
sciplinary ca

in this cont

comes of pa
ved satisfac
d provides b
it reduces 

hospital set

ine and determ
des symptom m
ge as part of th
cs.  In some ca
ymptom mana

h that includes
udes liaison w

e’ and are far 
dness.” 

 focus on
mes have in

re provided 
ch as the a
eir carers, s
eduction in 
el I evidenc

services res
nd 

s for cancer patien

es for cancer patien

M. Is short-term pa
. 

nment Departm
items for pallia

1

ge of app
entions. As p

the basis 
efficacy of in
apy or educ
nique to an
rocedural in
ultiple speci
 upon the e

ative care, 
ssionals has
etermine th
are.  The fo
text. 

alliative care
ction to bot
better pain c
the overall
tings. 

mine the likely
management 
he developme
ases, it involve
gement.” 

s psychosocial
with families.” 

 more conscio

n patient o
cluded: 

by a multid
mount of tim
symptom co
overall cos

e).76 

sulted in sig

ts? A systematic lit

nts? A systematic l

alliative care cost-

ment of Health
ative medicine

Final Repor
11 March 2014

propriate d
previously o
of any sp

ndividual el
cational inte
ny given cr
ntervention,
ialties may 
efficacy of d

rather than
s occurred 
he specific 
following ov

e, when com
th patients 
control and
l cost of ca

y trajectory an
 as well as the

ent of the case
es following up

l, spiritual car

ous of the cont

outcomes a

disciplinary 
me spent at
ontrol, a re
st, and the

nificant imp

iterature review. Pa

literature review. P

-effective in multip

  

 61

h 
e 
rt 
4 

diagnostic 
outlined, it 
pecialty in 
ements of 
erventions 
aft group. 
, which is 
apply the 

delivery by 

n palliative 
– studies 
impact of 

verview of 

mpared to 
and their 

 symptom 
are to the 

d 
e 
e and 
p from 

re and 

text of 

and cost. 

Palliative 
t home by 
duction in 

e patients' 

provement 

alliative Medicine 

Palliat Med. 1998 

ple sclerosis? A 



 A
(i
w

Rega
health
review
relativ
palliat
the e
evide
also r
have 

 P

 T
m

 S

In rel
Counc

Moreo
had re

         

78  Te
79  Ri
80  Ha

ca
81  Sm

[E
82  Ta

M
83  M

20
84  M

Au
85  M

16
86  Hi
87  Vo
88  Hi

Sy
89  Ba

ce

A survey of 
in contrast 

with care, an

rding cost, 
hcare resou
ws of end-o
ve to compa
tive care ad
nd of life w
nce).82,83,84

results in c
been report

Provision of 

The tailoring
making, with

Significantly 

ation to the
cil consulte

“The age
and in

provide

over, the Co
eceived pal

“[The
perspe

experienc

                  

eno et al 2004. 
iley GF, Lubitz JD. 
atziandreu E, Arch
are in England. Cam
mith S, Brick A, O'H

Epub ahead of print
aylor DH Jr, Osterm
edicare program?  
orrison RS, Dietri
011;30(3):454-463 
cGrath LS, Foote 
ug;31(4):176-83. 
orrison RS, Penrod
68(16):1783-1790. 
igginson et al 2009
on Gunten 2012. 
igginson I., Finlay I
ymptom Manage 20
ack AL, Li YF, Sale
enter. J Med. 2005 

bereaved f
to the othe

nd fewer un

care at th
urces, such
of-life literatu
arator group
dministered
when matc
4 Combining
cost savings
ted to includ

Palliative C

g of care to
h inappropri

shorter len

e overall b
d with a wid

ing of the p
ncreased lo
ed by speci

experts
com

ouncil noted
liative medi

e] Palliative
ective to ot
ce so that 

                 

 Long-term trends i
ontakis F, Daly A, 
mbridge: RAND Co
Hara S, Normand C
] 

mann J, Van Houtv
 Soc Sci Med 2007
ich J, Ladwig S, 
 
DG, Frith KH, Hal

d JD, Cassel JB, e

9 

., Goodwin D.M. D
002; 23: pp 96-106
es AE. Impact of p
 Feb;8(1):26-35. 

A

families: tho
er settings o
met needs 

he end of 
as health-

ure suggest
ps (Level I 

d by a hosp
ched by dia
g specialist 
s (Level III-
de: 

Care out of h

 the patien
ate medica

gths of stay

enefit of pa
de range of 

population
ongevity ar
ialists who 
s, good tea

mmunication

d specific fe
icine interve

e medicine
ther medica
they were v

to b

     

n Medicare payme
et al. National Aud

orporation, 2008. 
C. Evidence on the 

ven CH, et al:  Wha
7; 65(7): 1 466-1478

et al: Palliative c

l WM. Cost effectiv

et al: Cost savings 

Do hospital-based 
6. 
palliative care case

The Aus
Analysis of pr

ose whose 
of care) re
(Level IV e

life is kno
care resou
t that Pallia
evidence).8

pice program
agnosis and
palliative c
-3 evidence

hospital, av

t’s persona
tions and in

y in admitte

alliative me
f stakeholde

n, the growi
re contribu
o are knowl
am leaders
n/interpers

eedback fro
ention and s

e specialist
al specialis
viewed as 
be tackled.

ents in the last year
dit Office. The poten

 cost and cost-effec

at length of hospice
8  
care consultation 

veness of a palliat

 associated with U

palliative care tea

e management on 

tralian Govern
roposed MBS 

relatives di
ported high
vidence).78

own to acc
rces79 or ho

ative Care is
81  More sp
m is less e
d severity o
care with sta
e).85  Poten

voiding more

al goals, wh
nvestigation

d hospital c

edicine spe
ers and obs

ing prevale
ting to incr
ledgeable, 
s, and who 
sonal skills

om a range 
subsequent

t viewed th
sts. Attenti
a person r
” (p.35) 

r of life. Health Serv
ntial cost savings o

ctiveness of palliati

e use maximizes re

teams cut hospit

tive care program 

S hospital palliative

ams improve care 

resource use by pa

nment Departm
items for pallia

1

ied with ho
her satisfact

ount for a 
ospital bed 
s usually sig
ecifically, th
xpensive th
of illness (
andard care
ntial reason

e expensive

hich are use
ns ceased;87

care.89 

ecialists, the
erved that: 

ence of chr
reased nee
highly skil
have good

s.” (p.33) 

of patients 
tly reported 

em from a 
ion was giv
rather than 

v Res 2010; 45: 565
of greater use of ho

ve care: A literature

duction in medical 

al costs for Medi

in a rural commun

e care consultation

for patients or fa

atients dying of ca

ment of Health
ative medicine

Final Repor
11 March 2014

me hospice
ction, fewer 

large prop
 days.80  S
gnificantly le
here is evid
han standar
Level III-2;
e in hospita
ns for thes

e hospitalisa

ed to guide 
7,88 and 

e Australian

ronic disea
ed for care 
lled medica
d 

and their ca
 that: 

different 
ven to their

as an illne

5–576. 
ome- and hospice-b

re review. Palliat M

 expenditures near

icaid beneficiaries

nity hospital. Nurs 

n programs. Arch In

amilies at the end 

ancer at a Veterans

  

 62

h 
e 
rt 
4 

e services 
concerns 

portion of 
Systematic 
ess costly 

dence that 
rd care at 
 Level IV 
al settings 
e savings 

ation;86 

decision-

n Medical 

ase 

al 

arers who 

r 
ess 

based end of life 

ed. 2013 Nov 13 

r death in the US 

. Health Affairs 

 Econ. 2013 Jul-

ntern Med 2008; 

 of life?. J Pain 

s Affairs medical 



3.4.3 

Ackno
in the
specif
progra
grants
which

 A r
ha

 A m
of 
>5

 A 
coo

 A r
the

 A 
red
pe

 Pil
pa

 Im
pat

A com
report
Inquir

CURR

owledging t
e Australian
fically devo
am, manag
s have bee

h have inclu

randomised
loperidol in 

multi-centre
breathless

5mmHg; 

randomised
ordination f

randomised
eir family ca

randomised
duce percei
ople with in

ot randomi
lliative med

proving the
tients: A ran

mplete listin
t. Noting th
ry into Pallia

“…the Au

ENT AND F

the limited r
n context, th
oted funding
ed by the N

en allocated
ded: 

d control tria
delirium in 

e randomise
sness in t

d controlled
for advance

d clinical tria
arers; 

d controlled
ived needs 

ncurable lun

sed study 
dicine; and 

e psycholog
ndomised c

ng of all NH
he ongoing 
ative Care in

ustralian g

A

FUTURE RE

research re
he Australia
g through 

National Hea
d since 200

al of Risper
palliative ca

ed double-b
terminally-il

d trial of th
d cancer; 

al to test a 

d trial of a
and psych

ng cancer; 

of telemedi

ical wellbei
controlled tri

HMRC resea
need for p
n Australia 

governmen
palliative c

The Aus
Analysis of pr

ESEARCH 

elating to pa
an Governm
the Palliati
alth and Me
8 focusing 

ridone vers
are; 

blind contro
ll patients 

he cost eff

pain educa

an innovativ
hological dis

icine consu

ing of family
ial. 

arch grant p
palliative ca
has thus re

t develop a
care resea

tralian Govern
roposed MBS 

IN PALLIAT

alliative car
ment Nation
ve Care R

edical Rese
upon a wid

us Haloper

olled trial of 
with intra

fectiveness 

ation progra

ve support
stress and e

ultation vers

y caregiver

projects is 
re research

ecommende

a nationally
rch…” (p.1

nment Departm
items for pallia

1

TIVE CARE

e, and palli
nal Palliative
Research Pr

arch Counc
de range of

idol versus 

oxygen ve
actable dy

of models

am for patie

ive care p
enhance qu

sus face-to

s of home 

presented i
h the recen
ed that: 

y funded fr
137) 

ment of Health
ative medicine

Final Repor
11 March 2014

E 

iative care 
e Care Pro
rogram.  U
cil, some 47
f areas, exa

placebo w

ersus air for
yspnoea an

s of suppo

ents with ca

program de
uality of life

-face consu

based palli

in Appendix
nt Senate C

ramework f

  

 63

h 
e 
rt 
4 

outcomes 
ogram has 
Under this 
7 research 
amples of 

ith rescue 

r the relief 
nd PaO2 

rtive care 

ancer and 

signed to 
e amongst 

ultation in 

ative care 

x 3 of this 
Committee 

for 



 4 

Pallia
under
specia
medic
palliat

Given
altern
under
recipie

Histor
propo
nature
mode
setting

4.1 

Recog
trainin
comp
specia

 An

 Ge

 Int

 Ob

 Pa

 Ps

 Ra

 Re

 Ru

 Su

The 

tive medici
r the AChP
alists who h
cine, and th
tive medicin

n the range
native provi
rlying disea
ent of care.

rically, GPs
ortion of pal
e of holistic 

el of care t
gs, commu

Referra
model of 

range
com

Pallia

gnised spe
ng is a thr
leted the R
alities: 

naesthetics 

eneral Pract

ensive care

bstetrics and

ain medicine

ychiatry (FR

adiology (FR

ehabilitation

ural and rem

urgery (FRA

medical

ne as a sp
PM comme
have both t
hose who h
ne. 

e of palliat
iders of th
ase conditi
  

s in the co
liative care 
manageme

to include s
nity settings

al to palliati
f care these
e of allied h

mprehensiv

ative med

ecialists in 
ee-year pro

RACP basic

(FRANZCA

tice (FRACG

e medicine (

d Gynaecol

e (FFPMAN

RANZCP) 

RANZCR) 

 medicine (

mote medici

ACS) 

A

 workfor

pecialty has
encing in 2
trained as p
have trained

tive care s
ese service
on requirin

ourse of lif
type servic

ent of a ran
specialised 
s and reside

ive care sp
e specialist
health and 
ve care bot

dicine tra

palliative m
ogram at t
c training p

A) 

GP; FRNZC

(CICM) 

ogy (FRAN

ZCA) 

FAFRM) 

ne (FACRR

The Aus
Analysis of pr

rce deliv

s been ava
2001.  As 
physicians (
d as GPs (

services re
es depend

ng palliative

fe-cycle ca
ces to their 
ge of malig
palliative 

ential care s

pecialists re
t providers
counsellin

th in inpatie

aining 

medicine ar
the advanc
program or 

CGP) 

NZCOG) 

RM) 

tralian Govern
roposed MBS 

vering p

ailable since
such, ther

(FRACP) a
(FRACGP; 

equired acro
dent upon 
e care inte

re and tre
patient coh
nant and ch
care mana
settings.   

ecognises 
s are able t
ng services
ent and co

re Fellows 
ed level, w
hold a fell

nment Departm
items for pallia

1

alliative 

e 1992, wit
re are curr
nd then spe
FRNZCGP

oss the co
the setting

ervention, a

atment hav
hort.  Increa
hronic cond
gement ac

the multi-d
to access, i
s that are in
mmunity s

of the AC
where appli
owship in 

ment of Health
ative medicine

Final Repor
11 March 2014

care 

th advance
rently pallia
ecialised in
), and spec

ommunity, 
g, the natu
and the ag

ve provided
asingly, how
ditions has s
cross acute

disciplinary
including t
ntegral to 
settings. 

ChPM.  The
icants need
one of the

  

 64

h 
e 
rt 
4 

ed training 
ative care 
n palliative 
cialised in 

there are 
re of the 
ge of the 

d a large 
wever, the 
shifted the 
e inpatient 

y 
the 

e AChPM 
d to have 

following 



In Aus
ANZS

 A C

 

 

 A P

 

 

 

The m
throug
Pallia
trainin

 

 

 

 

Two a

 

 

The C
trainin
oncolo

         

90  Au
Pa

91  Su

stralia, ther
SPC describ

Consultant

Attained th
completed 
Education 

Has achie
authorities.

Palliative M

Attained th
Palliative M
determined

Has been c
(FAChPM) 
Physicians
Medicine s
by the Aus

Is an intern
an Australi
equivalent 

Training is
core train

minimum co
gh the path
tive Medici

ng includes

Training Te

Training Te

Training Te

Training Te
palliative ca

additional te

Training Te

Training Te

Confederat
ng term in 
ogy such a

                  

ustralian & New Z
alliative Medicine S
uch as the Australia

re are two p
bes these90 

t Physician

he fellowshi
advanced 
Committee

eved an eq
.91 

Medicine Sp

he fellowsh
Medicine T
d by relevan

conferred w
within the

s as a result
specialist tra
tralasian Ch

national me
ian or New
qualificatio

is comprise
ning and th

or FACh

ontent of s
hway leadin
ine training
: 

erm 1 (core

erm 2 (core

erm 3 (core

erm 4 (core
are posts. 

erms relate 

erm 5 (core 

erm 6 - Othe

ion of Pos
Oncology 

as a Radiat

                 

Zealand Society of 
Specialist. ANZSPM
an Medical Council

A

pathways to
as follows:

n in Palliativ

p of the Ro
training und
; OR 

quivalent s

pecialist ha

ip of anoth
Training Ma
nt authoritie

with Fellows
 Adult Med
t of success
aining prog
hapter of Pa

dical gradu
w Zealand tr

n.  

ed of 24 mo
he specialis
hPM, depen

pecialist Pa
ng to Fellow
g terms in 

) - Palliative

) - Commun

) - Tertiary 

- other) - Ho

to:  

- other) - O

er specialty

stgraduate 
if the traine
tion Oncolo

     

 Palliative Medicin
M, Inc: Canberra; 20
l, New Zealand Me

The Aus
Analysis of pr

o achieving 
 

ve Medicin

oyal Austral
der the aus

standard to

as either: 

her College
anual or h

es; AND 

ship of the A
dicine Divis
sfully compl
ram or as a
alliative Me

uate, assess
rained spec

onths of co
st qualifica
nding upon

alliative Me
wship of th
designated

e care inpat

nity setting;

hospital con

ospital cons

Oncology; a

y, research 

Medical C
ee has not
ogist with F

ne. Defining the m
008. 

edical Council, Med

tralian Govern
roposed MBS 

specialist s

ne in Austra

lasian Colle
spices of the

o the abov

e as listed 
has achieve

Australasian
sion of the 
leting the A
a result of a
dicine; OR

sed by relev
cialist in pa

ore training
ation award
n the pathw

edicine train
he AChPM 
 palliative 

tient unit or 

 

nsultation s

sultation/co

nd 

or academi

ouncils (CP
t obtained s
FRANZCR. 

meaning of the term

icare Australia and

nment Departm
items for pallia

1

tatus in Pal

alia has, eith

ege of Phys
e Combined

ve as dete

in the Aus
ed an equ

n Chapter o
Royal Aus

ustralasian 
assessmen

vant author
alliative med

g and 12 m
ded is eithe
way of entry

ning for tho
consists of
medicine r

hospice; 

ervice; and

mmunity/inp

c study. 

PMEC) req
satisfactory
Following a

ms: Consultant Ph

 Royal Australasian

ment of Health
ative medicine

Final Repor
11 March 2014

lliative Med

her:  

sicians (FRA
d Palliative

ermined by

stralasian C
uivalent sta

of Palliative
stralasian C
Chapter of

nt of prior e

rities as equ
dicine, and

months of n
er the FRA
ry. 

ose trainees
f the four m
registrar po

d 

patient/othe

quires the 
y prior expe
assessmen

hysician in Palliativ

n College of Physic

  

 65

h 
e 
rt 
4 

icine. The 

ACP) and 
Medicine 

y relevant 

Chapter of 
andard as 

 Medicine 
College of 
f Palliative 
xperience 

uivalent to 
 holds an 

non-
CP 

s entering 
mandatory 
osts. Core 

er 

additional 
erience in 
nt at entry 

ve Medicine and 

cians 



into th
in a 
exper

There
child p

4.2 

In 20
Pallia
rate o
state 
at lea
it nee
Medic
advan
on the

Figur

         

92  Au
AN

93  Pa
94  Ro
95  Q

ht
96  Au

he Palliative
registrar po
rience as as

e are additio
palliative m

Pallia

007, it was
tive Medici
of 0.54.92  
service plan
st 1.0, mea

eds to servic
cine Specia
nced trainin
e MBS betw

re 4-1: Re
ov

                  

ustralian & New Ze
NZSPC Inc: Canbe
alliative Care Austr
oyal College of Phy
ueensland Health
ttp://www.health.qld
ustralian & New Ze

e Medicine t
osition that
ssessed by 

onal require
edicine. 

ative med

s estimated
ne Speciali
Based on 
ns,95 it is re

aning that A
ce its popula
alists must 
ng and attai
ween Janua

egistration
ver three ye

                 

ealand Society of P
erra; 2010 
ralia. Palliative Care
ysicians, (2008), Co
h. Queensland S
d.gov.au/publication
ealand Society of P

A

training pro
 compleme
the CPMEC

ements for 

dicine w

d that ther
ists in Aust
Palliative C

ecommende
ustralia has
ation.96 Acc
have a FR
ning their F

ary 2009 and

 status of p
ears (n=14

     

alliative Medicine. B

e Service Provision
onsultant Physician
Statewide Cancer
ns/qh_plans/QS_ca
alliative Medicine, 2

The Aus
Analysis of pr

ogram the tr
ents prior e
C. 

those traine

workforce

re were 11
tralia, with 
Care Austra
ed that the F
s approxima
cording to th

RACP or oth
FAChPM.  T
d June 201

palliative m
2) 

Benchmark Numbe

n in Australia: A Pla
ns Working for Pati
r Treatment Ser
ancer_plan_final.pd
2010. 

tralian Govern
roposed MBS 

rainee may 
experience 

ees wishing

e 

14 fulltime 
an estimate
alia guidelin
FTE per 100
ately half the
he training c
her existing
The registra
3 is presen

medicine sp

er of Specialists in 

anning Guide. Canb
ents. 4th edition. L
rvices Plan 200
df  

nment Departm
items for pallia

1

be required
to fill gaps

g to special

equivalent
ed FTE per
nes,93 prev
0,000 popu
e Palliative 
criteria, the 
g fellowship
ation status
ted in Figur

pecialists b

Palliative Medicine 

berra: PCA; 2003. 
ondon: RCP; 2008
8-2017. Brisbane

ment of Health
ative medicine

Final Repor
11 March 2014

d to comple
s in knowle

lise in paed

ts (FTE) d
r 100,000-p

vious literat
lation ratio 
Medicine S

e majority of
p prior to c
s of special
re 4-1. 

billing on t

e ANZSPM. Position

8. 
e: Author; 2008.

  

 66

h 
e 
rt 
4 

te Term 6 
edge and 

diatric and 

esignated 
population 
ure94 and 
should be 

Specialists 
f Palliative 
completing 
ists billing 

he MBS 

 

n Statement, 

 Available at: 



Regis
physic
one in
their p

More 
216 o
workfo
comp
relate
Austra
includ
anaes

Figur

The n
revea

Figur

         

97  No

stration data
cians, arou
n three (35%
palliative ca

recent data
of whom ar
force in eith
rehensively

e to the Ro
alasian Co
de those re
sthetics (pa

re 4-2: Nu
sp

According
Palliative M

number of fe
als the highe

re 4-3: Nu

                  

ote: Data obtained 

a indicates t
nd one in fi
%) have be
are specialis

a provided b
re 65 year

her a full-tim
y recorded b
oyal Austra

ollege of G
elating to r
in medicine

umber and
pecialists (

g to MBS re
Medicine, a

ellows work
est number 

umber of c

                 

 from AChPM; thus

A

that around
ve (21%) h

een recognis
st registratio

by the Cha
rs of age o
me or part-ti
by the Chap
alasian Col

General Pra
radiology, r
e), and publ

d percent of
n=216)97 

egistration
around 40%

physicia

king across 
of specialis

chapter fello

     

s 100% (n=216) are

The Aus
Analysis of pr

 40 percent
have some t
sed as som
on on the M

pter (2013)
or younger 
ime capacit
pter, which 
lege of Ph

actitioners (
rehabilitatio
ic health m

f fellowshi

n data and i
% of palliat
an related 

different jur
sts in the mo

ows worki

e FAChPM, 78 of th

tralian Govern
roposed MBS 

t of speciali
type of GP-

me ‘other me
MBS.   

 reveals tha
and thus 

ty (Figure 4
indicates th

hysicians (R
(10%). Oth

on medicine
edicine (Fig

ps held by

information
tive medici
MBS items

risdictions is
ost populou

ng across 

hose with a FAChP

nment Departm
items for pallia

1

sts (39%) a
-related reg
edical pract

at there are
considered 
-2).  Dual f

hat the majo
RACP), foll
her Australi
e, rural an
gure 4-2).  

palliative 

n held by t
ine special
s. 

s presented
us states (N

Australian 

M also have a FRA

ment of Health
ative medicine

Final Repor
11 March 2014

are also reg
istration, an
titioner’ in a

e 248 curren
to be in t

fellowship d
ority of co-fe
lowed by t
ian fellows

nd remote 

medicine 

the Chapte
lists can cl

d in Figure 4
NSW, VIC, Q

 jurisdictio

ACP ((78/216) x 10

  

 67

h 
e 
rt 
4 

istered as 
nd around 
addition to 

nt fellows, 
the active 
data is not 
ellowships 
the Royal 
hips held 
medicine, 

 

r of 
laim 

4-3, which 
QLD). 

ons 

00 = 36%) etc. 



Figur

This 
Howe
in Tas

Analy
curren
specif

 14

 24

         

98  Au

At a po

re 4-4: Ra
po

rate appro
ever, the rat
smania, to a

ysis of the a
nt workforc
fically: 

% will have

% will be el

                  

ustralian & New Ze

opulation le

atio of spe
opulation 

oaches wor
tio of specia
a minimum 

age of existi
ce, an avera

e reached th

ligible for re

                 

ealand Society of P

A

evel, there 
popula

cialists acr

rkforce leve
alists to po
of 0.67 in W

ng Chapter
age of 8 sp

he age of re

etirement in 

     

alliative Medicine, 2

The Aus
Analysis of pr

is a nation
tion across

ross Austr

els previou
pulation va

Western Aus

r Fellows re
pecialists m

etirement wi

6 years; an

2010. 

tralian Govern
roposed MBS 

nal rate of a
s Australia

alian jurisd

sly sugges
ries consid
stralia (Figu

veals that o
may leave t

thin 3 years

nd 

nment Departm
items for pallia

1

almost 1 pe
a. 

dictions pe

sted for thi
erably from
ure 4-4). 

of the 216 e
the workfor

s; 

ment of Health
ative medicine

Final Repor
11 March 2014

er 100,000-

er 100,000-

is specialty
m a maximu

estimated to
rce each ye

  

 68

h 
e 
rt 
4 

 

-

 

y group.98 
m of 2.12 

o be in the 
ear. More 



 35

By co
past 6
match
curren

Figur

4.3 

4.3.1 

Analy
differe
privat
the lo
Weste

A surv
A tota
Fellow

The h
in Qu
of fell
Quee

 

 

% may retir

omparison, t
6 years (Fig
h the rate 
ntly availab

re 4-5: Nu

Pract

PUBLI

ysis of MBS
ent Australi
te or public 
owest prop
ern Australi

vey of Cha
al of 106 
ws indicated

MBS bil

highest prop
eensland (2
lows MBS 
nsland (26%

re within 9 y

the rate of n
gure 4-5).  
of potentia

le to estima

umber of n

tice setti

C VERSUS

S data dem
ian jurisdict
hospital se

ortion of M
a, followed 

pter Membe
respondent
d that the m

lling was re
acro

portion of fe
27%), New 
billing in pu
%), followed

A

years. 

new fellows
A recent g

ally retiring
ate any tren

new specia

ings for p

S PRIVATE 

monstrated 
tions.  On 
ettings. Fell
MBS billing

by Queens

ers was un
ts undertoo

majority work

eported by 
oss public 

ellows unde
South Wal

ublic health
d by Victoria

The Aus
Analysis of pr

s entering th
growth in th
g fellows; h
d. 

lists enteri

palliative

PRACTICE

a wide var
average, a

lows in the
.  The hig

sland and th

dertaken by
ok the surv
ked in both 

y specialist
and privat

rtaking MBS
es (23%) a

h services o
a (21%). Su

tralian Govern
roposed MBS 

he specialis
he number o
however, th

ing the wor

e medici

E AND MBS

riation in M
around 64%

Northern T
hest propo

he Australia

y AChPM to
vey. Surve
private and

ts to occur 
te health se

S billing in 
and Victoria
occurred in
urvey data a

nment Departm
items for pallia

1

st profession
of new fello
here is ins

rkforce 

ne 

S BILLING A

BS billing 
% of Fellow
Territory an
ortion of M
n Capital Te

o further inf
y data pro

d public prac

in similar p
ervices.   

private hea
(23%).  Th
New Sout

are presente

ment of Health
ative medicine

Final Repor
11 March 2014

n has varied
ows would 
sufficient in

ARRANGEM

practices a
ws bill MBS
nd Victoria u
BS billing 

Territory (Fig

form this ap
ovided from
ctice.   

proportion

lth services
he highest p
th Wales (3
ed in Figure

  

 69

h 
e 
rt 
4 

d over the 
appear to 

nformation 

 

MENTS 

across the 
S items in 
undertook 
occurs in 

gure 4-6). 

pplication. 
m Chapter 

ns 

s occurred 
proportion 
36%), and 
e 4-7. 



Figur

Figur

Speci
palliat
daily 
subse
These

 

re 4-6: Pr

re 4-7: Se

ialists respo
tive care re
practice. T

equent atte
e findings a

roportion o

elf-reported

onding to th
lated items 

The most fre
ndances in
re presente

A

of chapter f

d public an

he practice 
listed on th

equently bi
Hospital/S

ed in Figure

 

The Aus
Analysis of pr

fellows MB

nd private a

 profile sur
he MBS (Sc
lled MBS it

Surgery follo
e 4-8. 

tralian Govern
roposed MBS 

BS billing b

activity und

rvey were a
chedule 24)
tems repor
owed by Ho

nment Departm
items for pallia

1

by jurisdicti

dertaken b

also asked 
were most

ted by fello
ome assess

ment of Health
ative medicine

Final Repor
11 March 2014

ion (2012 -

by specialis

which of th
t frequently 
ows, were 
sments and

  

 70

h 
e 
rt 
4 

13) 

 

sts 

he current 
utilised in 
initial and 
d reviews.  



Figur

4.3.2 

The 
hospi
Chapt
referra
throug

In gen
secto
home
to the

“T
v

p
vi

4.3.3 

Analy
all pa

re 4-8: Se

PUBLI

Almost 

estimated 
ces, comm
ter 2. Refer
al from ano
gh commun

A major 
relate

re

neral, multid
r.  Coordina

e assistance
e existing fu

There is not a 
viable system 

“It is hard for 
practice in pall
ia a case paym

PRIVA

ysis of de-id
alliative me

elf-reported

C PRACTIC

all special

number of
munity health

rral of patie
other speci
nity palliative

r reason for
es to the mu
quired to d

disciplinary 
ation of allie
e services a
nding mode

 well-develope
 (MBS doesn’t

 us (private ho
liative care wit
ment. We curr

ATE PRACT

entified MB
dicine spec

A

d frequenc

CE ARRAN

lists work in

f specialist
h and resid

ents is eithe
alist (e.g. o
e care serv

r the high p
ultidisciplin
deliver bes

services ar
ed health, c
are more rea
els within th

ed model of ca
t support the m

ospital provide
thin the private
rently cross su

it is not sus

TICE ARRA

BS billing da
cialists are 

The Aus
Analysis of pr

cy of palliat

GEMENTS

in public se

t referrals 
dential aged
er from with
oncologist, 
ice. 

proportion 
nary and in
t practice p

re more rea
counselling, 
adily facilita

he public se

are in private p
model of care 

er) to fund a m
e health syste
ubsidise becau
stainable in th

NGEMENT

ata from Ch
 likely to p

tralian Govern
roposed MBS 

tive medici

S 

ector posit

within pub
d care) has

hin the acute
physician, 

of public s
ntegrated m
palliative c

adily availab
social work

ated within t
tting.  

practice mainl
 that is consid

multidisciplinary
em. It is difficul
use we believe

he longer term

TS 

apter Fellow
provide priv

nment Departm
items for pallia

1

ne MBS ite

tions acros

blic sector 
s been pre
e setting or
surgeons) 

sector serv
model of ca
are interve

ble (and affo
ker and aids
the public s

ly because the
dered best prac

y approach as
lt to cover the 
e we should o
.” 

ws indicates
vate service

ment of Health
ative medicine

Final Repor
11 March 2014

em billing 

ss Australia

facilities (
eviously pre
r may be by
or by a tre

vice deliver
are that is 
ention. 

ordable) in 
s and equip
system, prim

ere is no finan
ctice in pall ca

s required by b
 cost of the se

offer this servic

s that aroun
es across 

  

 71

h 
e 
rt 
4 

 

a.  

(hospitals, 
esented in 
y virtue of 
eating GP 

ry 

the public 
pment and 
marily due 

ncially 
are).” 

best 
ervice 
ce but 

nd 64% of 
Australia.  



Analy
annua
avera

 11

 11 

 3 r

 1 r

Figur

 

Media

Mea

ysis of the s
al referrals 

ages (per M

5 referrals p

referrals pe

referrals per

referral per 

re 4-9: Nu

0

N
um

be
r 

of
 s

pe
ci

al
is

ts

an

an

50

24

44

57

specific billin
(captured 

BS billing s

per speciali

er specialis

r specialist 

specialist e

umber of s

60300

75

00
2

9

A

ng patterns
via analysi
pecialist) ar

st each yea

t each mon

each week

ach day (Fi

specialist re

 

90000
Specialist referrals

100

0100

95% Confidence

The Aus
Analysis of pr

s of each pa
is of the nu
round:  

ar (Figure 4

th (Figure 4

(Figure 4-1

igure 4-12).

eferrals pe

1200
s per annum

0000

e Intervals

tralian Govern
roposed MBS 

alliative care
umber of in

-9); 

4-10); 

1); or 

. 

er annum 

1500

125

0000

nment Departm
items for pallia

1

e specialist
nitial prese

1800

150

9

9

9

10

ment of Health
ative medicine

Final Repor
11 March 2014

t, the total n
ntations) in

1st Quartile
Median

3rd Quartile
Max imum

85.11

49.98

161.20

A-Squared
P-Value <

Mean
StDev
Variance 3
Skew ness

Kurtosis
N

Minimum

Anderson-Darling No

95% Confidence Inter

5% Confidence Interv

95% Confidence Interv

  

 72

h 
e 
rt 
4 

number of 
n 2012-13 

 

25.50
63.00

152.00
1780.00

145.79

86.02

204.44

13.99
0.005

115.45
180.25

32489.04
6.2965

53.9834
138

0.00

ormality  Test

rv al for Mean

v al for Median

v al for StDev



Figur

Figur

Media

Mea

Media

Mea

re 4-10: Nu

re 4-11: Nu

0

N
um

be
r 

of
 s

pe
ci

al
is

ts

an

an

4

48

56

0

N
um

be
r 

of
 s

pe
ci

al
is

ts

an

an

1.0

29

84

4

umber of s

umber of s

30

6

0
2

8

22

16

1.5

11
4

14

A

specialist re

specialist re

60
Specialist referrals

8

0010

95% Confidence

182
Specialist referrals

2.0

0001

95% Confidence

The Aus
Analysis of pr

eferrals pe

eferrals pe

90
s per month

10

000

e Intervals

24
s per week

2.5

0000

e Intervals

tralian Govern
roposed MBS 

er month 

er week 

120

12

000

30

3.0

0000

nment Departm
items for pallia

1

150

14

9

9

9

1

36

3.5

9

9

9

10

ment of Health
ative medicine

Final Repor
11 March 2014

1st Quartile
Median
3rd Quartile
Max imum

8.087

5.000

13.592

A-Squared

P-Value <

Mean
StDev
Variance 2
Skew ness
Kurtosis 4

N

Minimum

Anderson-Darling No

95% Confidence Inter

5% Confidence Interv

95% Confidence Interv

1st Quartile
Median

3rd Quartile
Max imum 3

2.0785

1.0000

3.1249

A-Squared
P-Value <

Mean
StDev
Variance
Skew ness

Kurtosis 6
N

Minimum

Anderson-Darling No

95% Confidence Inter

5% Confidence Interv

95% Confidence Interv

  

 73

h 
e 
rt 
4 

 

 

3.000
6.000

14.250
148.000

13.203

8.000

17.238

13.10

0.005

10.645
15.198

230.975
5.9274

49.3090

138

0.000

ormality  Test

rv al for Mean

v al for Median

v al for StDev

1.0000
2.0000

3.0000
36.0000

3.2548

2.0000

3.9632

15.45
0.005

2.6667
3.4942

12.2092
6.7022

60.8061
138

0.0000

ormality  Test

rv al for Mean

v al for Median

v al for StDev



Figur

Analy
MBS 
(Medi
(Figur

Media

Mea

re 4-12: Nu

ysis of total
items claim
ian = 210). 
re 4-13).  R

Most spec

0.0

N
um

be
r 

of
 s

pe
ci

al
is

ts

an

an

0.7

6

52

6

umber of s

 MBS billin
med per yea

A small nu
Results are p

cialists und
2 to 3 tim

1.5

0.8

0

6
8

60

A

specialist re

ng patterns 
ar is around 
mber of spe
presented in

dertake aro
mes per we

3.0
Specialist referra

0.9

01
3

95% Confidence

The Aus
Analysis of pr

eferrals pe

by special
 550, but w
ecialists are
n Figure 4-1

ound 4 to 5
eek, for 33 

64.5
ls per day

1.0

010

e Intervals

tralian Govern
roposed MBS 

er day 

ists indicat
with significa
e billing 300
13 to Figure

5 MBS billed
to 36 week

7.56.0

1.1

0000

nment Departm
items for pallia

1

es that the
ant variation
00 or more 
e 4-16 below

d consulta
ks each yea

5

9

9

9

1

ment of Health
ative medicine

Final Repor
11 March 2014

e average n
n between s
episodes p

w. 

ations per d
ar. 

1st Quartile 0
Median 0

3rd Quartile
Max imum 8

0.82724

0.70000 0

0.79851

A-Squared
P-Value <

Mean 0
StDev 0
Variance 0
Skew ness

Kurtosis 3
N

Minimum 0

Anderson-Darling No

95% Confidence Inter

5% Confidence Interv

95% Confidence Interv

  

 74

h 
e 
rt 
4 

 

number of 
specialists 
per annum 

day, 

0.60000
0.80000

1.10000
8.20000

1.12783

0.90000

1.01274

13.11
0.005

0.97754
0.89288
0.79723
4.8789

33.3765
138

0.00000

ormality  Test

rv al for Mean

v al for Median

v al for StDev



Figur

Figur

 

Media

Mea

Media

Mea

re 4-13: To

re 4-14: Av

0

N
um

be
r 

of
 s

pe
ci

al
is

ts

an

an

100

32

75

0.0

N
um

be
r 

of
 s

pe
ci

al
is

ts

an

an

33.0

35

62

9

otal MBS b

verage MB

201000

300200

7

12

157.5
Average

4.0.5

54
6

14

A

illing episo

S billing ep

3000000
MBS consultations

400

0

54

95% Confidence

22.55.0
e number of MBS co

4.5

001

5

95% Confidence

The Aus
Analysis of pr

odes per an

pisodes pe

4000
s per annum

500

110

e Intervals

30.0
onsultations per da

5.5.0

0000

e Intervals

tralian Govern
roposed MBS 

nnum 

er day 

5000

600

00

37.5
ay

6.0.5

0000

nment Departm
items for pallia

1

6000

700

9

95

9

1

45.0

9

9

9

2
0

ment of Health
ative medicine

Final Repor
11 March 2014

1st Quartile
Median

3rd Quartile
Max imum

407.92

163.98

778.17

A-Squared
P-Value <

Mean
StDev
Variance 75
Skew ness

Kurtosis
N

Minimum

Anderson-Darling No

95% Confidence Interv

5% Confidence Interv

95% Confidence Interv

1st Quartile
Median
3rd Quartile
Max imum 4

4.2550

3.1247

5.4160

A-Squared

P-Value <

Mean
StDev
Variance 3
Skew ness
Kurtosis 2

N

Minimum

Anderson-Darling No

95% Confidence Inter

5% Confidence Interv

95% Confidence Interv

  

 75

h 
e 
rt 
4 

 

 

73.50
210.00

655.00
5766.00

700.86

288.10

986.94

16.47
0.005

554.39
870.13

57126.24
3.1010

12.2023
138

6.00

rmality  Test

v al for Mean

al for Median

v al for StDev

2.1563
3.6619
5.9193

46.0000

6.2938

4.4475

6.8690

13.80

0.005

5.2744
6.0560

36.6753
4.6079

27.5646

138

0.0000

ormality  Test

rv al for Mean

v al for Median

v al for StDev



Figur

Figur

 

Media

Mea

Media

Mea

re 4-15: Av

re 4-16: Av

1.50

N
um

be
r 

of
 s

pe
ci

al
is

ts

an

an

2.0

14

10

8

8

N
um

be
r 

of
 s

pe
ci

al
is

ts

an

an

30

3

5

verage day

verage wee

2.250

2.2

6

12

17

15

16
Av

3432

5
6

A

ys per week

eks per yea

3.00
Days per w

2.4

7
8

7
6

95% Confidence

24
verage number of w

36

10

77

95% Confidence

The Aus
Analysis of pr

k of MBS b

ar of MBS b

3.75
week

2.6

66

22

e Intervals

4032
weeks per year

38

4

11

7

e Intervals

tralian Govern
roposed MBS 

billing  

billing  

5.24.50

6

2

6

3

6

480

40

1616

4

nment Departm
items for pallia

1

25

2.8

9

95

9

1
2

42

A

9

95

9

16

ment of Health
ative medicine

Final Repor
11 March 2014

1st Quartile
Median

3rd Quartile
Max imum

2.4082

2.0000

1.0897

A-Squared
P-Value <

Mean
StDev
Variance
Skew ness 0

Kurtosis -0
N

Minimum

Anderson-Darling No

95% Confidence Interv

5% Confidence Interv

95% Confidence Interv

1st Quartile
Median

3rd Quartile
Max imum

30.577

32.000

12.799

A-Squared
P-Value <

Mean
StDev
Variance
Skew ness -0

Kurtosis -0
N

Minimum

Anderson-Darling Nor

95% Confidence Interv

5% Confidence Interv

95% Confidence Interv

  

 76

h 
e 
rt 
4 

 

 

1.6897
2.1938

3.3977
5.6154

2.8184

2.5653

1.3821

4.01
0.005

2.6133
1.2185
1.4848

0.694808

0.641325
138

1.0000

rmality  Test

v al for Mean

al for Median

v al for StDev

22.000
36.000

46.000
52.000

35.972

42.000

16.651

2.49
0.005

33.274
14.472

209.433
0.488434

0.941973
113

4.000

rmality  Test

v al for Mean

al for Median

v al for StDev



4.4 

A wid
mana

 GP

 On

 Ge

 Ge

 Ca

 Re

 Re

 A n

As ha
mana
by pa
GPs. 
may r
comp

ap

me

 

“T
c

4.4.1 

It has
Pallia

 T
th

         

99  M

Comp

de range 
agement of p

Ps; 

ncologists; 

eriatricians; 

eneral phys

ardiologists;

enal physicia

espiratory ph

number of d

as been de
agement un
alliative med
 Data has p

receive pall
arison grou

What re
(compreh

specialist
and

“The main d
pproach we ad

aspects ar
edications for 

 “Palliative car

The big point o
care and limita

palliative ca

PALLIA

s been sugg
tive Care.  

The central 
he patient a

                  

itchell GK. How we

parator s

of differen
patients in t

icians; 

 

ans; 

hysicians; a

different sur

emonstrated
dertaken by
dicine spec
previously b
iative care m

up to specia

emains unk
hensive) pa
ts - compar
d the multid

difference betw
dopt in our mo
re very import
 pain and abili

re consultants
other link

of difference b
ation of goals t
are specialists

ATIVE MED

gested that
In particula

principles o
and psychos

                 

ell do general pract

A

specialty

t medical 
the final sta

and 

rgical specia

d in Chapte
y different 

cialists.  The
been prese
manageme

alists in palli

known, how
alliative ca
red with th
disciplinary

ween palliative
odel of care – t
ant in what we
ity to deal with

s have an acut
ked services an

between pallia
that are clear 
s are better at 

DICINE AND

t GPs are i
r: 

of general p
social factor

     

itioners deliver pall

The Aus
Analysis of pr

y groups

specialties
ages of illne

alists. 

er 2, it is 
medical sp
e exception
nted demon
nt by GPs e
ative medic

wever, is th
are is effect
he compete
ry approach

e care special
the importanc
e do.  They als
h complex pain

te view of wha
nd are better 

ative care and 
 to the patient 
 symptom man

D GENERA

n an ideal 

practice (co
rs) are clos

liative care? A syst

tralian Govern
roposed MBS 

s 

s are likely
ss; includin

not possib
ecialists fro
n to the ma
nstrating th
each year.  
cine.  

he extent t
tively or sa

encies of pa
h they are 

list and other p
e of social stru
so have a gre
n managemen

at their patient
at symptom m

 other speciali
 and family.  A
nagement, pa

AL PRACTIT

position to 

ntinuity of c
ely aligned 

ematic review. Pall

nment Departm
items for pallia

1

y to be in
g (but by no

le to disting
om the man
ajority of the
at an estim
As such, G

o which be
afely delive
alliative ca
trained to d

physicians/GP
uctures includ
ater knowledg
nt issues inclu

ts may need, a
management.” 

ities is having 
Another point o
articularly pain 

TIONERS 

be involve

care, treatm
to those of 

iat Med. 2002 Nov

ment of Health
ative medicine

Final Repor
11 March 2014

nvolved in 
o means lim

guish pallia
nagement o
ese craft g

mated 23,50
GPs remain 

est practice
ered by oth
are speciali
deliver. 

Ps is the holis
ding family and
ge of specialis
uding use of op

are able to ac
” 

g very clear go
of difference is

n management

ed in the pr

ment in the 
Palliative C

v;16(6):457-64. 

  

 77

h 
e 
rt 
4 

palliative 
mited to): 

ative care 
of patients 
roups are 
0 patients 
the major 

e 
her 
ists 

tic 
d carer 
st 
pioids” 

cess 

oals of 
s that 
t.” 

rovision of 

context of 
Care;99 



 In
G

 G
A
U

 G
p
h
p

 G
th
p
a
c
lif

 B
is
p

Despi
palliat
hours
1,969
initial 
Only 
provid

Barrie

 L
c
s

         

100  Ch
101  ib
102  W
103  M

20
104  M

6.
105  W

ne
Pa

106  Da
Su

107  M
im

108  M
109  Rh

pr
110 Jo

dia
111  Ba

Pr
112  G

Pa

n studies of
GP and a wi

GPs provide
Australian G
UK, GPs see

GPs are in 
planning. Ho
has been ra
patients;105 

GPs often h
hey can pro

physician th
add value 
conferencing
fe;107 

Because of 
s necessar
population.10

ite this, 25%
tive care.10

s, have less
9 GPs,110 m

diagnosis (
52% of GP

ding suppor

ers perceive

Lack of train
are.111  Th
pecific treat

                  

harlton RC. Attitude
bid 

Wakefield MA, Beilby
cKinley RK, Stoke
004;14:909–913. 
itchell GK, Johnson
 

Waller A, Girgis A, J
eeds based cancer
alliat Care. 2010 Ja
ahlhaus A, Vannem
upport Care Cance
itchell GK, Del Ma

mprove quality of life
itchell GK. Primary
hee J, Zwar N, Vag
ractitioners. J Pall M
ohnson CE, Lizama
agnosed with canc
arclay S, Todd C, G
ract. 1997 Dec;47(4
root MM, Vernooij-
alliat Med. 2005 Ma

f terminal i
ish to die at

e much of th
GPs see a m
e patients 2

a position 
owever, the
aised,104 sim

have intimat
ovide emoti
ey can talk
to a Pallia

g between G

the perceiv
ry to meet
08 

% of the A
9  GPs not
s general p

most particip
(85%), rathe
Ps (particul
rtive care to

ed by GPs i

ning in Pallia
is in turn re
tments to b

                 

es towards care of 

y J, Ashby MA. Ge
s T, Exley C, Field

n CE, Thomas K & 

ohnson C, Mitchell
r care for people w
an 11;9:2. 
man N, Siebenhofe
er. 2013 Dec;21(12)
ar CB, O'Rourke PK
e? A randomised c
y palliative care - fa
gholkar S, Dennis S
Med 2008;11:980–5
a N, Garg N, Ghos

cer. Asia Pac J Clin
Grande G, Lipscom
425):800-4. 
-Dassen MJ, Crul 
ar;19(2):111-8. 

A

llness, patie
t home;100 

he medical c
median of fiv
20 times on 

to identify 
e need to in
milar to nee

te knowledg
onal suppo

k to about t
ative Care 
GPs and Pa

ved shortfal
t the grow

ustralian G
providing s

practice exp
pants prefe
er than follo
arly if olde

o manage th

n providing 

ative Care, 
esults in in
e provided 

     

 the dying: a questi

neral practitioners 
d D. Care of people

 Murray SA. Palliat

l G, Yates P, Kristja
ith a chronic disea

r A, Brosche M, Gu
):3293-300. 
K, Clavarino AM. D
ontrolled trial (ISRC
cing twin challenge

S, Broadbent A, Mit
5. 
sh M, Emery J, Sa
 Oncol. 2012 Dec 2

mbe J. How commo

BJ, Grol RP. Gene

The Aus
Analysis of pr

ents have s

care require
ve to six ter
average in 

patients re
ntroduce sy
eds-based 

ge of a pat
ort to palliat
the disease
 service. A
alliative Ca

l in palliativ
wing deman

General Pra
such care w
perience, a
erred to be 
ow up after 
r or in rura

he symptom

 Palliative C

including p
adequate k
in the home

ionnaire survey of g

and palliative care
e dying with malign

tive care beyond th

anson L, Tattersall
ase: Evaluation of a

uethlin C. Involvem

Do case conferenc
CTN 52269003). Pa
es. Aust Fam Phys
tchell G. Attitudes a

aunders C. Austral
26. 
on is medical traini

eral practitioners (G

tralian Govern
roposed MBS 

stated a pr

ed by patien
rminally ill p
the last 12 

equiring pa
stematic ca
assessmen

tient and th
ive patients

e, their fear
Australian 
re services 

ve specialis
nd for Pall

ctice workfo
were more 
nd be educ
involved in

treatment (6
al or group 
ms of cancer

Care have b

ain and sym
knowledge 
e setting;112

general practice att

. Palliat Med. 1993
nant and cardiores

hat for cancer in Au

 M, Lecathelinais C
an intervention usin

ment of general pra

ces between gener
alliat Med. 2008 De
ician. 2011 Jul;40(7
and barriers to invo

ian general practit

ing in palliative car

GPs) and palliative

nment Departm
items for pallia

1

eference fo

nts who die 
atients per 
months of t

lliative care
ase-finding 
nts being d

he family en
s and their f
rs, and dea
evidence 
can improv

st numbers, 
iative Care

orce choos
likely to be

cated overs
n cancer pr
68%), and p
practice) h

r treatment.

been reporte

mptom cont
and skills, 

2 

tenders. Fam Pract

;7(2):117-26. 
spiratory disease in

stralia. Medical Jou

C, Sibbritt D, Kelly 
ng a multi-centre in

ctitioners in palliativ

al practitioners and
ec;22(8):904-12. 
7):517-8. 
olvement in palliativ

ioners' preferences

e? A postal survey

e care: perceived ta

ment of Health
ative medicine

Final Repor
11 March 2014

or managem

e in the com
annum102 a
their lives;1

e and assis
into genera

developed f

nvironment
families by 

ath itself.106 

suggests t
ve patients’

 involveme
e for the A

ses not to a
e younger, 
seas. In a 
revention (8
palliative ca
had a prefe
. 

ed to includ

trol and ber
especially 

t. 1991 Dec;8(4):35

n general practice. 

urnal of Australia 2

B, Gorton E, Curro
nterrupted time ser

ve cancer care: a q

d specialist palliativ

ve care by Australia

s for managing the

y of general practit

asks and barriers 

  

 78

h 
e 
rt 
4 

ment by a 

munity.101 
and, in the 
03 

st in care 
al practice 
for cancer 

, and feel 
being the 
 This can 
that case 
quality of 

nt of GPs 
Australian 

administer 
work less 
survey of 
86%) and 
are (68%). 
erence for 

de:  

eavement 
regarding 

56-9. 

 Br J Gen Pract. 

010;193(2):124–

ow D. Facilitating 
ies design. BMC 

qualitative study. 

ve care services 

an urban general 

e care of people 

ioners. Br J Gen 

in daily practice. 



 D
e

 L
o

 A
o

 L

 D
a

A num
sough
partic
introd
the AM

Exam
diplom
collab
GPs a
overla
other’

         

113  ib
114  Rh
115  ib
116  ib
117  Rh
118  ib
119  Au
120  Ib

Difficulties i
expertise;113

Limited time
ordinator;114,

A lack of aw
optimal com

Lack of acce

Delay in org
and the lack

mber of the
ht specialis
cularly conc
duction of a 
MC with the

 “As th
unlike

palliative
level.  T

 “…th
special

mples of mu
ma in palli
borations in
and palliativ
ap between
’s contributi

                  

id 
hee et al 2008 
id 
id 
hee et al 2008 
id 
ustralian Medical C
id p.27. 

n maintain
 

e, especially
,115 

wareness o
munication

ess to speci

ganizing nec
k of specializ

ese concern
st recognit
cerned abou

palliative c
e RACGP th

he knowled
ely that GP
e medicine
This was ac

he RACGP a
lty and the 

utual benefi
iative med

n joint train
ve medicine
n both profe
on to whole

                 

Council (2005) p.26

A

ning and d

y for time-c

f the activit
, coordinatio

alists or pa

cessary ext
zed personn

ns were init
tion from 
ut the pote
are medica
he Council r

dge base o
Ps will main
e specialist
cknowledg

accepts th
enhanced 

bene

t to both c
icine for G
ing; and, im
e specialists
essional gr
e-of-life pati

     

. 

The Aus
Analysis of pr

delivering u

consuming t

ties of othe
on, or colla

lliative care

tra care for 
nel.118 

tially raised
the AMC. 

ential for ‘de
al specialty 
reported tha

of palliative
ntain the sa
t even if the

ged by GPs

and 

at recognit
education

efit its mem

raft groups
GPs with a
mprovemen
s.  Thus, th

roups, but a
ent care.

tralian Govern
roposed MBS 

up-to-date a

tasks such 

er professio
boration;116

e nursing se

palliative p

 by the RA
General 

e-skilling’ o
area. Follow
at: 

e medicine 
ame relativ
e GPs main

s who met t

tion of pall
n and trainin
mbers”120  

 have inclu
a specific 
nts in share
here is an a
a mutual re

nment Departm
items for pallia

1

and adequ

as fulfilling

onals involve
 

ervices;117 

patients, cau

ACGP when
practice re

of their prof
wing subse

rapidly exp
ve skill com
ntain their 
the Review

liative med
ng that will

uded: negot
interest in 

ed care arr
acknowledg
ecognition o

ment of Health
ative medicine

Final Repor
11 March 2014

uate knowle

g the role of

ved, becaus

used by bu

n the AChP
epresentativ
fession follo

equent clarif

pands it is 
mpared to 
current sk

w Group.”11

dicine as a 
ll follow wil

tiations to d
 the area;

rangements
ged scope o
of the value

 

  

 79

h 
e 
rt 
4 

edge and 

f care co-

se of non-

reaucracy 

PM initially 
ves were 
owing the 
fication by 

kill 
19  

ll 

develop a 
; ongoing 
s between 
of practice 
e of each 



 5 

5.1 

A tota
regist
items 

Table

SHOR

Profes

Subse

Minor 

Organ

Organ

Organ

Partic

Partic

Partic

For th
(Sche

 Init

 Su

 Min

 Re

 Re

Thus 
claim 
mana

5.2 

5.2.1 

Curre
wheth
upon 

Curre

MBS 

al of 18 pro
tered to cla
can be gro

e 5-1: Cu

RT DESCRIPTI

ssional attenda

equent attendan

 subsequent att

nise/coordinate 

nise/coordinate 

nise/coordinate 

ipate – duration

ipate – duration

ipate – duration

hose palliati
edule A4), fi

tial attenda

ubsequent a

nor subseq

eferred patie

eview of refe

co-registere
for longer 

agement pla

Variat

THE A

ent MBS bil
her or not t

other fello

ent priva

items cu

ofessional a
aim as pallia
ouped into fo

urrent MBS

ON 

nce 

nce 

tendance 

 – duration 15-3

 – duration 30-4

 – duration 45+

n 15-30 mins 

n 30-45 mins 

n 45+ mins 

ve care spe
ive attendan

nce (item 1

attendance 

uent attend

ent treatme

erred treatm

ed palliative
and more c

anning. 

tions in a

AVAILABILIT

ling arrange
they have r
wships the

A

ate sect

urrently a

attendance 
ative care s
our categor

S item num

SU
H

30 mins 

45 mins 

 mins 

ecialists, wh
nce items a

10); 

(item 116);

dance (item 

nt and man

ment and ma

e care spec
complex pat

access to

TY OF CUR

ements ava
registered o
y have obt

The Aus
Analysis of pr

or remu

available

items are c
specialists 
ries as pres

mbers availa

URGERY OR 
HOSPITAL 

3005 

3010 

3014 

- 

- 

- 

- 

- 

- 

ho may also
are available

119); 

agement pl

anagement

cialists who 
tient assess

o MBS it

RRENT ASS

ailable to pa
on the MBS
tained prior

tralian Govern
roposed MBS 

uneration

e to palli

currently av
on the MBS
ented in Ta

able to all 

HOME VISI

3018 

3023 

3028 

- 

- 

- 

- 

- 

- 

o be registe
e including:

lan – duratio

t plan – dura

are also ph
sments tha

ems for

SESSMENT

alliative me
S as fellow
r to becom

nment Departm
items for pallia

1

n arrang

ative car

vailable to m
S (under S

able 5-1. 

palliative c

T DISCH
CAS

CONFER

-

-

-

303

304

304

305

305

306

ered as phys

on 45+ min

ation 20+ m

hysicians ar
t require de

assessm

T ITEMS 

edicine spec
s in palliati

ming a reco

ment of Health
ative medicine

Final Repor
11 March 2014

gements

re specia

medical pra
chedule 24

care specia

HARGE 
ASE 

RENCE 

CO

CO

- 

- 

- 

32 

40 

44 

51 

55 

62 

sicians with

s (item 132

mins (item 1

re given allo
etailed treat

ment 

cialists dep
ive medicin

ognised fello

  

 80

h 
e 
rt 
4 

s 

alists 

actitioners 
4).  These 

alists 

OMMUNITY 
CASE 

ONFERENCE 

- 

- 

- 

3069 

3074 

3078 

3083 

3088 

3093 

h the MBS 

2); and 

33). 

owance to 
tment and 

pend upon 
ne, or rely 
ow of the 



Chapt
palliat
relatin
anoth
these

Table

FELLO
CURR
THE M

Royal 
Practi

Other 

Royal 
Physic

Austra
Medic

Unde
(unde
specia
long a
(e.g., 
items 

MBS 
2012-
aged 

As for

 55

 18

 17

         

121. Id
ye

122. As
10

123  Ac
M
Au

124  M

ter of Pallia
tive medicin
ng to actua
her fellowsh
 palliative c

e 5-2: Ad

OWSHIP GRO
RENT ELIBILIT
MBS 

l Australasian C
itioners 

r fellowships123 

l Australasian C
cians 

alasian Chapter
cine  

r current ar
er items 300
alists who a
as any othe
GPs), it w
under the e

For tim
differen
arrang

data indica
-13 will hav
care asses

recast for th

% (8770) in

% (2903) in

7% (2649) in

                  

entified from curre
ears of age or youn
s at July 2013. Not
00 = 36%) etc. 
ccording to Chapte
edicine (2), Faculty
ustralian and New Z
BS item 3005, 301

ative Medic
ne specialis
l MBS claim

hip qualifica
care special

dditional fe

UP AND 
TY TO CLAIM O

College of Gene

 

College of 

r of Palliative 

rrangement
05 and 3010
are also reg
er professio
ould remain
existing pal

me-equivale
nces in the
gements fo

ates that 1
ve conducte
sments.124 

he end of th

nitial palliativ

nitial physici

nitial physici

                 

nt registration data
nger and registered
te: Data obtained f

er data other fellow
y of Pain Medicine 
Zealand College of
8,110, or 132. 

A

cine.  Accor
sts have ano
ms are exa
tion in add
ists billing o

ellowships 

ON 

ESTIM
PERCE
SPECIA

eral 
21

40

39

10
(of 66%

ts, the rates
0) are equiv

gistered on t
onal group 
n more pro
liative care 

ent initial a
e rates of sp
or medical p

spec

38 palliativ
ed 15,939 r

e 2012-13 f

ve care atte

ian attenda

ian attenda

     

a supplied by the Au
 to practice in Aust
rom AChPM; thus 

wships include the A
 (2), Australasian F
f Radiology (1) and

The Aus
Analysis of pr

rding to Ch
other indep

amined, it s
ition to pal

on the MBS

held by sp

MATED 
ENT OF 
ALISTS 

I
G

1% 

0% 

9% 

00%  
% total) 

s of basic r
valent to co
the MBS as
is also reg

ofitable and 
item numbe

and subseq
pecialist re
practitione

cialists on t

ve care spe
referred ho

financial ye

endances in

nces in hos

nces as com

ustralasian Chapte
tralia. 
100% (n=216) are

Australian College 
Faculty of Rehabilit
d Royal College of P

tralian Govern
roposed MBS 

apter fellow
endent fello
hows that a
liative care

S are presen

pecialists b

MBS 
ITEM 
ROUP 

M

A
(BE

A1 

A3 

A4 

A24 

remuneratio
omparable i
s physicians
gistered as 

equitable t
ers. Thus in

quent atten
emuneratio
ers register
the MBS. 

ecialists reg
ospital/cons

ear, this equ

n hospital/su

spital/surger

mplex asse

er of Palliative Med

 FAChPM, 78 of th

 of Rural and Rem
tation Medicine (1),
Physicians (1) 

nment Departm
items for pallia

1

wship data 
owship. Wh
around 66%
. Additional
nted in (Tab

billing on th

BS ITEM FOR 
INITIAL 

ATTENDANCE 
ENEFIT AT 85%

44 
($103.50) 

104 
($75.27) 

110 
($128.30) 

3005 
($128.30) 

on for pallia
tems availa
s (using item
a palliative

to other co
n summary:

ndances, th
on under cu
red as palli

gistered and
ulting room

uates to: 

urgery (MBS

ry (MBS item

ssments (M

icine (July 2013). E

hose with a FAChP

mote Medicine (2), A
 New Zealand Coll

ment of Health
ative medicine

Final Repor
11 March 2014

around 51%
hen indepen
% of specia
l fellowship

ble 5-2). 

he MBS122 

R 

 
%) 

MBS I
SUBS
ATTE

(BENEF

($

($

($

3
($

ative care s
able to palli
ms 110 and
e medicine 
olleagues to

 

here are no
urrent MBS
iative care 

d billing the
m or home/r

S item 3005

m 110); 

MBS item 13

Eligible fellows wer

PM also have a FR

Australian Faculty 
lege of General Pr

  

 81

h 
e 
rt 
4 

%121 of all 
ndent data 
alists have 
ps held by 

ITEM FOR 
SEQUENT 
ENDANCE 
FIT AT 85%) 

36 
70.30) 

105 
36.55) 

116 
64.20) 

3010 
64.20) 

specialists 
ative care 

d 116). So 
specialist 

o bill MBS 

o 
S 

e MBS in 
residential 

5); 

32); and 

re those aged 65 

RACP ((78/216) x 

of Public Health 
ractice (1), Royal 



 10

Of im
specia
arrang
under
existin

 “P
sh

Accor
physic
These

Figur

As re
equiva

 Ha

 Ha

         

125. Pa

% (1617) in

portant not
alists, and 
gements (re
r a broader 
ng discrepa

 “Currently 
Consultants

“Palliative care
hort changed.

rdingly, pat
cian equiva
e findings a

re 5-1: Pr

eported abo
alent item n

alf (52%; 29

alf (48%; 26

Thus, pal
for time 
time und
activities

                  

alliative Care (Item

nitial palliativ

e is that, ar
one third w

epresenting
range of it

ancies in MB

 we bill 3010 o
s use general 

e will not charg
  By the time t

of th

terns of bil
alent items 
re presente

roportion o

ove, one th
numbers: 

03) of all as

49) of all as

lliative care
spent in co

dertaking th
s. Palliative

                 

s 3005 and 3018), 

A

ve care atte

round two t
was billed 
g the propo
tem numbe
BS billing ar

or 3005 and al
 physician rate

ge, or is unlike
they come to p

heir course of c

ling assess
and those w

ed in Figure

of standard

hird of all 

ssessments

ssessments

e specialist
omplex ass
hese activi
e care spec

     

 Palliative Care + P

The Aus
Analysis of pr

endances in

thirds of all 
under alter
rtion of pal
rs).  Consu
rrangement

lso use discha
e 110 and 132

specialist.

ely to charge m
palliative care
care, so we on

sment item
who did no

e 5-1. 

d and comp

assessmen

s were billed

s were billed

ts who are 
sessments
ities in com
cialists who

Physician (Items 11

tralian Govern
roposed MBS 

n a (usual) h

assessmen
rnative fello
liative care 

ultations wit
ts. 

arge planning 
2/133 when th
” 

more than the
e, they’ve spen
nly charge the

s between 
ot were exa

plex assess

nts (5552) 

d as a routin

d as a comp

also phys
s spend aro
mparison to
o are not ph

0 and 132) 

nment Departm
items for pallia

1

home enviro

nts were bil
owship and/

specialists 
h specialist

 item or family
ere is a referri

 scheduled fe
nt every ‘zak’ o
e rebate” 

specialists 
mined in th

sments125 

were claim

ne initial att

plex initial a

icians and 
ound half (4
o standard 
hysicians a

ment of Health
ative medicine

Final Repor
11 March 2014

onment (ite

led by palli
/or MBS re
able to bill

ts emphasis

y meeting 307
ring letter from

ee so we are a
on the curativ

 who had 
he current M

med under 

tendance; a

attendance. 

d able to cla
48%) of the
assessme

are unable

  

 82

h 
e 
rt 
4 

m 3018). 

ative care 
egistration 
l the MBS 
sed these 

4.  
m a 

always 
ve part 

access to 
MBS data. 

 

physician 

and 

aim 
eir 
ent 
e to 



Pallia
acces
and tr
comp
billing
time 
enviro
in a h

Figur

Given
discre
physic
years

         

126. In

claim for 

tive care s
ss to item n
reatment pl
lex assess

g on the MB
required to

onment, in o
ospital cont

“Typically 
approximately

 “

 “Home vis
clinic/consulti
usually done 

re 5-2: Tr

n the risin
epancies in
cians and 
 (and beyon

                  

cludes palliative ca

r any additi

pecialists w
numbers fo
lanning. Th

sment and 
BS remain 
o undertake
order to gat
text. 

y initial assessm
y 90 minutes. 

i

“Time taken fo

sits and hostel
ing room settin
 as a team so

rends in th

g demand
 the capac
other pallia
nd). An indi

                 

are specialists who 

A

ional time s

who are no
or more com
us the true
treatment 
unknown. N
e assessm
ther clinical

ments are com
  This is partic
inpatient) also

or initial consul

l visits take lon
ngs and usual

o that they can

e use of co

 for pallia
city to unde
ative care s
cation of th

     

 are also co-registe

The Aus
Analysis of pr

spent in co
planning

ot registered
mplex patie

e number of
planning fo
Notwithstan
ents, partic
l informatio

mplex and inc
ularly true if o

o has complex

ltations (paed

nger – the info
lly there are fa

n be done as e

omplex ass

ative care 
ertake comp
specialists a
is trend is p

ered as physicians 

tralian Govern
roposed MBS 

omplex ass
g. 

d on the M
ents involvi
f assessme
or the rema
nding, speci
cularly in t
n that woul

clude case ma
outpatient/amb
x family dynam

diatric patients)

ormation isn’t 
amily member
efficiently and 

sessment i

reflected 
plex assess
are likely to
presented in

and relates to Item

nment Departm
items for pallia

1

sessment a

MBS as phy
ng compre

ents requirin
aining two 
ialists have
he home a
d otherwise

nagement pla
bulatory/home 
mics.” 

) is 60-90 min

as handy as in
rs to deal with.
 comprehensiv

tems126 

in the fore
sments bet
o increase 
n Figure 5-2

s 110 and 132 

ment of Health
ative medicine

Final Repor
11 March 2014

and treatme

ysicians do 
hensive as

ng a longer
thirds of s

e noted the 
and reside
e be readily

ans which take
 visit patient (n

nutes.” 

in inpatient an
.  These visits
vely as possib

recast data
tween pallia
over the n

2. 

  

 83

h 
e 
rt 
4 

ent 

not have 
ssessment 
r period of 
specialists 
extended 
ntial care 

y available 

e 
non-

d 
s are 
ble.” 

 

a, current 
ative care 
next three 



5.3 

The re
assoc
equiva
for GP

 Aro
min

 Aro
min

 A q

 Le
ass

Figur

By co

 Sp
pat

 Un
com

 Sp
com

         

127  Ho
St

Time s

elative prop
ciated physi
alent items
Ps: 

ound half (4
nutes durat

ound one q
nutes durat

quarter (26%

ss than 5%
sessments 

re 5-3: M

ontrast, palli

pend more t
tients;  

ndertake a 
mprise initia

pend very lit
mpared wit

                  

ome/RACF visits re
tandard and short c

spent by

portion of M
ician fellows
 are presen

47%) of all 
tion; 

quarter (22%
tion; 

%) of GP tim

% of clinica
and chronic

BS billing 

ative care s

than three q

higher pro
al assessme

ttle time un
h GPs. 

                 

efer to items 3018/3
consultations refer 

A

y special

BS items b
ship, and pa
nted in Figu

clinical tim

%) of time 

me is spent 

al time is d
c disease m

by GPs and

specialists a

quarters of 

oportion (17
ents, howev

ndertaking h

     

3023; Prolonged co
to GP item number

The Aus
Analysis of pr

ists and 

billed by GP
alliative car
ure 5-3.  A

me is spent 

is spent in 

t in home or

devoted to
managemen

d palliative

are able to:

their clinica

7%-21%) o
ver; 

home or res

onsultations refer to
rs (e.g., 23) 

tralian Govern
roposed MBS 

general 

s, palliative
re specialist
nalysis of t

in standard

longer con

r residential

 prolonged
nt planning)

e medicine 

al time (77%

of prolonge

sidential ag

o items 3005/110/1

nment Departm
items for pallia

1

practitio

 medicine s
ts who have
hese comp

d consultati

nsultations 

 aged care 

d consultati
. 

specialists

%-78%) in lo

ed consulta

ged care co

32: Long consultat

ment of Health
ative medicine

Final Repor
11 March 2014

oners 

specialists w
e access to 
parisons rev

ions lasting

(between 2

consultatio

on (includi

s127 

ong consult

ations, whic

onsultations

tions refer to items 

  

 84

h 
e 
rt 
4 

without an 
physician 

veals that, 

g up to 20 

20 and 40 

ons; and 

ng health 

 

tation with 

ch mostly 

s (1%-5%) 

 3010/116/133: 



It is u
specia
(initia
consu

“C
wo

Never

These
spend
specia

5.4 

The c
data. 
extrac
2012/

Table

Betwe
15.4%
by 34
per se

For th
only t
3023)

 

 

Prov

Serv

 

Cha

Bene

Out-
pock

 

understood 
alists may b
l attendan

ultations.   

Changes to bill
orking in the c

rtheless, ba

Palliative
time with 

e findings a
d with patie
alists spend

The m

cost of curr
 The appr

ct, which fo
/13 data is f

e 5-3: Su

een 2009/1
%. Extendin
4% and ben
ervice has g

he purposes
he major ite
). A summa

2009

viders 13

vices 93,0

$M

rge 7.3

efit 5.5

-of-
ket 1.7

that the la
be in part d
nce) and 

ling to recogn
community and

ased on obs

e care spec
patients c

are consist
ents experie
d more time

modelled

rent expend
roach to mo
orms the b
for six mont

ummary of

0 and 2012
g the 2012

nefits paid h
grown from 

s of the mo
em number
ry of the filt

9/10 2010/

30 134

012 101,5

M $M

336 8.41

573 6.32

763 2.09

A

ack of MBS
ue to confu
3023 (su

ise the residen
d would proba

a 

served patte

cialists are
ompared w

and wid

ent with pr
encing palli
e in complex

d costs o

diture on pa
odelling is 
asis for the
ths only. 

f MBS billin

2/13, the nu
/13 data fo

have increa
$59.91 in 2

odelling, the
s in Groups
tered data is

 

TOTALS 

/11 2011/1

4 150 

589 112,97

M $M 

6 9.705

20 7.275

96 2.430

The Aus
Analysis of pr

S billing in r
usion about 
bsequent 

ntial aged car
ably increase t
 community se

erns of curre

e able to sp
with GPs, w
der range o

revious find
iative care-
x assessme

of curren

alliative me
outlined in

e modelling

ng data – p

umber of pr
r a full 12 m
sed by 51%

2009/10 to $

e data extra
s A4 (110, 1
s shown in 

2 
2012/13
(6 mths

150 

71 62,496 

$M 

5 5.569 

5 4.212 

0 1.357 

tralian Govern
roposed MBS 

residential e
the current
attendance

re and more e
the number of 
etting.”   

ent MBS bil

pend a grea
who must m
of patients

dings that G
-related pro
ent and care

nt expend

edicine was
 Chapter 7

g, is shown

alliative m

roviders has
months indi
% since 200
$67.39 in 20

act describe
116, 132, 13
Table 5-4.

3   
) 

2009/10 

 

  

$ 

78.87 

59.91 

18.96 

nment Departm
items for pallia

1

environmen
t ability to a
e) to resi

quitable billing
f people who c

lling it can b

ater propor
manage a la
. 

GPs have m
oblems.  Th
e-coordinati

diture 

s modelled 
7. A summa
n below in 

edicine 

s increased
cates that s

09/10. The 
012/13, an i

ed above w
33) and A24

AVERAGE

2010/11 

 

 

$ 

82.84 

62.22 

20.63 

ment of Health
ative medicine

Final Repor
11 March 2014

nts by pallia
apply MBS 
idential ag

g would help p
can be treated

be seen tha

rtion of the
arger numb

more limite
hey also ide
ion.  

from availa
ary of the 
Table 5-3. 

d from 130 
services ha
average be
increase of 

was filtered 
4 (3005, 30

E/SERVICE 

2011/12 

 

 

$ 

85.91 

64.40 

21.51 

  

 85

h 
e 
rt 
4 

ative care 
item 3018 
ged care 

people 
d in the 

at: 

eir 
ber 

ed time to 
entify that 

able MBS 
total data 
Note the 

to 150, or 
ave grown 
enefit paid 

12.5%. 

to include 
010, 3018, 

2012/13   
(6 mths) 

 

 

$ 

89.10 

67.39 

21.71 



Table

The f
Provid
benef
$69.8

5.4.1 

Using
and “t

Pleas
inflati
includ

Table

Servic

  

Charg

Benef

Out-o

Data fo

Pallia
to inc
(exclu

Table
numb

 

 

Prov

Serv

  

Cha

Bene

Out-
pock

 

e 5-4: Su

filtered data
ders have 
fits paid are

86 in 2009/1

DEMA

g the filtered
treatment” t

se note tha
tion and a
ded in Sec

e 5-5: Es

  

ces 

ge 

fit 

of-pocket 

or 2009/10 to 2

tive medicin
crease by ~
uding inflatio

e 5-6 show
ber under cu

2009

viders 11

vices 54,0

$M

rge 5.2

efit 3.7

-of- 
ket 1.4

ummary of

a in Table 
grown by 
e up by 55
0 to $76.37

ND AND FI

d data from 
type service

at the amo
are expres
ction 7.2.4. 

stimated M

2009/10 

53,508 

$M 

5.186 

3.738 

1.448 

2011/12 differ

ne demand
~18% to 89
on) increase

ws a summ
urrent billing

9/10 2010/

18 122

019 59,17

M $M

236 5.97

774 4.25

462 1.71

A

f filtered MB

5-4 exhibi
17% acros
5%. The av
7 in 2012/13

NANCIAL P

Table 5-4, 
e items and 

ounts sho
sed in ter

MBS billing 

2010/11

59,832

$M 

6.048 

4.310 

1.738 

rs slightly to Ta

 is estimate
9,715 servic
e by ~19% 

ary of asse
g patterns w

 

TOTALS 

/11 2011/1

2 139 

77 67,281

M $M 

74 7.034

56 4.996

8 2.038

The Aus
Analysis of pr

BS billing d

its similar g
ss the perio
verage ben
3, an increa

PROJECTIO

separate g
projections

wn for 20
rms of 20

data for to

1 2011

2 67,5

$M

 7.04

 5.00

 2.04

Table 5-4 due t

ed at 76,12
ces by 201
from $5.82

essment a
with projectio

2 
2012/13
(6 mths

138 

1 38,253 

$M 

4 4.074 

6 2.921 

8 1.153 

tralian Govern
roposed MBS 

data – palli

growth patt
od, services
nefit paid p
ase of 9.3%

ONS 

rowth estim
s to 2014/15

14 to 2015
013 dollars

otal demand

/12 20

503 76

M 

42 8

00 5

42 2

to the statistica

24 services 
4/15. Bene
0M in 2012

nd treatme
ons to 2014

3   
) 

2009/10 

 

  

$ 

96.92 

69.86 

27.06 

nment Departm
items for pallia

1

iative medi

terns to the
s have incr

per service 
. 

mates identif
5 are summ

5 have not
s. The imp

d – palliativ

12/13 2

6,124 

$M 

.115 

.820 

.295 

al forecasting 

in 2012/13 
efits paid ov
/12 to $6.90

ent benefits
4/15. 

AVERAGE

2010/11 

 

 

$ 

100.96 

71.93 

29.03 

ment of Health
ative medicine

Final Repor
11 March 2014

icine 

e total dat
reased by 
has increa

fied for “ass
marised in T

t been ind
pact of inf

ve medicin

2013/14 

82,920 

$M 

8.868 

6.364 

2.504 

method adop

and this is 
ver the sam
08M in 2015

s paid by M

E/SERVICE 

2011/12 

 

 

$ 

104.55 

74.25 

30.29 

  

 86

h 
e 
rt 
4 

a extract. 
42% and 

ased from 

sessment” 
able 5-5.  

dexed for 
flation is 

ne 

2014/15 

89,715 

$M 

9.621 

6.908 

2.713 

pted.  

expected 
me period 
5. 

MBS item 

2012/13   
(6 mths) 

 

 

$ 

106.50 

76.37 

30.13 



Table

The d
altern

Figure
asses

Figur

The a
$136.

 

         

128. Da
in 

Assessm

3005

110

132

3018

Assessm

Treatmen

3010

116

3023

133

Treatmen

Grand To

Palliative

Current

e 5-6: Be

data presen
native billing

e 5-4 and F
ssment and 

re 5-4: As

averages fo
72 and out-

                  

ata presented in th
 order to forecast/e

ment

ment total

nt

nt total

otal

e Care                   

enefits paid

nted in Tab
g scenarios 

Figure 5-5 s
treatment s

ssessment

or assessm
-of-pocket $

                 

is table (and all futu
estimate the likely fu

FY10 FY11

5,673 6,717

2,149 2,755

1,083 1,570

1,220 1,006

10,125 12,048

27,144 31,043

13,615 13,989

1,866 1,531

758 1,221

43,383 47,784

53,508 59,832

A

d by MBS i

ble 5-6 will
described i

show the av
services res

t services –

ment type s
$41.19  

 

     

ure tables relating t
uture demand for s

FY12 FY

7,912 8,7

2,857 2,9

1,950 2,6

1,288 1,6

14,008 15,9

35,153 41,7

15,116 14,0

1,628 2,2

1,598 2,0

53,495 60,1

67,503 76,1

No of Services

The Aus
Analysis of pr

item – 2009

 be used a
n Chapter 6

verage cha
spectively, u

– average $

services in 

to modelling) is bas
services (from 2013

Y13 FY14

770 9,727 1

903 3,220

649 2,938

617 1,793

939 17,679 1

782 45,292 4

053 15,234 1

259 2,449

091 2,266

186 65,241 7

124 82,920 8

tralian Govern
roposed MBS 

9/10 to 201

as the bas
6 and prese

rge, benefit
under curre

$ per servic

2013 were

sed upon a linear p
3 to 2015). 

FY15 FY10

10,684 624,944

3,537 241,815

3,227 220,952

1,970 178,976

19,419 1,266,686

48,801 1,473,430

16,414 749,282

2,639 169,203

2,442 78,998

70,296 2,470,912

89,715 3,737,598

nment Departm
items for pallia

1

4/15128 

is for comp
ented in Cha

t and out-of
ent operating

ce by finan

e a charge 

projection of the thre

FY11 FY1

754,346 907,63

313,570 329,12

322,038 405,64

150,392 195,83

1,540,345 1,838,23

1,713,099 1,981,70

787,728 863,57

142,489 151,61

125,790 165,18

2,769,106 3,162,08

4,309,451 5,000,32

Bene

ment of Health
ative medicine

Final Repor
11 March 2014

parison mo
apter 7. 

f pocket am
g conditions

ncial year 

 of $177.9

ree years of obtaine

12 FY13

34 1,022,652 1,134

22 341,349 378

48 566,091 627

33 248,985 276

38 2,179,078 2,416

09 2,398,923 2,600

75 809,045 877

17 211,549 229

81 221,453 240

82 3,640,970 3,946

20 5,820,048 6,363

efits Paid    

  

 87

h 
e 
rt 
4 

 

odelling of 

mounts for 
s.   

 

0, benefit 

ed MBS data – 

FY14 FY15

4,296 1,245,939

8,615 415,880

7,892 689,692

6,167 303,349

6,969 2,654,860

0,422 2,801,921

7,001 944,957

9,318 247,087

0,054 258,656

6,795 4,252,620

3,764 6,907,480



Figur

In 201
and th

re 5-5: Trea

13, the ave
he out-of-po

atment serv

rage charge
ocket amou

A

vices - ave

e for treatm
nt was $27

The Aus
Analysis of pr

rage $ per 

ment type se
.22. 

tralian Govern
roposed MBS 

service by

ervices was

nment Departm
items for pallia

1

y financial y

$87.72, the

ment of Health
ative medicine

Final Repor
11 March 2014

year 

e benefit wa

  

 88

h 
e 
rt 
4 

 

as $60.50 



 6 

Two d
MSAC
MBS 
medic
prese

6.1 

Item n
sever

 Co
on 

 Pro
spe

 Eq
oth

 Sa

 Re
com
pro

 Eff
out

 Ac
inc

 Ca
psy
pat

 Min
wit

 Eth
be
evi

6.2 

Based
under

 Th
rec
ran

Optio

dedicated M
C, following
items have

cine special
ented in the 

Princ

numbers pr
ral key princ

onsistency: 
the MBS. 

ofessional 
ecialties ac

quity of reim
her accredit

afe and effec

esponsivene
mprehensiv
ovision acro

ficiency: To 
tcomes with

ccess to se
crease spec

are co-ordin
ychological
tients with p

nimal cost 
th multiple s

hical behav
nefits of c
idence). 

Ratio

d upon the
rlie the deve

e combina
cognised as
nge of other

ons for f

MBS item nu
g earlier co
e been mo
lists in both
following se

ciples un

roposed for
ciples, inclu

Of any new

recognition
knowledged

mbursemen
ted specialis

ctive care: T

ess: To ena
ve manner b
oss multiple

provide the
hin a minim

ervices: By
cialist supply

nation: To 
, social, an
palliative ca

to consum
specialty ref

viour: To m
linical inter

onale for 

e evidence 
elopment of

ation of sk
s a special
r medical sp

A

future pr

umbers hav
onsultations 
ore recently
h public and
ections of th

nderlying

r considerat
ding (but no

w items wit

n: Of the 
d by the AM

t: Of palliat
sts claiming

To enable p

able the bes
by the most
 alternative

e most appr
um number

y promoting
y in both the

streamline 
nd spiritual 
are related c

mers: To mi
ferrals. 

minimise ov
rventions (h

new or m

gathered 
f new item n

kills demon
ist skill by 
pecialists; 

The Aus
Analysis of pr

rivate se

ve been pro
with pallia

y suggeste
d private se
his Chapter

g item de

tion by MS
ot necessar

h other item

specialty 
MC. 

tive medici
g on the MB

patients to r

st interests 
t appropriat

e service pro

ropriate suit
r of occasio

g workforce
e public and

access to
and other s
concerns. 

nimise out-

ver-servicin
however ap

modified

throughout
numbers fo

nstrated by 
the AMC a

tralian Govern
roposed MBS 

ector rem

oposed in th
ative medici
d to align 

ectors. Thes
r for conside

esign 

AC have b
rily limited to

ms currently

of palliati

ne specialis
BS. 

receive safe

of patients 
te specialist
oviders in o

te of service
ons of servic

e developm
d private se

 the most 
services re

-of-pocket c

g to patien
pplied in a

d item nu

t the curre
r palliative m

palliative 
and are sup

nment Departm
items for pallia

1

munerat

he Decision
ine speciali
scope of p

se and othe
eration by M

een framed
o): 

y listed (or 

ve medicin

sts in an e

e and effect

to be addre
t, rather tha
rder to mee

es in order 
ce for each 

ment of th
ectors. 

appropriate
quired to a

costs to co

nts whilst m
accordance 

umbers 

nt review, 
medicine sp

care phys
pported by 

ment of Health
ative medicine

Final Repor
11 March 2014

tion  

n Analytic P
ists.  Two 
practice of 
er potential 
MSAC. 

d in accord

proposed f

ne alongs

equivalent m

tive interven

essed in a t
an distributin
et patient ne

to achieve 
patient. 

e specialty

e range of
address the

onsumers a

maximising
with best 

several ke
pecialists: 

sicians are 
GPs togeth

  

 89

h 
e 
rt 
4 

rotocol by 
additional 
palliative 

items are 

ance with 

for listing) 

ide other 

manner to 

ntions. 

timely and 
ng service 
eed. 

maximum 

y area to 

f medical, 
needs of 

associated 

 potential 
available 

ey factors 

uniquely 
her with a 



 Pa
ad
pat
pat

 Pa
into

 

 

 

 

 Th
ass
rei

 Th
of 
pat
con
env
ma
info
com

 Th
be
a 
ass
ne

 Th
est
pa
che

 Cu
dev
act

 Cu
spe
the
use
wit

atients requ
missions d
tients: ave
tients are p

alliative care
o four stage

A patient m
initial asse
adjustment

A patient m
maximum 
any new 
disease), p
arrangeme

A patient m
complete 
predicted t

A patient w
palliative m

us, followin
sessment is
mbursed to

e majority o
one hour t
tient histor
ntrast, whil
vironment 

anagement 
ormation.  I
mmunity as

e effective
nefits of co
range of m
sess and m
ed for admi

e costs of c
timated he
lliative care
eaper than 

urrent fundi
velopment 
tual time sp

urrent fundin
ecialists wh
e RACP.  T
e of MBS ite
th the actua

iring palliat
uring the fi
rage seven

potentially pr

e patients t
es of service

may be dia
essment tha
t and family

may becom
a re-assess
illnesses (
patient/fami

ents; 

may then tra
re-assessm
rajectory of 

will enter the
medicine spe

ng initial as
s required t

o undertake 

of patient a
to complete
ry and disc
st longer d
(due to com

planning),
It is also no
ssessments

ness of pa
mmunity pa

medical, nu
manage pati
issions to h

community 
re in Austr
e, and bet
other types

ng arrange
from a me

pent with pa

ng arrangem
ho have his
This subgro
em number

al time spen

A

ive care se
inal year of
n admissio
reventable;

transition th
e delivery, w

agnosed as
at may or m
y issues); 

me clinically
sment of th
e.g. spinal
ily respons

ansition to t
ment of the
f their disea

e ‘terminal’ 
ecialist. 

sessment (
through the
more than 

ssessments
e. This is a
cuss treatm

duration ass
mplex diag
, there is 

oteworthy th
 have not a

alliative car
alliative care
rsing and o
ents in the 
ospital (by a

palliative ca
ralia to be 
tween 80%
s of admitted

ements do 
edical speci
atients and t

ments throu
storically qu
up of phys
rs for compl
nt with patie

The Aus
Analysis of pr

ervices curre
f their lives

ons). Hospi
 

hrough four
whereby: 

s palliative 
may not be

y ‘unstable’
heir clinical 
l cord com
es and any

the point of
eir needs d
se progress

phase of th

(which may
e palliative c
one assess

s, particular
attributed to
ment option
sessments 
nostic, indi
 typically 

hat specialis
appeared to

re intervent
e are partic
other healt
community
around 87.5

are have be
around ha

% (standard
d hospital c

not align 
ialist perspe
their familie

ugh the MB
ualified (or h
ician/palliat
lex assessm
nts. 

tralian Govern
roposed MBS 

ently exper
s (but may 
tal admissi

r major stag

but be rela
e ‘routine’ (d

 requiring a
condition a

mpression s
y changes 

f ‘deteriorat
depending 
sion; and fin

heir illness, 

y or may no
care journe
sment. 

rly in the co
o the time 
ns with ind
can also ta

ividual or fa
better acc

sts’ estimate
 factor trave

tions is we
cularly noted
th professio
y has a dem
5%). 

een reporte
alf of the c
d daily inpa
care. 

with the m
ective, by n

es.  

BS are mor
have subse
tive care sp
ment and tre

nment Departm
items for pallia

1

ience a me
be significa
ions for th

ges of need

atively ‘stab
depending 

at minimum
and treatme
secondary 
to previou

ion’, which 
upon any 

nally 

typically req

ot be compl
ey.  Special

ommunity co
taken to ga
dividuals a
ake place i
amily issue
cess to p
es of the tim
el time into 

ell recognis
d in the clin
onals.  Tim
monstrated a

ed in the ov
costs assoc
atient) to 9

model of pa
not allowing

e appropria
equently so
pecialists ha
eatment pla

ment of Health
ative medicine

Final Repor
11 March 2014

edian of fou
antly more 

he majority 

d and this 

ble’, necess
upon patie

m a review,
ent plan to 

to other n
sly establis

again may
variations 

quiring a re

lex), at leas
ists are cur

ontext, take
ather an ap

and their c
in a hospit

es requiring
pre-collecte
me to condu
considerati

sed.  More
nical literatu
me taken to
ability to red

verseas liter
ciated with
95% (inten

alliative car
g reimburse

ate for pallia
ught) a fell
ave made i
anning in ac

  

 90

h 
e 
rt 
4 

ur hospital 
for some 
of these 

translates 

sitating an 
nt illness, 

, but at a 
adjust for 
neoplastic 
shed care 

require a 
from the 

eview by a 

st one re-
rrently not 

e upwards 
ppropriate 
arers. By 
al/surgery 

g complex 
d patient 
uct longer 
on. 

eover, the 
ure and by 
o properly 
duce their 

rature and 
 inpatient 
sive unit) 

re service 
ement for 

ative care 
owship of 
ncreasing 

ccordance 



Thus,
follow

6.3 

Two o
under

 Pro
tre
cur
con

 

 

 Re
att
tak

 

 

Phys

It is p
asses
consu
132), 
given 

Figur

         

129. Pl

1

 proposed 
wing section

MBS i

options for 
rtaken by pa

ovision of 
atment and
rrent initial 
nsultations 

Hospital or

Home, resi

e-structuring
endance, c

king place in

All hospital

All home, r

ician equiv

proposed th
ssment item
ultant physic

be allowed
patient in a

re 6-1: Pr
m

                  

lease note that mod

1 Complex tr
managem

1 x MB
($263
85% ($2
75% (1

alternatives
s.  

tems for

MBS item
alliative me

access to 
d managem

attendanc
occurring in

r surgery co

idential or o

g of all curre
complex tre
n: 

l or surgery 

residential o

valent item

hat an addit
m (MBS item
cians to und
d for palliat
any given ye

roposed ite
anagemen

                 

delling is on actual 

reatment and
ment plan

BS 132 
3.90)
224.35)
197.95)

A

s for future 

r profess

s have bee
dicine spec

two additi
ment plann
e item 300
n:  

onsultations

other comm

ent items ba
atment and

consultatio

or other com

s 

tional MBS 
m 3005), or 
dertake com
ive care sp
ear (Figure 

ems for init
t planning

     

 (average) patterns

2
pat

d 
pr

The Aus
Analysis of pr

 MBS billin

sional att

en propose
cialists, relat

ional initial
ing. These
05 or 3018

; and 

unity care e

ased upon 
d managem

ons; and 

mmunity car

 item, eithe
a claim aga

mplex treatm
pecialists to
6-1). 

tial attenda
129  

s of service delivery

2 x Referred 
tient assessm

EITHE

AND 1 (ex
ofessional a

item

1 x MBS 3
($150.9
85% ($128
75% (113

tralian Govern
roposed MBS 

g arrangem

tendance

ed to reimb
ting to: 

 attendanc
 items wou
8 to allow 

environmen

a time-tiere
ment plannin

re environm

er another c
ainst an equ
ment and m
o undertake

ance includ

y claims (which are

Items for 
ment from 
ER

xisting) 
ttendance 

m

3005
90)
8.30)
3.20)

nment Departm
items for pallia

1

ments are n

es 

urse profes

ce items to
uld be use
for longer 

ts; 

ed approach
ng, or subs

ments. 

claim again
uivalent item
anagement

e two forma

ding compl

 a mixture of items 

OR No
and m
2 x (e

ment of Health
ative medicine

Final Repor
11 March 2014

now presen

ssional con

o allow for
ed in additi

and more

h (regardles
sequent atte

nst the exis
m to that av
t planning (

al assessme

lex treatme

s billed at 75% and 

o complex t
management
existing) pro
attendanc

2 x MBS 30
($150.90
85% ($128.3
75% ($113.2

  

 91

h 
e 
rt 
4 

ted in the 

nsultations 

r complex 
on to the 

e complex 

ss of initial 
endance), 

sting initial 
ailable for 
MBS item 
ents for a 

ent and 

85%). 

reatment 
t planning 
ofessional 
ces

005
0)
0)
0)

 



It is s
curren

Figur

PAL
MA

MBS

Profe
wher

a)  

b) 

Not 
rece

Not b
this i

Fee:

PAL
MA

MBS

Profe
wher

a)  

b) 

Not 
rece

Not b
this i

Fee:

 

suggested th
ntly availab

re 6-2: Pr

LLIATIVE CA
NAGEMENT

S Item XXXX 

essional attenda
re the patient is 

assessment is

- a comprehe
- comprehens

- the formulat

  a consultant 
referring prac

- an opinion o

- treatment op
- medication r

being an attend
ived on the sam

being an attend
tem for attenda

 $263.90          

LLIATIVE CA
NAGEMENT

S Item XXXX 

essional attenda
re the patient is 

assessment is

- a comprehe

- comprehens
- the formulat

  a consultant 
referring prac

- an opinion o
- treatment op

- medication r

being an attend
ived on the sam

being an attend
tem for attenda

 $263.90          

hat the new
le to Physic

roposed ite

ARE MEDICI
T PLAN - SUR

ance of at least 
 referred by a re

s undertaken th

nsive history, in
sive multi or det

ion of differentia

physician treatm
ctitioner that invo

on diagnosis and

ptions and decis
recommendatio

dance on a pa
me day by the sa

dance on the pa
ance by the sam

Benefit: 75% =

ARE MEDICI
T PLAN – OU

ance of at least 
 referred by a re

s undertaken th

nsive history, in

sive multi or det
ion of differentia

physician treatm
ctitioner that invo

on diagnosis and
ptions and decis

recommendatio

dance on a pa
me day by the sa

dance on the pa
ance by the sam

Benefit: 75% =

A

w item desc
cians (Figur

ems descri

INE SPECIA
RGERY OR 

 45 minutes dur
eferring practitio

hat covers:  

ncluding psycho
tailed single org

al diagnoses; an

ment and mana
olves:  

d risk assessme

sions  
ns  

atient in respect
ame palliative c

atient in respect
me palliative care

= $197.95          

INE SPECIA
UTSIDE OF S

 45 minutes dur
eferring practitio

hat covers:  

ncluding psycho

tailed single org
al diagnoses; an

ment and mana
olves:  

d risk assessme
sions  

ns  

atient in respect
ame palliative c

atient in respect
me palliative care

= $197.95          

The Aus
Analysis of pr

criptor follow
re 6-2). 

iptors for c

LIST, REFER
HOSPITAL 

ration for an init
oner, and where

osocial history a
an system asse

nd  

gement plan of 

ent  

t of whom, an 
care medicine sp

t of whom, in th
e medicine spec

 85% = $224.35

LIST, REFER
SURGERY O

ration for an init
oner, and where

osocial history a

an system asse
nd  

gement plan of 

ent  

t of whom, an 
care medicine sp

t of whom, in th
e medicine spec

 85% = $224.35

tralian Govern
roposed MBS 

w the same

complex pa

RRED PATIE

ial assessment 
e: 

nd medication r
essment;  

 significant com

attendance und
pecialist.  

he preceding 12
cialist. 

5 

RRED PATIE
OR HOSPITA

ial assessment 
e: 

nd medication r

essment;  

 significant com

attendance und
pecialist.  

he preceding 12
cialist. 

5 

nment Departm
items for pallia

1

structure a

atients 

ENT TREATM

 of a patient with

review;  

mplexity is develo

der items 3005

2 months, paym

ENT TREATM
AL 

 of a patient with

review;  

mplexity is develo

der items 3018

2 months, paym

ment of Health
ative medicine

Final Repor
11 March 2014

as the 132 

MENT AND 

h at least two m

oped and provid

5, 3010 or 3014

ment has been m

MENT AND 

h at least two m

oped and provid

8, 3023 or 3028

ment has been m

  

 92

h 
e 
rt 
4 

MBS item 

morbidities, 

ded to the 

4 has been 

made under 

morbidities, 

ded to the 

8 has been 

made under 

 



 

Consi
of refe
consid
asses
mana

 Co
by 
ass
bef
ava

 Co
30
com
(co
att

 Th
no
pro
qu

Resul

Time-

An alt
be to 
any in
Practi
would
althou

Two s

 On
pe

 Th

Unde
ancho
secon
asses
has b
has b
asses
break

 Co

 Co

ideration wa
erred treatm
dered to u
ssment.  A
agement pla

osts for 60%
non-physic

sessment a
fore or afte
ailable to sp

osts for 85%
18 by non
mplex ass
onducted ei
endance av

ese conver
n-physician
oportion of 
alified pallia

lts of the sc

-tiered item

ternative ap
allow a tim

ndividual pa
ice (Items: 

d enable gr
ugh others n

sets of time-

ne group fo
r year for sp

e other for 

r the propo
ored so as 
nd tier has 
ssment item
been introdu
been ancho
ssment and
kdown has b

onsultations

onsultations

as given to 
ment and m
under-reimb
Accordingly
anning item 

% of all hos
cian palliati
and treatm
er the 132
pecialists (M

% of all non
n-physician 
sessment a
ther before
vailable to s

rted rates w
n palliative 

standard (
ative care s

cenario mod

ms 

pproach to 
me-tiered st
atient.  Thi
3, 23, 36 a

reater flexib
note that it i

-tiered item

or assessme
pecialists (a

all subsequ

osed struct
not to exc
been struc

m for specia
uced to fill a
ored so as
d treatment
been structu

s that lasts n

s that last m

A

recommend
managemen
burse any 
, scenario 
has assum

pital or surg
ive care sp

ment planni
2 equivalen
MBS item 30

-hospital (o
palliative c

and treatm
 or after the

specialists (

were allocate
care spe

110) and c
pecialists.

delling are p

claiming ph
ructure by 
is approach
and 44).  It 
bility to res
is more adm

s are propo

ents, maint
as previousl

uent attenda

ture for tim
ceed the ra
tured so as
alists under
an existing 
s not to ex

planning u
ured to allow

not more tha

ore than 20

The Aus
Analysis of pr

ding access
t planning).
requiremen
modelling 

med that: 

gery assess
pecialists) w
ng.  Any 
t item) wo
005). 

or surgery) a
care speci

ment plann
e 132 equiv
MBS item 3

ed across c
ecialists an
complex (13

presented in

hysician equ
which spec

h parallels 
has been 

spond to th
ministrativel

osed for con

taining the 
ly described

ances. 

me-tiered a
tes availab
s not to exc
r the A24 s
gap in the c
xceed the 
under the A
w for: 

an 20 minut

0 but not mo

tralian Govern
roposed MBS 

s to the phy
. However, 
nts for a s

for the s

sments (cu
would be tr
additional 

ould involve

assessmen
alists) wou
ing. Again

valent item)
3005). 

current and 
d added 

32) assessm

n Chapter 7

uivalent item
cialists coul
existing MB
previously 
e fluctuatin
ly burdenso

nsideration:

provision fo
d); and 

ssessment 
ble under th
ceed the ra
schedule (it
current MB
rate availa
A4 schedu

tes duration

ore than 40

nment Departm
items for pallia

1

ysician equiv
the addition

second com
single com

rrently billed
ransferred t
assessmen

e the curre

ts (currently
uld be tran
n, any add

would invo

projected a
to the cur
ments unde

. 

ms for pallia
d bill for ac
BS items a
proposed th

ng needs o
ome to apply

 

or two asse

items, the
he A3 sche
ates availab
tem 3005), 
S item struc

able to phy
le (item 13

n; 

minutes du

ment of Health
ative medicine

Final Repor
11 March 2014

valent 133 
n of these i
mprehensiv

mplex treatm

d as MBS i
to rates for
nt (conduct
ent initial a

y billed as 
nsferred to 
ditional as
olve the cur

assessment
rrent and 
ertaken by 

ative medic
ctual time s
available fo
hat time-tie

of individual
y.  

essments p

e first tier 
edule (item 
ble under th

an interme
cture, and a

ysicians for
32).  The ti

uration; 

  

 93

h 
e 
rt 
4 

(follow-up 
items was 
ve patient 
ment and 

item 3005 
r complex 
ted either 
ttendance 

MBS item 
rates for 

ssessment 
rrent initial 

t items for 
projected 
physician 

cine would 
spent with 
r General 

ered items 
l patients, 

per patient 

has been 
104), the 

he current 
ediate tier 
a final tier 
r complex 
ime-tiered 



 Co

 Co

The p
prese

Figur

 

         

130. Pl

M

onsultations

onsultations

proposed M
ented in Figu

re 6-3: Pr

                  

lease note that mod

0‐20 min

MBS 104 ($8
85% ($72.75
75% ($64.2

s that last m

s that last fo

MBS item 
ure 6-4.  

roposed st

                 

delling is on actual 

ns

85.55)
75)
0)

A

ore than 40

r more than

descriptors 

ructure for

 

     

 (average) patterns

Option 2: 
T

20‐40 mi

MBS 300
($150.9
85% ($128.
75% ($113.

The Aus
Analysis of pr

0 but not mo

n 60 minute

 for each 

r time-tiere

s of service delivery

Referred Ite
Tiered Asses

ins

05 
0)
30)
20)

tralian Govern
roposed MBS 

ore than 60

es duration.

set of time

ed assessm

y claims (which are

ems for  2 x T
ssments 

40‐60m

New Ite
($207.4
85% ($176
$75% ($155

nment Departm
items for pallia

1

minutes du

e-tiered ass

ment items1

 a mixture of items 

Time 

ins

em 
40)
6.30)
5.55)

ment of Health
ative medicine

Final Repor
11 March 2014

uration; and

sessment 

130  

s billed at 75% and 

60 min

MBS 1
($263.9
85% $(224
75% ($19

  

 94

h 
e 
rt 
4 

 

items are 

 

85%). 

ns +

132 
90)
4.35)
7.95)



Figur

 

Cat

MB

Pro
pat

Not
any

Fee

MB

Pro
pat
tha

Not
any

Fee

MB

Pro
pat
tha

Not
any

Fee

MB

Pro
pat

Not
any

Fee

 

re 6-4: Pr

tegory 1 – Profe

BS Item YYY1 

ofessional attend
ient to him or he

t being an attend
y more than one 

e: $88.55 

BS Item YYY2 

ofessional attend
ient to him or he
n 40 minutes du

t being an attend
y more than one 

e: $150.90          

BS Item YYY3 

ofessional attend
ient to him or he
n 60 minutes du

t being an attend
y more than one 

e: $207.40 

BS Item YYY4 

ofessional attend
ient to him or he

t being an attend
y more than one 

e: $263.90          

roposed ite

essional attenda

ance by an pallia
r by a medical pr

dance on the pa
of YYY1, YYY2, 

Benefit: 75% =

ance by an pallia
r by a medical pr
ration. 

dance on the pa
of YYY1, YYY2, 

 Benefit: 75% = 

ance by an pallia
r by a medical pr
ration. 

dance on the pa
of YYY1, YYY2, 

Benefit: 75% =

ance by an pallia
r by a medical pr

dance on the pa
of YYY1, YYY2, 

 Benefit: 75% = 

A

em descrip

 

ances 

ative care medici
ractitioner - an in

atient in respect 
 YYY3, or YYY4 

= $66.41 85

ative care medici
ractitioner - an in

atient in respect 
 YYY3, or YYY4 

 $113.18             

ative care medici
ractitioner - an in

atient in respect 
 YYY3, or YYY4 

= $155.55 85

ative care medici
ractitioner - an in

atient in respect 
 YYY3, or YYY4 

 $197.93         85

The Aus
Analysis of pr

ptors for tim

ine specialist in t
nitial or subseque

of whom, in the 
 for attendance b

5% = $75.27 

ine specialist in t
nitial or subseque

of whom, in the 
 for attendance b

 85% = $128.27 

ine specialist in t
nitial or subseque

of whom, in the 
 for attendance b

5% = $176.29 

ine specialist in t
nitial or subseque

of whom, in the 
 for attendance b

5% = $224.32 

tralian Govern
roposed MBS 

me-tiered a

the practice of hi
ent assessment o

 preceding 12 m
by the same palli

the practice of hi
ent assessment o

 preceding 12 m
by the same palli

 

the practice of hi
ent assessment o

 preceding 12 m
by the same palli

the practice of hi
ent assessment o

 preceding 12 m
by the same palli

nment Departm
items for pallia

1

assessmen

s or her specialty
of not more than

months, payment 
iative care medic

s or her specialty
of more than 20 

months, payment 
iative care medic

s or her specialty
of more than 40 

months, payment 
iative care medic

s or her specialty
of more than 60 

months, payment 
iative care medic

ment of Health
ative medicine

Final Repor
11 March 2014

nts 

y, following refer
 20 minutes dura

 has been receiv
cine specialist. 

y, following refer
minutes, but not

 has been receiv
cine specialist. 

y, following refer
minutes, but not

 has been receiv
cine specialist. 

y, following refer
minutes duration

 has been receiv
cine specialist. 

  

 95

h 
e 
rt 
4 

rral of the 
ation. 

ved under 

rral of the 
t more 

ved under 

rral of the 
t more 

ved under 

rral of the 
n. 

ved under 

 



Figur

 

Figur

Categ

MBS 

Profe
patien
than 2

Fee: 

MBS 

Profe
patien
20 mi

Fee: 

MBS 

Profe
patien
40 mi

Fee: 

MBS 

Profe
patien
60 mi

Fee: 

 

re 6-5: Pr

re 6-6: Pr

0‐20 m

MBS 1
($43.0
85% ($36
75% (32.

gory 1 – Profess

 Item ZZZ1 

essional attendan
nt to him or her b
20 minutes durat

$43.00 B

 Item ZZZ2 

essional attendan
nt to him or her b
inutes, but not m

$75.50             B

 Item ZZZ3 

essional attendan
nt to him or her b
inutes, but not m

$103.80 B

 Item ZZZ4 

essional attendan
nt to him or her b
inutes duration. 

$132.10          B

roposed st

roposed ite

mins

05 
00)
6.55)
.55)

sional attendan

nce by an palliativ
by a medical prac
tion. 

enefit: 75% = $

nce by an palliativ
by a medical prac

more than 40 minu

Benefit: 75% = $

nce by an palliativ
by a medical prac

more than 60 minu

enefit: 75% = $

nce by an palliativ
by a medical prac

enefit: 75% = $9

A

tructure for

em descrip

Optio
Subseque

20‐40 m

MBS 30
($75.50
85% ($64.2
75% ($56.6

nces 

ve care medicine
ctitioner - a subs

$32.25 85%

ve care medicine
ctitioner - a subs
utes duration. 

$56.63             85

ve care medicine
ctitioner - a subs
utes duration. 

$77.85 85%

ve care medicine
ctitioner - a subs

99.08           85%

The Aus
Analysis of pr

r time-tiere

ptors for tim

on 2: Referre
nt Time Tier

mins

010 
0)
20)
65)

e specialist in the
sequent attendan

% = $36.55 

e specialist in the
sequent attendan

5% = $64.18 

e specialist in the
sequent attendan

% = $88.23 

e specialist in the
sequent attendan

% = $112.29 

tralian Govern
roposed MBS 

ed subsequ

me-tiered s

ed Item All 
red Attendan

40‐60min

New Ite
($103.80
85% ($88.2
75% ($77.8

e practice of his o
nce to an initial o

e practice of his o
nce to an initial o

e practice of his o
nce to an initial o

e practice of his o
nce to an initial o

nment Departm
items for pallia

1

uent items 

subsequent

nces

ns

m 
0)
25)
85)

or her specialty, 
r subsequent ass

or her specialty, 
r subsequent ass

or her specialty, 
r subsequent ass

or her specialty, 
r subsequent ass

ment of Health
ative medicine

Final Repor
11 March 2014

 

t consultat

60 mins +

MBS 133
($132.10)
85% ($112.30
75% ($99.10

following referra
sessment of not 

following referra
sessment of mor

following referra
sessment of mor

following referra
sessment of mor

  

 96

h 
e 
rt 
4 

 

tions 

+

3 
)
0)
0)

l of the 
 more 

l of the 
re than 

l of the 
re than 

l of the 
re than 

 



Unde
been 
the se
asses
has b
has b
asses

To ma
consu

 Co

 Co

 Co

 Co

The s
involv

 Fo
ass

 

 

 Fo
ass

 

 

Estim

6.4 

As p
specia

 Ite

 Ite
the

 Ite

There
been 
numb

r the propo
anchored s

econd tier h
ssment item
been introdu
been ancho
ssment and 

aintain con
ultations has

onsultations

onsultations

onsultations

onsultations

scenarios d
ved estimati

r time-tiere
sessments)

For hospita

 50% of a

 50% ass

For non-ho

 15% of a

 85% ass

r time-tiere
sumed that 

67% of all s

33% of all s

mations deriv

Prop

reviously r
alists relatin

m 3018 - M

m 3023 – A
e following i

m 3028 – M

e is current
attributed t

bers for othe

sed structu
so as not to

has been str
m for specia
uced to fill a
ored so as
treatment p

sistency wi
s been stru

s that lasts n

s that last m

s that last m

s that last fo

developed 
ing the prop

d items rela
) it was assu

al or surgery

assessmen

sessments 

ospital or su

assessmen

sessments 

d items rela
for both ho

subsequent

subsequent

ved from the

osed mo

reported, th
ng to home 

Medical Prac

Attendance
tem has be

Minor Attend

ly a small v
to confusio
er commun

A

ure for time-
o exceed th
ructured so 
alists under
an existing 
s not to ex
planning un

ith assessm
ctured to al

not more tha

ore than 20

ore than 40

r more than

to model t
portion of cla

ating to ass
umed that:

y related as

nts would las

would last m

urgery relate

nts would las

would last m

ating to sub
ospital/surge

t consultatio

t consultatio

ese scenari

odificatio

here are c
visits, inclu

ctitioner (Pa

e Subseque
een claimed

dance Subs

volume of c
n on the pa
ity consulta

The Aus
Analysis of pr

-tiered subs
he rates av
as not to e

r the A24 s
gap in the c
xceed the 
nder the A4 

ment items 
low for: 

an 20 minut

0 but not mo

0 but not mo

n 60 minute

the potentia
aims within

sessment (a

ssessments

st between 

more than 6

ed assessm

st between 

more than 6

bsequent co
ery and non

ons would l

ons would l

ios are sepa

ons to ex

currently th
uding: 

alliative Med

ent to the fi
: 

sequent to t

current MB
art of speci
ations that a

tralian Govern
roposed MBS 

sequent item
vailable und
xceed the r
schedule (it
current MB
rate availa
schedule(it

the time-tie

tes duration

ore than 40 

ore than 60 

es duration.

al impact o
 each of the

allowing for 

s: 

40-60 minu

60 minutes.

ments: 

40-60 minu

60 minutes.

onsultations
n-hospital/su

ast between

ast between

arately pres

xisting ite

hree items 

dicine Spec

rst in a sin

he first in a

BS activity i
ialists abou
are not spe

nment Departm
items for pallia

1

ms (Figure 
der the A3 s
rates availa
tem 3010), 
S item struc

able to phy
tem 133).   

ered breakd

n; 

minutes du

minutes du

of these ite
e four tiers, 

two occasi

utes; and 

 

utes; and 

 

s (following 
urgery cons

n 20-40 min

n 40-60 min

sented in Ch

em numb

listed for 

ialist) Atten

gle course 

single cour

n these item
ut the applic
ecific home 

ment of Health
ative medicine

Final Repor
11 March 2014

6-5) the firs
schedule (i
ble under th
an interme

cture, and a
ysicians for

down for su

uration; 

uration; and

ems upon 
as follows:

ions to con

assessmen
sultations: 

nutes; and 

nutes. 

hapter 7. 

bers 

palliative 

ndance – Ho

of treatme

rse of treatm

ms. This in
cability of th
visits. It is 

  

 97

h 
e 
rt 
4 

st tier has 
tem 105), 
he current 
ediate tier 
a final tier 
r complex 

ubsequent 

 

the MBS 
 

duct such 

nts) it was 

medicine 

ome Visit; 

nt, unless 

ment. 

n part has 
hese item 
important 



to not
items 
in the

Figur

Assum
MSAC
mode
of act
utilisa
specia

. 

te that the 
can be use

 title of the 

re 6-7: Pr

ming that b
C, any antic
elled scenar
tivity curren
ation withou
alists was c

item descr
ed “at a pla
item numbe

roposed de

broader cha
cipated inc
rios present
ntly occurrin
ut broader 
considered t

A

riptors them
ace other th
ers is the on

escriptors f

anges to pr
rease in th
ted in the fo

ng across th
changes t

to be unrelia

The Aus
Analysis of pr

mselves wou
han consulti
nly changed

for residen

rofessional 
e use of th
ollowing ch
hese items, 
to professio
able and wa

tralian Govern
roposed MBS 

uld appear 
ing rooms o
d proposed 

ntial care/h

attendance
hese items 
apter of this
data mode

onal attend
as thus not 

nment Departm
items for pallia

1

to make q
or hospital”,
for conside

ome visits 

e items ma
has alread
s report.  G

elling of any
dance items

performed.

ment of Health
ative medicine

Final Repor
11 March 2014

quite clear t
, and thus, 

eration (Figu

s items 

ay be cons
y been fac

Given the lo
y isolated c
s for pallia
. 

  

 98

h 
e 
rt 
4 

that these 
a change 

ure 6-7).  

idered by 
ctored into 
ow volume 
hanges in 
ative care 

 



 7 

7.1 

The p
privat

7.2 

7.2.1 

Two a
A det
provid

7.2.2 

This 
home
mode
treatm
assum
and t
asses
servic

For ho

 Fir

 Bo

 Fir

It has
3005 
subse

Home
these
asses
attrac

A com
is sho

 

Impa

Mode

purpose of 
te sector of 

Priva

SCENA

alternatives
tailed expla
de a summa

SCENA

alternative 
e/community
elling howev
ments and 
med that the
the treatme
ssment type
ces. 

ospital/surg

rst assessm

oth assessm

rst assessm

s also been 
for hospita

equent treat

e/community
 assessme

ssments. Fo
ct item 3018

mparison fo
own in Table

act of ch

elling obj

the financ
the propose

ate secto

ARIO MOD

 have been
nation of e
ary of the m

ARIO 1 – P

assumes t
y visits. Th
ver there i
the rates a
e number o
ent type se
e services in

gery assess

ment at item 

ments at item

ment at item 

assumed th
al/surgery a
tments are 

y assessme
ents it is ex
or these ass
8 rates.  All 

r 2012/13 b
e 7-1. 

A

anges t

jectives

ial modellin
ed new MB

or 

ELLING 

n modelled
ach alterna

main outcom

HYSICIAN 

that there w
he current 
s a signific

at which se
of assessme
ervices will 
ncrease from

ment visits,

132 rates a

m 3005 rate

3005 rates

hat there wi
ssessments
at item 301

ents are es
xpected tha
sessments,
subsequent

between the

 

The Aus
Analysis of pr

to remun

ng undertak
S item struc

to assess t
ative is prov
mes for each

EQUIVALE

will be an 
total num

cant chang
ervices are 
ent type ser

be reduce
m 15,939 s

, three pote

and second

es; and  

s and secon

ill be an ove
s under the
0 rates. 

stimated at 
at there will
 85% are a
t treatments

e current an

tralian Govern
roposed MBS 

neration

ken is to q
ctures for p

the impact 
vided at Ch
h alternative

ENT 

80:20 split
ber of ser

ge in the m
billed. In b

rvices will d
ed commen
services in 2

ential combi

 assessme

d assessme

erall 50:50 s
e three com

20% of tota
l be a muc

assumed to 
s are at item

nd proposed

nment Departm
items for pallia

1

arrange

uantify the 
alliative me

of revised M
hapter 6. Th
e. 

t between 
rvices is h
mix betwee
both service
double from
nsurately. U
2012/13 to a

nations hav

nt at item 3

ent at item 

split in the u
mbinations d

al assessm
ch higher in

attract item
m 3023 rate

d billing patt

ment of Health
ative medicine

Final Repor
11 March 2014

ements 

 implication
edicine. 

MBS item s
he following

hospital/sur
eld consta

en assessm
e environm

m the curren
Under this 
a new total 

ve been mo

005 rates; 

132 rates. 

use of items
described a

ment volume
ncidence of
m 132 rates
es.  

terns and M

  

 99

h 
e 
rt 
4 

ns for the 

structures. 
g sections 

rgery and 
ant in the 
ments and 

ents, it is 
t volumes 
proposal, 
of 31,877 

delled: 

s 132 and 
above. All 

es and for 
f complex 
 and 15% 

MBS items 



Table

Figure
charg
respe

Figur

In 20
$173.
avera

e 7-1: Ph

e 7-1and F
ges, benefit
ectively. The

re 7-1: As

13, the ave
07 under t

age amount 

hysician eq

Figure 7-2 s
ts and ou
ere is no ch

ssessment

erage bene
his alternat
increases b

A

quivalent c

show a com
t-of-pocket
ange in the

t services –

efit paid for 
tive, which 
by 21.5% fr

The Aus
Analysis of pr

compared t

mparison of
amounts 

e overall vol

–average $

assessme
represents

rom $41.19 

tralian Govern
roposed MBS 

to current v

f this altern
for assess
ume of serv

$ per servic

nt services 
s an increas

to $50.05.

nment Departm
items for pallia

1

volumes – 

native with 
sment and 
vices delive

ce by financ

was $136
se of 26.6%

ment of Health
ative medicine

Final Repor
11 March 2014

2012/13 

the current
treatment

ered.  

cial year 

.72 and thi
%. The out-

  

 100

h 
e 
rt 
4 

 

t rates for 
services 

 

s rises to 
-of-pocket 

0



Figur

For tr
$60.5
$27.2
minor
pocke

Total 
with t
(befor

Table
physic

Table

Hospital 

Initial Com

Initial Stan

Subseque

Total Hos

Home or 

Initial Com

Initial Stan

Subseque

Total Hom

Grand To

Palliative

Physician

re 7-2: Tr

reatment se
50 in 2013 
22 to $21.43
r out-of-poc
et of $26.60

benefits pa
the estimat
re indexatio

e 7-2 shows
cian equiva

e 7-2: Ph

 or Surgery

mplex Ax @ 132 8

ndard Ax @ 3005 8

ent @ 3010 26

spital/Surgery 42

 Community

mplex Ax @ 132 3

ndard Ax @ 3005

ent @ 3023 6

me/Community 10

otal 53

e Care                  

n Equivalent

reatment se

ervices, the
to $64.66.

3 due to a m
cket of $0.7
0. 

aid in 2013 u
te for the c
on).  

s a summa
alent alterna

hysician eq

FY10 FY11

8,100 9,638 1

8,100 9,638 1

6,606 28,589 3

2,806 47,866 5

3,443 4,096

608 723

6,652 7,147

0,702 11,966 1

3,508 59,832 6

N

A

ervices – a

e average b
The out-o

much highe
6/service a

under this a
current sce

ry by item 
ative. 

quivalent ra

FY12 FY13

1,206 12,751 1

1,206 12,751 1

31,590 35,398 3

54,002 60,899 6

4,763 5,419

840 956

7,897 8,849

3,501 15,225 1

67,503 76,124 8

o of Services

The Aus
Analysis of pr

average $ p

benefit paid
of-pocket am
er volume o
nd lower vo

alternative a
enario of $5

number of 

ates – 2009

FY14 FY15

14,143 15,535

14,143 15,535

38,050 40,702

66,336 71,772

6,011 6,602

1,061 1,165

9,512 10,176

16,584 17,943

82,920 89,715

tralian Govern
roposed MBS 

per service

 under this
mount actu
f item 3023
olumes of it

are estimate
5.820, an i

how billing

9/10 to 201

FY10 FY

1,652,572 1,976,6

892,260 1,082,4

1,444,253 1,577,6

3,989,084 4,636,7

702,343 840,0

89,151 108,0

602,997 665,1

1,394,490 1,613,3

5,383,575 6,250,1

nment Departm
items for pallia

1

by financi

 alternative
ually decrea
3, which cur
tem 3010, w

ed at $8.37
ncrease of

g patterns w

4/15 

Y11 FY12

667 2,330,859

434 1,285,519

698 1,780,855

799 5,397,234

084 990,615

054 127,794

176 735,312

313 1,853,721

113 7,250,955

Benefi

ment of Health
ative medicine

Final Repor
11 March 2014

ial year 

e rises by 6
ases by 11
rrently attra
which has 

8M, which 
f $2.558M 

would look 

FY13 FY

2,724,763 3,022,

1,486,917 1,649,

2,032,346 2,184,

6,244,027 6,856,

1,158,024 1,284,

147,283 163,

828,568 890,

2,133,875 2,338,

8,377,902 9,194,

t    

  

 101

h 
e 
rt 
4 

 

6.9% from 
.3% from 
cts only a 
an out-of-

compares 
or 43.9% 

under the 

 

Y14 FY15

227 3,319,691

245 1,811,573

624 2,336,901

096 7,468,165

447 1,410,869

362 179,441

650 952,732

458 2,543,041

554 10,011,206

1



7.2.3 

This s
servic
also a
equiva
follow
propo

 Table

A com
Table

Table

0-20 m

20-40 m

40-60 m

60+ mi

Time t

Item

Ass

3005

110 

132 

3018

New

Tota

Trea

3010

116 

3023

133 
New

Tota

Gran

 

SCENA

scenario is 
ces as per 
assumes th
alent scena

wing table s
osed time-tie

e 7-3: Ti

mparison of
e 7-4. 

e 7-4: Co

mins

mins

mins

ins

tiers

m 

essment 

5 

8 

w (Mid 132/300

al Assessment 

atment 

0 

3 

w (mid 133/301

al Treatment 

nd Total 

ARIO 2 – T

based on t
the current
e same vol
ario. Howev
shows how
ers. 

me-tiered d

f the volum

omparison

05) 

 

0) 

A

IME-TIERE

ime-tiered s
t position a
ume of ass
ver there is

w assessme

distribution

es in 2012

 by item 

Hospit

0

0

50

50

100

Com

Curre
2012/

8,77

2,90

2,64

1,61

15,9

41,7

14,0

2,25

2,09

60,1

76,1

The Aus
Analysis of pr

ED 

service ban
and scenari
sessment an
s a differen
ent and tre

n by time-t

/13 under t

tal Hom

0% 0%

0% 0%

0% 15%

0% 85%

0% 100%

mplex Ax

ent 
/13 

P
E

70 

03 

49 

17 

39 

82 

53 

59 

91 

86 

24 

tralian Govern
roposed MBS 

nds and ass
io 1 – phys
nd treatmen
t mix of ite

eatments ite

tier 

the current 

e Hospital

% 0%

% 100%

% 0%

% 0%

% 100%

Std

Physician 
Equivalent 

2012/13 

12,751 

18,170 

956 

31,877 

35,398 

8,849 

44,247 

76,124 

nment Departm
items for pallia

1

sumes the s
sician equiv
nts services
m numbers

ems are dis

and two sc

Home

0%

100%

0%

0%

100%

d Ax

Time tie
2012/13

13,707

10,982

7,188 

31,877

29,646

14,602

44,247

76,124

ment of Health
ative medicine

Final Repor
11 March 2014

same total v
valent. This
s as for the 
s being app
stributed a

cenarios is 

Hospital

67%

33%

100%

Subseq

er 
3 

Av
Be
20

7 1

1

2 2

15

 16

7 

6 5

5

9

10
2 8

7 

4 

  

 102

h 
e 
rt 
4 

volume of 
s scenario 
physician 

plied. The 
cross the 

 

shown in 

 

Home

67%

33%

100%

quent

verage 
enefit 

012/13 

$ 

16.61 

17.58 

13.69 

54.01 

65.15 

57.41 

57.57 

93.63 

05.93 
81.67 

2



Figure
charg
respe

Figur

In 20
$161.
avera

Figur

For tr
$60.5
27.22

e 7-3 and 
ges, benefit
ectively. The

re 7-3: As

13, the ave
00 under t

age amount 

re 7-4: Tr

reatment se
50 in 2013 t
2 to $28.11. 

Figure 7-4 
ts and ou
ere is no ch

ssessment

erage bene
this scenar
increases b

reatment se

ervices, the
to 65.42. Th

A

show a co
t-of-pocket
ange in the

t services –

efit paid for 
rio, which r
by 20.0% fr

ervices – a

e average b
he out-of-po

The Aus
Analysis of pr

omparison 
amounts 

e overall vol

– average $

assessme
represents 
rom $41.19 

average $ p

benefit paid
ocket amou

tralian Govern
roposed MBS 

of this sce
for assess
ume of serv

$ per servic

nt services 
an increas
to $49.43.

per service

d under thi
unt increase

nment Departm
items for pallia

1

nario with t
sment and 
vices delive

ce by finan

was $136
e of 17.8%

by financi

s scenario 
es only mar

ment of Health
ative medicine

Final Repor
11 March 2014

the current
treatment

ered.  

ncial year 

.72 and thi
%. The out-

ial year 

rises by 8
rginally by 3

  

 103

h 
e 
rt 
4 

t rates for 
services 

 

s rises to 
-of-pocket 

 

8.1% from 
3.3% from 

3



Total 
with t
(befor

Table
time-t

Table

7.2.4 

The fi
been 

 20
20

 20

In 20
($106
physic
an inc
simila
rising 

 

Hospital or 
Initial Comp
0-20 mins @
20-40 mins @
40-60 mins @
60+ mins @
Initial Stand
0-20 mins @
20-40 mins @
40-60 mins @
60+ mins @

Subsequen

0-20 mins @
20-40 mins @

40-60 mins @

60+ mins @

Total - Hosp

Home or Co
Initial Comp
0-20 mins @
20-40 mins @
40-60 mins @
60+ mins @
Initial Stand
0-20 mins @
20-40 mins @
40-60 mins @
60+ mins @

Subsequen

0-20 mins @

20-40 mins @

40-60 mins @

60+ mins @
Total - Hom

Grand Tota

Palliative C
Time Tier

benefits pa
the estimat
re indexatio

e 7-5 shows
tier scenario

e 7-5: Ti

FINAN

inancial pro
based on th

14 – by 2.0
13 to 1 July

15 – by a fu

012/13, cha
6.60/service
cian equiva
crease of 3
ar to physici

to $13.438

 Surgery
plex Ax

@ 104
@ 3005
@ new (mid 3005/132)

@ 132
dard Ax

@ 104
@ 3005
@ new (mid 3005/132)

@ 132

nt

@ 105
@ 3010

@ new (mid 3010/133)

@ 133

pital/Surgery

ommunity
plex Ax

@ 104
@ 3005
@ new (mid 3005/132)

@ 132
dard Ax

@ 104
@ 3005
@ new (mid 3005/132)

@ 132

nt

@ 105

@ 3010

@ new (mid 3010/133)

@ 133
me/Community

l

are                                   

aid in 2013 
e for the c

on). 

s a summa
o. 

me-tiered r

CIAL PROJ

ojections sh
he linear tre

00%. (It is a
y 2014. How

urther 1.89%

arges by sp
e) rising to
alent rates, c
34.6% or $2
an equivale

8M by 2014/

FY10 F

0
0

4,050 4
4,050 4

0
8,100 9

0
0

0
17,826 19

8,780 9

0

42,806 47

0
0

516
2,926 3

0
608

0
0

0

4,457 4

2,195 2

0
10,702 11

53,508 59

       

A

under this 
current scen

ry by item 

rates – 200

JECTIONS

hown below
end increase

acknowledg
wever an ap

% 

pecialists u
o $9.998M
charges in 2
2.807M and
ent charges
/15 ($149.7

 

FY11 FY12

0 0
0 0

,819 5,603 6
,819 5,603 6

0 0
,638 11,206 12

0 0
0 0

0 0
,155 21,165 23

,434 10,425 1

0 0

,866 54,002 60

0 0
0 0

614 714
,482 4,048 4

0 0
723 840

0 0
0 0

0 0

,789 5,291 5

,359 2,606 2

0 0
,966 13,501 15

,832 67,503 76

No of Services

The Aus
Analysis of pr

scenario a
nario of $5

number of 

09/10 to 201

w have been
es for a gro

ed that inde
ppropriate in

under existi
($111.44/s

2012/13 are
d rise to $14
s and are es
79). Details a

FY13 FY14

0 0
0 0

6,375 7,071
6,375 7,071

0 0
2,751 14,143 1

0 0
0 0

0 0
3,716 25,493 2

1,681 12,556 1

0 0

0,899 66,336 7

0 0
0 0

813 902
4,606 5,109

0 0
956 1,061

0 0
0 0

0 0

5,929 6,373

2,920 3,139

0 0
5,225 16,584 1

6,124 82,920 8

s

tralian Govern
roposed MBS 

re estimate
.820M, an 

how billing

14/15 

n updated t
oup of releva

exation has
ncrease has

ing conditio
service) by
e estimated
4.089M by 
stimated at 
are shown 

FY15 FY10

0 0
0 0

7,767 636,208
7,767 826,286

0 0
15,535 892,260

0 0
0 0

0 0
27,270 967,649

13,432 695,904

0 0

71,772 4,018,307

0 0
0 0

990 81,117
5,612 596,992

0 0
1,165 66,919

0 0
0 0

0 0

6,818 241,912

3,358 173,976

0 0
17,943 1,160,916

89,715 5,179,222

nment Departm
items for pallia

1

ed at $8.027
increase of

g patterns w

o include in
ant MBS ite

s been defe
s been inclu

ons are es
y 2014/15. 
d at $10.922
2014/15. T
$10.846M i
in Figure 7-

FY11 FY1

0
0

764,775 904,09
988,334 1,165,43

0
1,082,434 1,285,51

0
0

0
1,057,058 1,193,17

746,217 832,55

0

4,638,817 5,380,76

0
0

97,509 115,27
714,071 842,02

0
81,183 96,41

0
0

0

264,264 298,29

186,554 208,13

0
1,343,581 1,560,14

5,982,398 6,940,90

Be

ment of Health
ative medicine

Final Repor
11 March 2014

7M, which 
f $2.207M 

would look 

ndexation, w
ems: 

erred from N
uded). 

stimated at 
Under sc

2M ($143.4
Time-tier ch
in 2012/13 
-5. 

2 FY13

0 0
0 0

95 1,052,920 1,16
30 1,362,382 1,5

0 0
9 1,486,917 1,64
0 0
0 0

0 0
73 1,361,672 1,46

52 954,049 1,02

0 0

68 6,217,940 6,81

0 0
0 0

72 134,247 14
23 984,321 1,09

0 0
4 111,519 12
0 0
0 0

0 0

93 340,418 36

38 238,512 25

0 0
40 1,809,017 1,98

09 8,026,958 8,80

enefit    

  

 104

h 
e 
rt 
4 

compares 
or 37.9% 

under the 

 

which has 

November 

$8.115M 
cenario 1, 
7/service) 
arges are 
($142.48) 

FY14 FY15

0 0
0 0

67,868 1,282,816
11,114 1,659,846

0 0
49,245 1,811,573

0 0
0 0

0 0
63,698 1,565,724

25,533 1,097,017

0 0

17,458 7,416,975

0 0
0 0

48,903 163,559
91,780 1,199,238

0 0
23,693 135,868

0 0
0 0

0 0

65,924 391,431

56,383 274,254

0 0
86,684 2,164,351

04,142 9,581,326

4



Figur

Benef

Figur

In 20
($76.4
equiva
of $2
projec
($120
lower 
($110

Out-o
expen
($31.4

re 7-5:  S

fits paid und

re 7-6:  S

012/13, be
45/service) 
alent, bene

2.558M or 
cted to 20
0.52/service

than the p
0.99/service

of-pocket ou
nses are 
43/service) 

Summary of

der the curr

Summary of

enefits paid
rising to $7

efits paid in 
43.9% ove
14/15 is $

e). Time-tier
physician eq
e). 

utlays are 
$2.295M i

A

f options –

rent and pro

f options –

d under t
7.178M ($80
2012/13 are
er current 

$3.634M or 
r benefits ar
quivalent b

shown in 
in 2012/13

The Aus
Analysis of pr

– specialist

oposed sce

– benefits p

the curren
0.01/service
e estimated
conditions.

r 50.6% wi
re estimated
enefit by $

Figure 7-7
3 ($30.14/s

tralian Govern
roposed MBS 

t charges b

narios are s

paid by fina

nt scenario
e) by 2014/
d at $8.378M
 The incre
ith total be
d at $8.027
0.351M an

. Under cu
service) ris

nment Departm
items for pallia

1

by financial

shown in Fig

ancial year

o are esti
15. Under s
M ($110.06/
ease above
enefits estim
M in 2012/1
d rises to $

urrent cond
sing to $2

ment of Health
ative medicine

Final Repor
11 March 2014

l year 

gure 7-6. 

r 

mated at 
scenario 1, 
/service) an
e current c
mated at $
13 ($105.45
$9.957M by

ditions, out-
2.820M in 

  

 105

h 
e 
rt 
4 

 

$5.820M 
physician 

n increase 
conditions 
$10.812M 
5) which is 
y 2014/15 

-of-pocket 
2014/15 

5



Figur

Unde
($33.4
2014/
16.2%
pocke
to $3.

7.3 

Curre
curren
assoc
clinici

The m
very d
patien

7.4 

Given
saving
patien
scena
notion
care 
preve

. 

re 7-7:  S

r scenario 
42/service) 
/15 the out

% or $0.457
ets are high
481M in 20

Public

ent costs of 
nt palliative
ciated with 
ans assess

multi-discipl
different in 
nts. 

Revis
preve

n the differe
gs associa
nt treatmen
ario (Table 7
nally save t
population 

entable hosp

Summary of

1, physicia
in 2012/13

t-of-pockets
7M above t
her than sce
014/15 ($38

c sector 

public secto
e medicine
individual p

sing and tre

inary mode
the level o

sed estim
entable a

ences in M
ted with po
nt in the c
7-6), an add
the health s
could be i

pital admiss

A

f options –

n equivalen
3, an increa
s under sce
the current 
enario 1 and
.80/service

or services 
 specialists
patient trea
ating patien

els of care t
f involveme

mates of 
admissio

MBS item re
otentially p
community)
ditional outl
system an e
identified a
sion). 

 

The Aus
Analysis of pr

– out-of-poc

nt, out-of-po
ase of $0.24
enario 1 ar
conditions 

d are estim
). 

could not b
s work in 

atments can
nts. 

that univers
ent of the p

f cost ass
ons 

ebates und
reventable 

) were re-e
ay of up to 
estimated $

and treated

tralian Govern
roposed MBS 

ckets by fin

ocket expen
49M or 10.9
re projected
projected t

ated at $2.8

be reliably e
the public

nnot be sep

sally operat
palliative me

sociated

der the pro
hospital ad

estimated. 
$5.0M in sp

$21M if an 
in the com

nment Departm
items for pallia

1

nancial yea

nses are es
9% above c
d to rise to
to 2014/15.
819M ($37.

estimated.  
sector.  

parated from

te in the pu
edicine spe

 with pot

posed scen
dmissions 
Under a p

pecialist con
additional 2

mmunity (av

ment of Health
ative medicine

Final Repor
11 March 2014

ar 

stimated at
current con
o $3.277M,
. The time-
04) in 2012

More than h
However, 
m the costs

ublic sector 
ecialist in th

tentially 

narios, noti
(via mainte
physician e
nsultation fe
20% of the
voiding a p

  

 106

h 
e 
rt 
4 

 

t $2.544M 
ditions. In 
 which is 
tier out-of 

2/13 rising 

half of the 
the costs 
s of other 

are often 
he care of 

ional cost 
enance of 
equivalent 
ees would 

e palliative 
potentially 

6



Table

Unde
consu
additio
comm

 

e 7-6: No

r a time-tie
ultation fees
onal 20% 

munity (avoi

otional cos

ered scenar
s would als
of the pal
ding a pote

A

st savings 

rio (Table 7
so notional
liative care
ntially preve

 

The Aus
Analysis of pr

under a ph

7-7) an add
ly save the

e populatio
entable hos

tralian Govern
roposed MBS 

hysician eq

ditional outl
e health sy
n could be
spital admis

nment Departm
items for pallia

1

quivalent M

ay of up to
stem an es

e identified 
ssion). 

ment of Health
ative medicine

Final Repor
11 March 2014

MBS scenar

o $4.7M in 
stimated $2

and treate

  

 107

h 
e 
rt 
4 

rio 

 

specialist 
21M if an 
ed in the 

7



Table

7.5 

Anecd
availa
supply
not lim

 Cu
str
ret
arr

 Th
can
inc
eff

e 7-7: No

Impac

dotal report
ability of M
y of special

mited to: 

urrent benef
ucture is a
taining spe
rangements

e current r
ndidates co

crease in the
fect on the n

otional cos

ct upon s

ts from repr
BS items f
lists.  There

fit levels ar
actively wo
ecialists in
s; and 

remuneratio
ompared wi
e number o
number of a

A

st savings 

supply of

esentatives
for palliative
e are severa

re unable t
orking agai
n private 

on levels fo
ith other sp

of new fellow
applications

The Aus
Analysis of pr

under a tim

f special

s of the Cha
e medicine
al self-reinfo

to support 
nst attracti
hospital p

or palliative
pecialty are
ws, it remai
s for accredi

tralian Govern
roposed MBS 

me-tiered M

lists 

apter of Pall
e would ha
orcing reaso

a viable pr
ing special

practices th

e medicine
as.  Whilst
ns to be se
ited palliativ

nment Departm
items for pallia

1

MBS scenar

liative Medi
ve a positi
ons for this 

rivate practi
ists into p
hat rely u

is a disin
more rece

en if this wi
ve medicine

ment of Health
ative medicine

Final Repor
11 March 2014

rio 

cine indicat
ive impact 
advice, inc

ice.  Hence
private prac
upon fee-f

ncentive in 
ent data ind
ill have a lo
e registrar p

  

 108

h 
e 
rt 
4 

 

te that the 
upon the 
luding but 

e, the fee 
ctice, and 
or-service 

attracting 
dicates an 
ng-lasting 

positions. 

8



7.6 

It is e
over 
struct

The ra
positio
will no
the ‘ta

As th
there 
jurisd
workfo
MBS 

7.7 

The A
comp
interv

1. Ad

2. Im
se

3. Di

4. En
pu
of 
tra
the
su
co
sp

5. W
me
of 
ind
ar

6. Im

a. 

b. 

Notwi
to imp
basis 
stand
provis

Impac

stimated th
time as a 

ture. 

ate of incre
ons and the
ot be a maj
ake up’ rate

ere will be
is likely to 

ictions with
force is ava
items is rep

Impac

AMC, and th
lex area, r

ventions to p

dvice and s

mproving int
ervice mode

rect manag

nabling equ
ublic sector 

other med
aining to pr
erefore be 

uperior to o
ompetencies
pecialists ar

Workforce de
edicine spe
appropriate

dividuals re
rea that has

mproving ac

Reducing
individuals

Reducing

ithstanding 
prove (with

for quantif
ard quantif

sion of me

ct upon a

at there wo
direct resu

ease in qua
e interest in
or or sudde

es will be gra

 strong jur
be concer

h the exce
ilable at a r
ported to giv

ct upon p

he medical 
requiring a
patients.  Pa

upport to G

tegration an
els; 

gement of m

uivalent rei
– currently
ical college
rovide a wi
no worse 

other medic
s to addre
re competen

evelopment
ecialists into
e end of life
equesting r
s thus far re

cess to time

 preventab
s to die as t

 out-of-pock

the propos
 respect to
fying the le
fication met
dical consu

A

access to

ould be an in
ult of a ne

lified specia
n specialisa
en turnarou
adual. 

isdictional i
rted efforts, 
ption of Ta

rate conside
ve impetus 

patient o

profession
a dedicated
atient outco

Ps; 

nd coordina

more comple

mbursemen
y a significa
es.  Given t
de range o
than those

cal special
ess the ra
nt in and ca

t that may 
o public pol
e managem
referral for 
mained larg

ely care by:

ble admissi
they choose

ket costs (o

ition that pa
 dying with
evel of exp
thods – at 
ultation ser

The Aus
Analysis of pr

o service

ncrease in t
ew – more

alists is a fu
ation in palli
nd in the cu

interest in 
particularly

asmania an
ered approp
to developi

utcomes

 more broa
d specialty 
omes can th

ation of care

ex cases – 

nt for prac
nt limitation
the efficacy
of services,
e achieved 
ists who h

ange of en
apable of de

also incre
icy and pro
ent.  This w
palliative s

gely unaddr

: 

ons for in
e – in the co

on average)

atient outco
h dignity an
pected pati
individual p
rvices (at t

tralian Govern
roposed MBS 

es 

the supply o
e appropria

unction of th
iative medic
urrent poten

developing 
y in the tak
nd New So
priate to pop
ng flexible p

s 

adly, recogn
able to d

herefore exp

e through th

as is the ca

ctice that is
n to special
y of these in
, it is assu
in the pub

have not d
nd-of-life is
elivering. 

ease the av
ogram deve
would ideally
specialist in
ressed by p

patient car
ommunity; a

 to the patie

mes are ex
nd a maxim
ent outcom
patient leve
the current 

nment Departm
items for pallia

1

of palliative 
tely remun

he number 
cine.  It is a
ntial paucity

palliative m
ke up of tra
outh Wales
pulation nee
public-priva

nise that pa
eliver a ra
pect to impr

he ‘collabora

ase with any

s currently 
ists who are
nterventions
med that p
blic sector 
emonstrate
ssues that 

vailability o
lopment to 
y result in a

ntervention. 
alliative me

e by enab
and 

ent. 

xpected and
ised quality

me improve
el or system

point in ti

ment of Health
ative medicine

Final Repor
11 March 2014

e medicine s
nerated – M

of accredite
anticipated 
y of interest

medicine s
aining posit
s where th
ed.  A new 

ate training m

alliative med
ange of hig
rove throug

rative or sha

y specialty a

available w
e not alread
s and the a

patient outc
and in all 

ed the sam
palliative 

of input by 
increase a

a higher pro
This is a 

edicine spec

bling the m

d have been
y of life), th

ement by a
m level - th
ime). In fu

  

 109

h 
e 
rt 
4 

specialists 
MBS item 

ed trainee 
that there 
t, and that 

pecialists, 
ions in all 

he current 
regime of 
models.  

dicine is a 
gh quality 
h: 

ared care’ 

are. 

within the 
dy fellows 
accredited 
comes will 

likelihood 
me clinical 

medicine 

palliative 
awareness 
oportion of 

particular 
cialists 

majority of 

n reported 
here is no 
ny of the 
rough the 
ture, it is 

9



conce
years
of term

7.8 

There
specia
comp
prese

Based
impac

Rathe
see a
spend
patien
87.5%

7.9 

There
years
any n
medic
increa
subse
interv
fee-fo

Where
will be
the pa
delive
palliat
comp
increa

7.10

Cost e
a cou
conte
treatm
enviro

         

131  Th

eivable th
/months/da
minal illness

Impac

e is no an
alist as is 
lex co-mor

entation arra

d on the ex
ct on the de

er, the pote
a smaller nu
d less time 
nts under a 
% of patients

Impac

e is expecte
, but this re

new MBS ite
cine, will re
ase in pallia
equent MBS
ventions org
or-service co

e the introd
e in the com
alliative mo
ery of comm
tive care pa
ared with 
ase in comm

 Impac
effect

effectivenes
urse of acti
xt of pallia

ment contex
onment. 

                  

his means that the 

hat appro
ays) could b
s to addres

ct upon p

nticipated c
the case w

rbidities.  T
angements 

pected unm
emand for G

ential exists
umber of pa

(on averag
shared car

s to remain 

ct upon p

ed to be inc
emains rela
ems.  The a
emain more
ative care a
S claims ar
ganised to a
osts of thes

duction of n
mmunity se
del of care 
munity serv
atients in the
the alterna

munity base

ct upon o
iveness)

ss analysis 
ion compar

ative medic
xts, i.e. betw

                 

actions are indepe

A

priate ou
be develope
s this goal.

private se

change in t
with all othe
Therefore, t
for GPs or 

met demand
GP or other s

 for additio
alliative care
ge) with the
re arrangem
in the com

public se

reased dem
atively indep
availability o
e readily a
assessment
re made to

address pati
se services 

new MBS it
ector. The in

is likely to 
vices. Given
e communit

ative of a r
ed MBS billi

overall he
) 

is used as 
red with the
ine cost ef

ween interve

     

ndent but not mutu

The Aus
Analysis of pr

utcome m
ed for indivi

ector pro

the require
er specialti
there is no
private prac

d in the com
specialist s

onal ‘case fi
e-type patie
eir palliative
ment with a
munity thro

ector ser

mand for pu
pendent of 
of multidisc
available in
ts may occ

o monitor th
ient needs 
in the priva

tems is like
ntroduction 
increase th
n the resea
ty (in terms
relatively m
ng would a

ealth exp

a means to
e most app
ffectiveness
entions prov

ually exclusive. 

tralian Govern
roposed MBS 

measures 
duals trans

oviders

ements for 
es, for adv

o expected 
ctice specia

mmunity, the
ervices. 

inding’ and 
ents each ye
e patients, a
 palliative c

oughout thei

rvices 

ublic sector 
any decisio

ciplinary car
 the public
ur in private

he impact o
is likely to b
te hospital s

ely to impac
of MBS ite

he involvem
arch indicat
 of persona

more expen
ppear to be

penditur

o determine
propriate ex
s analysis 
vided in an 

nment Departm
items for pallia

1

(e.g. qua
itioning thro

referral to
vice and m

change to
alist provide

ere is unlike

referral by
ear (compa
and could b
care team, t
ir illness traj

palliative ca
on relating t
e, as a corn
c hospital s
e hospitals,
of the range
be low (give
sector). 

ct upon pub
ems that mo
ent of medi
ting the be
al preferenc
sive hospit

e a worthwh

e (relativ

e the relative
xisting cour
is between
admitted h

ment of Health
ative medicine

Final Repor
11 March 2014

ality adjus
ough differe

o palliative 
managemen
o the curre
ers. 

ely to be an

y GPs, who
ared with sp
be supporte
thus allowin

ajectory. 

are services
to the introd
nerstone of
sector. Wh
, the extent
e of multid

en the availa

blic service 
ore accurat
ical special
nefits of m

ce and syste
tal admissi

hile investme

ve cost 

e cost of un
rse of actio

n two indep
ospital or c

  

 110

h 
e 
rt 
4 

sted life 
ent stages 

medicine 
t of more 
nt patient 

y adverse 

o currently 
pecialists), 
ed to refer 
ng around 

s in future 
duction of 
f palliative 

hilst some 
t to which 
isciplinary 
ability and 

provision 
ely reflect 
ists in the 
aintaining 

em costs), 
on – any 
ent. 

ndertaking 
on. In the 
pendent131 
community 

0



Analy
betwe
expre
proble
delive
versu
result

There
benef
interv
effect
conte

There
a rela
comp
unkno
develo
struct

Mode

The c
Howe
to $7.

The f
are ra
who r
two a
delive
on the
struct

The f
hospit
saving
paym
realise
achiev

The a
hospit

 In-
con

 In 
58

Unde
would
reduc

ysis betwee
een the cos
essed as a 
ematic.  W
ered by a pa
s a commu
ting from on

e has been
fits from pa

ventions pro
tiveness an
xtual enviro

efore, an ec
ative cost o
arative ana
own) specia
oped.  The
ture where a

elled comp

current (20
ever, due to 
18M by 201

forecast (20
ate increase
require com
assessment
ery.  This su
e difference
ture. 

forecast M
tal admissi
gs to the h
ent rates f
ed if an inc
ved. 

assumed m
tal or comm

-hospital as
nsultations 

the commu
% of consu

r any revis
d double (du
ction in the 

en indepen
st of interve

ratio).  Th
Whilst it is p

alliative me
unity contex
ne or a serie

 acceptanc
lliative med
ovided by (
nalysis shou
onments to 

conomic eva
of medical 
alysis of cu
alists workin
e forecast 
assessmen

arative ana

12/13) MBS
service num

14/15.  

014/15) MB
e to consult
mplex asses
t episodes 
uggests tha
e between 

BS outlays
ons is an a
health syst
for palliativ

crease in the

mix of cons
munity envir

ssessment c
involving pa

unity asses
ltations invo

ed MBS ite
ue to the av
relative per

A

ndent conte
ntions com

his is where
possible to 
dicine spec

xt, it is not p
es of medica

ce within th
dicine interv
(willing) GP
uld only ne
demonstrat

aluation of t
consultatio

urrent cost
ng in the co
costs for p
t and patien

alysis 

S outlays fo
mber increa

S outlays f
ant physicia
ssment and

in line wit
at there wou
actual 2012

s using com
additional o
em of ~$2

ve medicine
e number o

sultations b
onment are

comprises a
atient review

ssment com
olving patie

em scenario
vailability of
rcentage of

The Aus
Analysis of pr

exts would 
pared with 
e conventio
estimate t

cialist (as pa
possible to 
al consultat

he medical 
ventions for 
Ps or other
eed to dem
te overall su

the palliativ
ons in hosp
ts as at 20
ommunity ra
palliative m
nt review ar

for palliative
ases and in

for Palliative
an levels, c

d treatment 
th the reco
uld be an in
2/13 and fo

mmunity tr
outlay of up
21.0M. This
e specialist
of communi

between pa
e currently d

around 17%
w); and 

mprises arou
ent review. 

o it is estim
f two patien
f patient rev

tralian Govern
roposed MBS 

ordinarily 
the health 

onal cost e
the cost dif
art of a mul
identify the 
tions in eith

profession 
palliative c

r specialty 
onstrate co
uperior cost

ve medicine
pitals versu
012-13 by 
ather than a
medicine ar
re at physic

e medicine
dexation, it 

e medicine
changes to r

planning, a
ognised pha
ncrease in M
orecast 201

reatment to
p to ~$5.0M
s suggests 
ts, a signif
ty palliative

alliative me
different; na

% of consu

und 42% o

mated that 
nt assessme
views.  It m

nment Departm
items for pallia

1

suggest c
gain of the 

effectivenes
fference be
ltidisciplinar
relative or 

er context. 

that there 
care related
groups.  O

osts at or b
t effectivene

MBS items
us the com
palliative m

a hospital en
e based o
ian rates. 

are estima
is estimate

, is ~$10.8
reflect the p
and an incr
ases of pa
MBS outlay
4/15 outlay

o divert pot
M, to achiev

that even 
ficant cost 

e specialist c

edicine serv
mely: 

ltations (co

of consultati

the propor
ent items), w

must be note

ment of Health
ative medicine

Final Repor
11 March 2014

comparative
interventio

ss analysis 
etween con
ry team) in 
absolute h
  

are superi
d disorders 
On this bas
below the a
ess. 

s has been 
mmunity. A 
medicine (a
nvironment 

on the prop

ated to be 
ed that this w

1M noting 
proportion o
reased allow
alliative car
ys of ~$3.63
ys under a 

otentially pr
ve potentia
with an in
advantage

consultation

vices delive

ompared wit

ions (comp

rtion of ass
with a corre
ed howeve

  

 111

h 
e 
rt 
4 

e analysis 
n (usually 
becomes 

nsultations 
a hospital 
ealth gain 

or clinical 
relative to 
is, a cost 
alternative 

based on 
modelled 

and other 
has been 

posed fee 

~$5.82M.  
would rise 

that there 
of patients 
wance for 
re service 
3M based 
new item 

reventable 
al notional 
crease in 

e may be 
ns can be 

ered in a 

th 83% of 

pared with 

sessments 
esponding 
r, that the 

1



overa
determ

Anoth
costs 
curren
struct

The e
medic
costs 
secto
~$0.0
delive

all number 
mined from 

her importan
for patients

nt palliative
ture.   

estimated 
cine service
of $2.2M fo

r (~$0.032
032M (phys
ered in a co

of commu
the availab

nt aspect o
s.  The ana

e medicine a

out-of-pock
es charged
or time-tiere

2M) under 
sician items
mmunity en

A

nity consul
ble data. 

f the cost e
alysis assum
arrangemen

ket costs to
d under phy
ed MBS ite
any new 

s) to ~$0.0
nvironment.

The Aus
Analysis of pr

ltations ma

effectivenes
mes the sa
nts and tho

o patients 
ysician equ
ms.  The m
MBS arran
060M (time
 

tralian Govern
roposed MBS 

ay increase

ss analysis 
ame out-of p
ose associa

(2013), su
uivalent item
majority of th
ngement w
e-tiered), fo

nment Departm
items for pallia

1

e – but this

is the forec
pocket cost
ted with a 

uggests ~$
ms, compa
hese costs 

with only a
or palliative

ment of Health
ative medicine

Final Repor
11 March 2014

s cannot b

cast for out-
t differentia
change in 

$2.02M for 
ared to out-

occur in th
a minor inc
e medicine

  

 112

h 
e 
rt 
4 

be readily 

-of-pocket 
l between 
MBS item 

Palliative 
-of-pocket 
e hospital 
crease of 

e services 

2



Ap

Fina
Curr

 

Numb
Propo
Numb
Propo

Numb

 

pendix 1

ancial yea
rent estim

ber of deaths 
ortion of 'antici
ber of 'anticipa
ortion of specia

ber of 'anticipa

1 Mod

ar 2012-13
mates of po

ipated' deaths
ated' deaths 
alist referrals 

ated' deaths re

A

delling o

3  
otential re

 4
s  5

 8
  6

in
eferred 5

 

The Aus
Analysis of pr

of alterna

eferral 

49459 
59.37% 
88734 
61.50% (curren
n hospital or co
54571 

tralian Govern
roposed MBS 

ate cost

tly referred for 
mmunity) 

nment Departm
items for pallia

1

scenari

palliative medic

ment of Health
ative medicine

Final Repor
11 March 2014

ios 

cine specialist a

  

 113

h 
e 
rt 
4 

assessment 

 

3



Fina
DoH

 

Numb
Propo
Numb
Propo

Numb

 

ancial yea
HA 2012 lo

ber of deaths 
ortion of ‘antici
ber of ‘anticipa
ortion of specia

ber of ‘anticipa

ar 2012-13
ower estim

ipated’ deaths
ated’ deaths 
alist referrals 

ated’ deaths re

A

3  
mates of r

 1
s  2

 3
  6

in
eferred 2

 

The Aus
Analysis of pr

referral – 

49459 
24.90% 
37215 
61.50% (curren
n hospital or co
22887 

tralian Govern
roposed MBS 

total notio

tly referred for 
mmunity) 

nment Departm
items for pallia

1

onal savin

palliative medic

ment of Health
ative medicine

Final Repor
11 March 2014

ngs  

cine specialist a

  

 114

h 
e 
rt 
4 

assessment 

 

4



Fina
DoH

 

Numb
Propo
Numb
Propo

Numb

 

ancial yea
HA 2012 u

ber of deaths 
ortion of ‘antici
ber of ‘anticipa
ortion of specia

ber of ‘anticipa

ar 2012-13
upper esti

ipated’ deaths
ated’ deaths 
alist referrals 

ated’ deaths re

A

3  
mates of 

 1
s  4

 7
  6

in
eferred 4

 

The Aus
Analysis of pr

referral – 

49459 
48.17% 
71994 
61.50% (curren
n hospital or co
44277 

tralian Govern
roposed MBS 

 total notio

tly referred for 
mmunity) 

nment Departm
items for pallia

1

onal savin

palliative medic

ment of Health
ative medicine

Final Repor
11 March 2014

ngs 

cine specialist a

  

 115

h 
e 
rt 
4 

assessment 

 

5



Fina
ACh

 

Numb
Propo
Numb
Propo

Numb

 

ancial yea
hPM 2005

ber of deaths 
ortion of ‘antici
ber of ‘anticipa
ortion of specia

ber of ‘anticipa

ar 2012-13
5 lower es

ipated’ deaths
ated’ deaths 
alist referrals 

ated’ deaths re

A

3  
stimates o

 1
s  7

 1
 6

in
eferred 6

 

The Aus
Analysis of pr

of referral –

49459 
70.00% 
04621 

61.50%(current
n hospital or co
64342 

tralian Govern
roposed MBS 

– total not

tly referred for p
mmunity) 

nment Departm
items for pallia

1

tional sav

palliative medic

ment of Health
ative medicine

Final Repor
11 March 2014

vings 

cine specialist a

  

 116

h 
e 
rt 
4 

assessment 

 

6



Fina
Ach

 

Numb
Propo
Numb
Propo

Numb

 

ancial yea
PM 2005 

ber of deaths 
ortion of ‘antici
ber of ‘anticipa
ortion of specia

ber of ‘anticipa

ar 2012-13
 upper es

ipated’ deaths
ated’ deaths 
alist referrals 

ated’ deaths re

A

3  
timates of

 1
s  7

 1
  6

in
eferred 6

 

The Aus
Analysis of pr

f referral –

49459 
75.96% 
13529 

61.50% (curren
n hospital or co
69820 

tralian Govern
roposed MBS 

– total not

tly referred for 
mmunity) 

nment Departm
items for pallia

1

tional sav

palliative medic

ment of Health
ative medicine

Final Repor
11 March 2014

vings 

cine specialist a

  

 117

h 
e 
rt 
4 

assessment 

 

7



Fina
Ros
 
Numb
Propo
Numb
Propo

Numb

ancial yea
senwax et

ber of deaths 
ortion of ‘antici
ber of ‘anticipa
ortion of specia

ber of ‘anticipa

ar 2012-13
t al 2005 lo

ipated’ deaths
ated’ deaths 
alist referrals 

ated’ deaths re

A

3  
ower estim

 1
s  4

 6
  6

in
eferred 4

The Aus
Analysis of pr

mates of r

49459 
44.00% 
65762 
61.50% (curren
n hospital or co
40444 

tralian Govern
roposed MBS 

referral – 

tly referred for 
mmunity) 

nment Departm
items for pallia

1

total notio

palliative medic

ment of Health
ative medicine

Final Repor
11 March 2014

onal savin

cine specialist a

  

 118

h 
e 
rt 
4 

ngs 

assessment 

 

8



Fina
Ros

 

Numb
Propo
Numb
Propo

Numb

ancial yea
senwax et

ber of deaths 
ortion of ‘antici
ber of ‘anticipa
ortion of specia

ber of ‘anticipa

ar 2012-13
t al 2005 u

ipated’ deaths
ated’ deaths 
alist referrals 

ated’ deaths re

A

3  
upper esti

 1
s  7

 1
  6

in
eferred 7

The Aus
Analysis of pr

mates of 

49459 
78.00% 
16578 

61.50% (curren
n hospital or co
71695 

tralian Govern
roposed MBS 

referral – 

tly referred for 
mmunity) 

nment Departm
items for pallia

1

 total notio

palliative medic

ment of Health
ative medicine

Final Repor
11 March 2014

onal savin

cine specialist a

  

 119

h 
e 
rt 
4 

ngs 

assessment 

 

9



Ap

 

1. 

2. 

3.

4. 

5. 

6. 

7. 

8. 

9. 

10

11

12

13

14

15

16

17

18

pendix 2

Australian &
Medicine A

Australian &
Physician in

 Australian 
hospitalizat

Australian 
Canberra: A
2013. HWI 

Australian 
107. Canbe

Australian I
112. Canbe

Australian 
Recognition

Back AL, L
dying of can

Barclay S, 
postal surve

0. Carroll, D. 
Palliative M

. Charlton RC
Fam Pract. 

2. Coventry P
older adults
34(3):217–2

3. Dahlhaus A
in palliative

4. Family Med
general pra

5. Groot MM, 
perceived t

6. Hatziandreu
use of hom

7. Hearn J, H
systematic 

8. Higginson I
or families a

2 Refe

& New Zealan
NZSPM. Posi

& New Zealan
n Palliative Me

Institute of 
tions: technica

Institute of H
AIHW. Austra
123 Canberra

Institute of He
erra: AIHW; 20

Institute of He
erra: AIHW; 20

Medical Cou
n of medical s

Li YF, Sales A
ncer at a Vete

 Todd C, Gra
ey of general 

 (1998). An a
Medicine, 12, p

C. Attitudes to
 1991 Dec;8(4

A, Grande GE
s with non-ma
27. 

A, Vanneman 
 cancer care: 

dicine Researc
actice, April 20

 Vernooij-Das
asks and barr

u E, Archonta
e- and hospic

Higginson IJ. D
literature revie

., Finlay I., Go
at the end of l

A

erences

nd Society of P
ition Statemen

nd Society of P
edicine and Pa

Health and 
al paper. Cat. 

ealth and We
alian Institute 
a: AIHW. 

ealth and We
010.  

ealth and Welf
011. 

uncil. (2005). 
pecialties adv

AE. Impact of
erans Affairs m

ande G, Lipsc
practitioners. 

audit of place
pp.51-53. 

owards care o
4):356-9. 

E, Richards DA
alignant life-th

N, Siebenhofe
 a qualitative s

ch Institute (20
009 – March 2

ssen MJ, Cru
riers in daily pr

akis F, Daly A,
ce-based end o

Do specialist 
ew. Palliat Me

oodwin D.M. D
ife?. J Pain Sy

The Aus
Analysis of pr

s 

Palliative Med
nt, ANZSPC In

Palliative Med
alliative Medic

Welfare (20
No. HWI 113.

elfare 2012. P
of Health and

elfare. Nationa

fare. Trends in

 Assessment
visory committ

f palliative ca
medical center

combe J. How
Br J Gen Prac

e of death of 

of the dying: a

A & Todd CJ.
hreatening dis

er A, Brosche
study. Suppor

013). Bettering
2012. School o

ul BJ, Grol RP
ractice. Palliat

, et al. Nationa
of life care in 

palliative car
ed. 1998 Sep;

Do hospital-ba
ymptom Mana

tralian Govern
roposed MBS 

icine. Benchm
nc: Canberra; 

dicine. Defining
cine Specialist

011). Identify
 Canberra. AI

Palliative care
d Welfare 201

al health data

n palliative car

t of palliative
tee Report. AC

are case mana
r. J Med. 2005

w common is 
ct. 1997 Dec;4

f cancer patie

a questionnaire

 Prediction of 
sease: a syste

e M, Guethlin C
rt Care Cancer

g the evaluatio
of Public Healt

P. General P
t Med. 2005 M

al Audit Office
England. Cam

re teams impr
12(5):317-32. 

ased palliative
age 2002; 23: 

nment Departm
items for pallia

1

mark Number o
 2010. 

g the meaning
t. ANZSPM, In

ing admitted 
HW.1 

 services in A
3. Palliative c

a dictionary. V

re in Australia

e medicine a
CT; Kingston, 

agement on r
5 Feb;8(1):26-

 medical train
47(425):800-4

ents in a sem

e survey of ge

 appropriate ti
ematic review

C. Involvemen
r. 2013 Dec;2

on and care o
th, The Univer

ractitioners (G
Mar;19(2):111-

e. The potentia
mbridge: RAND

rove outcome
 

e care teams 
 pp 96-106. 

ment of Health
ative medicine

Final Repor
11 March 2014

 of Specialists 

g of the terms
nc: Canberra; 

 patient pal

Australia 201
care services 

Version 15. C

an hospitals. C

as a medica
 AMC Inc.  p.2

resource use 
-35. 

ning in palliat
4. 

mi-rural Scotti

eneral practic

iming of pallia
w. Age and Ag

nt of general p
1(12):3293-30

of health: Pallia
rsity of Sydney

GPs) and pal
-8. 

al cost saving
D Corporation

es for cancer 

improve care 

  

 120

h 
e 
rt 
4 

 in Palliative 

: Consultant 
 2008. 

liative care 

2. HWI 120 
 in Australia 

at. no. HWI 

Cat. no. HWI 

al specialty: 
28. 

 by patients 

ive care? A 

sh practice.  

e attenders. 

tive care for 
geing 2005; 

practitioners 
00. 

ative care in 
y. 

liative care: 

gs of greater 
, 2008. 

patients? A 

 for patients 

0



19

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

37

38

9. Higginson I
effective in
Dec;38(6):8

0. Hudson PL
care? Pallia

. Johnson C
preferences
26. 

2. Kaasa S, T
care units. 

3. Makin, W, 
do? Palliativ

4. McGrath LS
community 

5. McKinley R
cardiorespi

6. McNamara
and Place, 

7. McNamara
care popula

8. Mitchell GK
practitioner
(ISRCTN 52

9. Mitchell GK
Medical Jou

0. Mitchell GK
2002 Nov;1

. Mitchell GK

2. Morrison R
Medicaid be

3. Morrison R
consultation

4. National He
use the evid
at http://ww

5. Palliative C
PCA; 2003.

6. Protocol Ad
palliative m

7. Queensland
Author; 
http://www.

8. Quest TE, M
Ann Emerg

J, McCrone P
n multiple sc
816-26. 

L, Toye C & K
ative Medicine

CE, Lizama N
s for managin

Torvik K, Cher
Palliative Med

Finlay, IG, Am
ve Medicine, 

S, Foote DG, 
 hospital. Nurs

RK, Stokes T
ratory disease

, B, and Rose
13, 356-367. 

, B, Rosenwax
ation. Journal 

K, Del Mar 
rs and special
2269003). Pa

K, Johnson CE
urnal of Austra

K. How well do
16(6):457-64. 

K. Primary pall

RS, Dietrich J
eneficiaries. H

RS, Penrod JD
n programs. A

ealth and Med
dence: assess

ww7.health.gov

Care Australia
. 

dvisory Sub-C
medicine profes

d Health. Qu

health.qld.gov

Marco CA, De
g Med. 2009 Ju

A

P, Hart SR, Bu
clerosis? A r

Kristjanson LJ
e 2006; 20:87–

, Garg N, Gh
g the care of 

rny N et al. Pa
dicine 2007; 2

mesbury, B, a
14, 405-409. 

 Frith KH, Ha
s Econ. 2013 

T, Exley C, 
e in general pr

enwax, B. (200

x, LK, Holman
of pain and sy

CB, O'Rourke
ist palliative c
lliat Med. 200

E, Thomas K 
alia 2010;193(

o general prac

iative care - fa

J, Ladwig S, 
Health Affairs 2

D, Cassel JB,
Arch Intern Me

dical Research
sment and ap
v.au/nhmrc/pu

. Palliative Ca

Committee. Fin
ssional attend

eensland Sta
2008

v.au/publicatio

erse AR. Hosp
ul;54(1):94-10

The Aus
Analysis of pr

urman R, Silbe
randomized 

J. Would peo
–94.  

hosh M, Eme
 people diagn

atient demogr
1:15–22. 

and Naysmith

all WM. Cost e
Jul-Aug;31(4)

Field D. (20
ractice. Br J G

07). Factors a

n, CDJ. (2006
ymptom mana

e PK, Clava
care services i
8 Dec;22(8):9

& Murray SA 
(2):124–6. 

ctitioners deliv

acing twin cha

et al: Palliati
2011;30(3):45

, et al: Cost s
ed 2008; 168(1

h Council (Au
pplication of sc
ublications/pdf

are Service P

nal Decision A
dance items. C

atewide Canc
8. 
ons/qh_plans/Q

pice and pallia
02. 

tralian Govern
roposed MBS 

er E, Edmonds
phase II tria

ple with Park

ry J, Saunde
osed with can

aphics and ce

, A. (2000). W

effectiveness 
:176-83. 

004). Care o
Gen Pract.14:9

affecting place

). A method fo
agement, 32, 1

rino AM. Do
improve qualit

904-12. 

 . Palliative ca

ver palliative c

allenges. Aust 

ive care cons
54-463.  

savings assoc
16):1783-1790

stralia). Chap
cientific eviden
f/cp69.pdf.  

Provision in A

Analytic Proto
Canberra: Auth

er Treatment 

QS_cancer_p

ative medicine

nment Departm
items for pallia

1

s PM. Is short
al. J Pain S

inson’s disea

rs C. Austral
ncer. Asia Pac

entre descripti

What do pallia

of a palliative

of people dy
909–913. 

e of death in W

or defining and
1, pp. 5-12. 

 case confer
ty of life? A ra

are beyond tha

care? A system

 Fam Physicia

sultation team

ciated with US
0. 

pter 1: Assess
nce. Canberra

Australia: A Pla

ocol (DAP) to 
hor; 2012. 

 Services Pla
Available 

plan_final.pdf  

e: new subspe

ment of Health
ative medicine

Final Repor
11 March 2014

t-term palliativ
Symptom Man

ase benefit fro

ian general p
c J Clin Onco

ion in Europe

ative medicine

e care progra

ying with ma

Western Austr

d estimating t

rences betwe
andomised co

at for cancer 

matic review. 

an. 2011 Jul;4

ms cut hospit

S hospital pa

sing the eviden
a: Biotext, 200

anning Guide

guide the ass

an 2008-2017

 

ecialty, new op

  

 121

h 
e 
rt 
4 

ve care cost-
nage. 2009 

om palliative 

practitioners' 
ol. 2012 Dec 

an palliative 

e specialists 

m in a rural 

lignant and 

ralia. Health 

he palliative 

een general 
ontrolled trial 

in Australia. 

Palliat Med. 

40(7):517-8. 

al costs for 

alliative care 

nce. How to 
00. Available 

e. Canberra: 

sessment of 

7. Brisbane: 
at: 

pportunities. 

1



39

40

41

42

43

44

45

46

47

48

49

50

51

52

9. Rhee J, Zw
in palliative

0. Riley GF, L
2010; 45: 5

. Rosenwax 
misses out.

2. Rosenwax 
potential pa

3. Rosenwax,
and emerge
care. Med J

4. Royal Colle
RCP; 2008

5. Smith S, Br
A literature 

6. Tang, S, an
of death for

7. Taylor DH J
medical exp

8. Tiernan, E,
actual plac
Journal, 95

9. von Gunte
Apr;20(4):2

0. Wakefield 
1993;7(2):1

. Waller A, G
care for pe
time series 

2. World Heal
2nd ed. Ge

war N, Vagholk
 care by Austr

Lubitz JD. Lon
565–576. 

LK & McNam
. Palliative Me

LK, McNama
alliative care p

 LK, McNama
ency departm
J Aust; 194 (1

ege of Physic
. 

rick A, O'Hara
 review. Pallia

nd McCorkle, 
r terminally ill c

Jr, Ostermann
penditures nea

 Connor, M, K
ce of death a
 (8), pp.232-2

en CF. Evolu
291-7. 

MA, Beilby 
117-26. 

Girgis A, Johns
eople with a c
 design. BMC 

lth Organizatio
neva, Switzer

A

kar S, Dennis 
ralian urban g

ng-term trends

mara BA Who 
edicine 2006; 2

ara, B, Blackm
population. Pa

ara, BA, Murra
ent use in the
1): 570-573 

ians, (2008), 

a S, Normand 
at Med. 2013 N

R. (2003). De
cancer patient

n J, Van Houtv
ar death in the

Kearney, P, a
mong patient
35. 

ution and effe

J, Ashby M

son C, Mitche
chronic diseas
 Palliat Care. 2

on. National C
rland: World H

The Aus
Analysis of pr

 S, Broadbent
general practiti

s in Medicare

 receives spe
20:439–45. 

more, AM, an
lliative Medici

ay, K, McCab
e last year of 

Consultant Ph

 C. Evidence 
Nov 13 [Epub 

eterminants of 
ts. Journal of 

ven CH, et al:
e US Medicare

and O’Siorain,
ts referred to 

ectiveness of

MA. General

ell G, Yates P,
se: Evaluation
2010 Jan 11;9

Cancer Contro
Health Organiz

tralian Govern
roposed MBS 

t A, Mitchell G
ioners. J Pall M

e payments in

ecialist palliativ

nd Holman C
ne, 19, 556-56

be, RJ, Aoun, 
life: a baselin

hysicians Wor

on the cost an
 ahead of print

 congruence b
Palliative Car

: What length 
e program? S

, L. (2002). A 
 a palliative c

f palliative c

 practitioners

 Kristjanson L
n of an interve
9:2. 

ol Programme
zation; 2002. 

nment Departm
items for pallia

1

G. Attitudes an
Med 2008;11:

 the last year

ve care in We

CDJ. (2005). E
62. 

SM, and Cur
e for future m

rking for Patie

nd cost-effecti
t] 

between the p
e, 19 (4), pp.2

 of hospice us
oc Sci Med 20

 prospective s
care home-ca

are. Am J G

s and palliat

L et al. Facilita
ention using a

s: Policies an

ment of Health
ative medicine

Final Repor
11 March 2014

nd barriers to 
:980–5. 

r of life. Healt

estern Austra

Estimating th

rrow, DC (201
modifications t

ents. 4th editio

iveness of pa

preferred and a
230-237. 

se maximizes 
007; 65(7): 1 4

study of prefe
are service. Ir

Geriatr Psych

ative care. P

ating needs ba
a multi-centre

nd Managerial 

  

 122

h 
e 
rt 
4 

involvement 

th Serv Res 

lia and who 

e size of a 

1). Hospital 
o end-of-life 

on. London: 

lliative care: 

actual place 

reduction in 
466-1478.  

erred versus 
rish Medical 

hiatry. 2012 

Palliat Med. 

ased cancer 
e interrupted 

 Guidelines. 

2



Ap

 

NHMR

Pharm

1

2

3

4

5

6

7

8

9

Pallia

1

1

1

1

1

1

1

1

1

pendix 3

RC  PALLIATIV

macotherapy a

1. Randomise
in palliative

2. An evaluat
palliative ca

3. Subcutane

4. Comparing

5. Oxygen to 

6. A multi-cen
terminally-i

7. What are th
they be add

8. Using Sing
patients 

9. QUARTZ: Q

ative Care and 

10. A randomis
cancer 

11. Preliminary
advanced c

12. A randomis

13. A randomis
and psycho

14. Nutrition an

15. A prospect
functioning

16. An explora
lung cance

17. The develo

18. Life threate

3 Cur

VE CARE RESE

and other Ther

ed control trial o
e care. 

ion of the validi
are patients. 

eous ketamine i

g the effectivene

 relieve dyspno

ntre randomised
ill patients with 

he unmet care 
dressed? 

gle Patient Trials

Quality of Life A

 Cancer 

sed controlled t

y study of assoc
cancer patients

sed clinical trial

sed controlled t
ological distress

nd rehabilitation

tive longitudinal
g of patients wit

ation of function
er. 

opment of a me

ening cancer ac

A

rent NH

EARCH GRAN

rapies  

of Risperidone v

ity of measuring

n cancer pain. 

ess of paraceta

ea in non-hypo

d double-blind c
intractable dys

needs of patien

s to determine t

After Radiothera

trial of the cost 

ciation between
s 

 to test a pain e

trial of an innov
s and enhance 

n in advanced c

l study of sympt
h metastatic ca

al decline and t

aning centred t

cross the lifespa

The Aus
Analysis of pr

MRC fu

NTS 

versus Haloper

g salivary oxyco

amol and placeb

oxaemic patient

controlled trial o
pnoea and PaO

nts with end-sta

the effectivenes

apy and/or Ster

effectiveness o

n nutritional ind

education progr

vative supportive
 quality of life a

cancer patients 

tom clusters an
ancer 

the potential for

therapy for pati

an: Examining t

tralian Govern
roposed MBS 

unded re

ridol versus plac

odone concentr

bos in advanced

s with end-stag

of oxygen versu
O2 >55mmHg 

age chronic obs

ss of psycho-st

roids 

of models of sup

ices, psychoso

ram for patients

e care program
mongst people

 

nd their effects o

r rehabilitation i

ents with advan

the relevance o

nment Departm
items for pallia

1

esearch 

cebo with rescu

rations for phar

d cancer patien

ge heart failure 

us air for the rel

structive pulmon

timulants in fatig

pportive care co

cial factors, cyto

s with cancer an

m designed to re
 with incurable 

on physical and

in patients with 

nced cancer – a

of music to patie

ment of Health
ative medicine

Final Repor
11 March 2014

ue haloperidol i

rmacokinetic stu

nts on opioids. 

lief of breathles

nary disease an

gue in advance

oordination for a

tokines and sur

nd their family c

educe perceived
 lung cancer 

d psychological

 advanced non

an intervention 

ents and their 

  

 123

h 
e 
rt 
4 

n delirium 

udies in 

ssness in 

nd how can 

ed cancer 

advanced 

vival in 

carers 

d needs 

l 

-small-cell 

study. 

3



NHMR

1

End-o

2

2

2

2

2

Educa

2

2

2

Pallia

2

2

3

3

3

3

3

Care G

3

3

RC  PALLIATIV

companion

19. Evidence fo

of-Life Plannin

20. Prospective
transition in

21. End of life 

22. Pilot rando

23. Discussing
based train

24. An investig
Care regio

ation 

25. Identifying 

26. Needs bas

27. Developme
Neurone D

ative Care in Co

28. Primary ca

29. Identificatio

30. Meeting the
and hostel 

31. Strengthen
aspects of 

32. Palliative C
Hostels: A 

33. Case confe
Territory. 

34. Developme

Givers 

35. Helping fam
education i

36. Improving t
randomised

VE CARE RESE

ns. 

or psychologica

g and Care Pla

e study of med
n goals of care.

care options in 

omised study of 

g prognosis & en
ning program 

gation of care-p
n. 

 e-health literac

sed access to sp

ent and implem
Disease. 

ommunity and

are: what is GPs

on of the palliat

e needs of the 
 accommodatio

ning community
 caring for child

Care approache
 feasibility study

erencing, qualit

ent of a palliativ

mily caregivers 
intervention 

the psychologic
d controlled tria

A

EARCH GRAN

al and educatio

anning 

ical-emergency
 

 the community

 telemedicine c

nd-of-life issues

lanning decisio

cy and readabili

pecialist palliati

entation of an e

d Other Reside

s’ approach to p

ive care needs 

elderly: implem
on. 

y based Palliativ
ren (and their f

es for Pain Man
y 

y of life and pal

ve approach in r

 of palliative car

cal wellbeing of
al 

The Aus
Analysis of pr

NTS 

nal intervention

y team calls to d

y for people with

consultation ver

s in palliative ca

ons in advanced

ity issues for pa

ive care service

educational pro

ential Settings 

patients with ad

 of home-based

menting the palli

ve Care Service
families). 

nagement Educ

lliative care for 

residential care

re patients man

f family caregive

tralian Govern
roposed MBS 

ns for cancer-re

define issues of

h dementia. 

rsus face-to-fac

are; current pra

d pulmonary an

alliative-care co

es: Developmen

ogram to guide 

  

dvanced cancer

d people with e

ative approach

es: Towards a b

ation among Ca

 clients from rem

e outcome scale

nage their role: 

ers of home ba

nment Departm
items for pallia

1

elated fatigue. 

f end-life decisio

e consultation i

actice &  develo

d cardiac illnes

nsumers. 

nt and evaluatio

palliative care f

r and those who

nd-stage deme

 for people with

better understan

are Assistants i

mote communit

e (PARCOS). 

evaluation of a

sed palliative ca

ment of Health
ative medicine

Final Repor
11 March 2014

on making, sym

in palliative me

opment of an ev

ss in the Baysid

on of a Consum

for people with 

o require radiot

entia. 

h declining hea

nding of the me

in Residential A

ties in the North

a hospital based

care patients: A 

  

 124

h 
e 
rt 
4 

mptoms and 

dicine. 

vidence 

e Health 

mer Toolkit 

Motor 

herapy? 

lth in home 

edical 

Aged Care 

hern 

d group 

 

4



NHMR

3

Other

3

3

4

4

4

4

4

4

4

4

 

RC  PALLIATIV

37. An instrum

r 

38. Palliative c
initiative 

39. Client cent

40. Needs bas
Care Need

41. Developing

42. How do ris

43. The develo

44. A study to 

45. A model of

46. Supporting

47. Informing d
service pro

VE CARE RESE

ent to measure

care for Aborigin

red palliative re

sed palliative ca
ds Assessment 

g and Measurin

k factors for co

opment of a mo

pilot a clinical t

f current and po

g pathways to p

development of
ovision. 

A

EARCH GRAN

e self–efficacy in

nal and Torres S

ehabilitation: An

are: Evaluation o
Tool. 

g Palliative Car

mplicated grief 

del of care for H

rial to test digni

otential palliative

alliative care fo

f national guidel

The Aus
Analysis of pr

NTS 

n family cares o

Strait Islander p

n evaluation of i

of the Palliative

re Decision Ma

f identified befor

Haematology a

ity psychothera

e care constitue

or people diagno

lines for palliati

tralian Govern
roposed MBS 

of patients with 

people with end

its efficacy. 

e Care Needs A

king Skill. 

re death contrib

and Palliative Ca

apy for the frail a

ency: Measurin

osed with chron

ve care in amb

nment Departm
items for pallia

1

 advanced canc

d-stage renal di

Assessment Gu

bute to outcome

are 

aged 

ng met and unm

nic kidney disea

ulance services

ment of Health
ative medicine

Final Repor
11 March 2014

cer - a question

isease: an actio

idelines and Pa

es for the berea

met needs 

ase. 

s by exploring c

  

 125

h 
e 
rt 
4 

nnaire. 

on research 

alliative 

aved? 

current 

5


