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Glossary of terms

ACGB Australian Centre for Grief and Bereavement

ANZSPM Australian and New Zealand Society of Palliative Medicine

ATSI Aboriginal &Torres Strait Islander

BCOP Better Care for Older People

CALD Culturally & Linguistically Diverse

CPCER Centre for Palliative Care Education & Research

DHS Department of Human Services

ECOG Eastgrn Cooperative Opcology Group (a performance scale
relating to the progression of disease)

ED Emergency Department

GP General (medical) Practitioner

HACC Home & Community Care

HARP Hospital Admission Risk Program

ICS Integrated Cancer Services

ICT Information & Communication Technology

IT Information Technology

KPlIs Key Performance Indicators

MBS Medical Benefits Schedule

MND Motor Neurone Disease

MoU Memorandum of Understanding

NFR Not For Resuscitation

NHHRC National Health & Hospitals Reform Commission

NSAP National Standards Assessment Program

NSW New South Wales

PCA Palliative Care Australia

PCN Palliative Care Network

PCV Palliative Care Victoria

PEPA Program of Experience in the Palliative Approach

PMC Peter MacCallum Cancer Centre

RACP Royal Australasian College of Physicians
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RACS Residential Aged Care Services
RCH Royal Children’s Hospital
RDNS Royal District Nursing Service
SCTT Service Coordination Tool Templates
SDF Service Delivery Framework
TAFE Technical & Further Education
T,T&R Teaching, Training & Research
VINAH Victorian Integrated Non-Admitted Health (data set)
VMO Visiting Medical Officer
VPPCP Victorian Paediatric Palliative Care Program
VSK Very Special Kids
WA Western Australia
Disclaimer

Please note that, in accordance with our Company’s policy, we are obliged to advise that neither the
Company nor any employee nor sub-contractor undertakes responsibility in any way whatsoever to any
person or organisation (other than the Department of Human Services) in respect of information set out in
this report, including any errors or omissions therein, arising through negligence or otherwise however
caused.
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Executive summary

Aspex Consulting in association with Health Policy Solutions has been engaged to
work with the palliative care sector to develop:

e A service delivery framework (SDF) for palliative care; and

e A funding model consistent with the SDF.

This report presents the Service Delivery Framework. It builds on previous reports,
including:

o A literature review. ‘Palliative Care Service Delivery Framework & Funding Model
— Literature review, December 2008’

e A mapping of palliative care services in Victoria ‘Palliative Care Service Delivery
Framework & Funding Model — Service Mapping Report, May 2009’ and

e Extensive consultations with the palliative sector. ‘Palliative Care Service Delivery
Framework & Funding Model - SDF Consultation Feedback Report, June 2009’

This executive summary provides an overview of the SDF.

In summarising the choices and the preferred position in relation to a number of key
facets of the SDF, the following legend has been used:

lssue Option thatis Option that is feasible Preferred
not supported but not Preferred Option

Principles and program objectives

The development of a Service Development Framework must necessarily be
underpinned by a set of commonly accepted program objectives for palliative care,
which in turn must be based on a set of palliative care principles.

An early issue for consideration in the development of the Framework was whether
the SDF should adopt an existing set of principles, or develop a new set that is
‘blended’ from the range of relevant and existing principles and standards. On the
basis that an existing set of principles provides continuity and reduces potential
‘confusion’, the principles from ‘Strengthening Palliative Care: A Policy for Health &
Community Care Providers, 2004-2009’ have been adopted. They are:

Principle 1. “People with a life-threatening illness and their carers and families have
information about options for their future care and are actively involved in those
decisions in the way that they wish.”

Principle 2: “Carers of people with a life-threatening illness are supported by health
and community care providers.”
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Principle 3: “People with a life-threatening illness and their carers and families have
care that is underpinned by the palliative approach.”

Principle 4. “People with a life-threatening illness and their carers and families have
access to specialist palliative care services when required.”

Principle 5: “People with a life-threatening illness and their carers and families have
treatment and care that is coordinated and integrated across all settings.”

Principle 6: “People with a life-threatening illness and their carers and families have
access to quality services and skilled staff to meet their needs.”

Principle 7: “People with a life-threatening illness and their carers and families are
supported by their communities.”

Princioles Use Existing Use existing Develop New set of
P DHS Principles PCA Standards Blended Principles

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the adoption of the existing Victorian principles
described in the Strengthening palliative care policy.

Program objectives are intended to identify expected outcomes for the palliative care
service system. These objectives can then be translated into practical strategies.

The following are proposed program objectives for the palliative care Service
Delivery Framework. They are based on the nationally recognised quality framework
to ensure high quality palliative care with measurable standards and impacts.

1. Access

e Patients receive palliative care services on a needs basis with the most
urgent cases receiving priority.

o Patients receive palliative care services as close as possible to where they
live.

e A population-based approach to planning and resource distribution.

e Recognition/accommodation of the particular needs of different groups of
patients requiring palliative care.

e A generic health care workforce that is informed and aware of the nature
and availability of specialist palliative care, advice and support.

2. Acceptability (client/carer focus)

e Service delivery that meets the individual needs of patients and carers.

e Information available to patients/carers to enable informed decisions.
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Education of the community with regard to the palliative care approach.

Active support for carers, as the experience of carers is likely to influence
the quality of life experienced by patients as well as the ongoing health and
welfare of carers themselves.

3. Appropriateness

Patients receive palliative care services in the most appropriate setting
consistent with safe clinical practice.

A service system that incorporates generalist and specialist palliative care
providers.

4. Continuity

Integrated care that is supported by clarity of roles and responsibilities
among health providers regarding the provision of palliative care.

There is collaboration that is supported by structures, processes and
protocols.

5. Effectiveness

A comprehensive service that has all of the elements that can reasonably
be expected to deliver holistic care.

Timely referral to palliative care.

Care is delivered by an inter-disciplinary team at the point of assessment
and along the care pathway.

An efficient system where the configuration of services minimises
duplication of roles and resources, including triage, assessment and
service delivery.

An available, skilled and supported workforce.

Leadership within the sector and at regional and local service levels.

6. Education and research

Formal and informal specialist palliative care education and training is
provided for health care professionals.

Services are improved through the incorporation of evidence-based
practice and research into models of care, service delivery systems and
efficient service delivery.

Program Develop Objectives Using Develop Unique
Objectives Existing Quality Framework Objectives
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Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the above program objectives utilising the existing
quality framework.

Two ‘pillars’

The intention of the SDF is to provide a common/consistent basis for the provision of
palliative care across the state. Therefore, consideration has been given to the many
facets of palliative care that would enable a comprehensive Framework to be
developed.

All of the facets can be distilled into two main ‘pillars’ as represented in the following
Figure. They are:

1. A Capability Framework. A Capability Framework delineates the roles, levels of
capacity/capability that can be expected from a service provider, and includes
Access Expectations for each of the main types of palliative care service. The
section of the report outlining the capability framework describes the dimensions of
the framework including workforce models and availability, education, training &
research, a quality framework and infrastructure.

2. System configuration. The second pillar of the Framework identifies how the
service system might be organised or structured. It also includes consideration of
processes and approaches to service integration.

Schematic representation of the SDF pillars

Service Delivery Framework

System Configuration
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Program Objectives

Palliative Care Principles
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Capability framework

This report considers the key facets of service capability including eligibility and
access to palliative care, service scope, a detailed capability description of core
services, and service expectations.

Eligibility. A clear understanding is needed about the population of patients requiring
palliative care services. Itis proposed that:

e Eligibility is shaped by different patterns of illness and dying, with provision made
for access to palliative care at an appropriately early stage for a person with a life-
limiting condition.

e Eligibility is determined by local service providers within guidelines that are
determined for the whole state.

e The centrally determined eligibility guidelines would be the responsibility of the
Department of Human Services in consultation with the sector.

e Routine assessment of need and complexity is desirable and should be
encouraged; and

e There is scope for much greater consistency in the determination of eligibility for
palliative care services across settings and across geographic regions.

The choices in relation to eligibility are diagrammatically represented in the following

Figure.
Diagnosis Needs
Based Based
Eligibility & SR G WM Access Determined Locally within Access Determined
Access Locally Centrally Determined Guidelines Centrally

No routine measurement of Routine measurement
Need or Complexity of Need & Complexity

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the preferred options on ‘eligibility and access’.

Service scope. The core palliative care services are:

e Inpatient services that deliver medical, nursing, allied health, bereavement
support, pharmacy, diagnostic services and psycho-social support for admitted
patients. This includes palliative care patients accommodated in non-designated
palliative care beds;
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e Community services that deliver medical, nursing, allied health and psycho-
social support services for patients and carers in-home or in other ambulatory
settings. This includes respite, grief & bereavement and spiritual care. ; and

e Consultancy services that provide assessment, triage and advice to other health
care workers involved in the provision of inpatient and community services. This
includes both in-reach and outreach services.

Direct service elements provided by statewide entities are incorporated within each of
three core palliative care service components.

Capability framework. A service Capability Framework is proposed to be adopted
comprising:

e Three types of services (inpatient, community and consultancy),

e Three level of inpatient categories, two levels of community based services and
one level of consultancy; across

e Seven dimensions of measuring/describing capability.
e Consultancy teams can be either hospital or community based; and

e The designated level of capability of any service provider will be determined by
DHS in consultation with the sector.

1 Level ][ 2 Levels ]
Inpatients
Specialist
Community

3 Dimensions 7 Dimensions 10 Dimensions

2 Levels

3 Dimensions | FARIElEIo]g]
Con.?:a::zlncy —>[ Hospital Based] [ Community Based] Either/Both

Service Delivery Framework Advisory Group - Decision making point

Consultancy

guie

The advisory group endorsed the capability statements ‘in principle’ -

acknowledging the importance of further development within each of the
dimensions. This work will be undertaken by the Palliative Care Clinical Network in
consultation with the sector.
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Capability statements for each type and level of service are provided below.

Inpatient Palliative Care Services - Level 1

Role description
and range of

services

Provides management of palliative care patients who have generally
anticipated problems and outcomes

Range of services provided will include physical and psychosocial care
Discharge planning and effective liaison with community-based palliative
and generalist providers

Provides or facilitates access to psychosocial and spiritual care,
bereavement support and respite care

Assessment of patient care needs and exploration of patient goals,
expectations and choices for place of care, including knowledge of
advance care planning and end of life issues

Volunteer program (and coordination) either specific to palliative care or
through a hospital wide program

Catchment

Local and sub-regional

Staffing profile

Nursing and medical staff with knowledge of palliative care and/or
qualifications in palliative care with access to a consultancy service
Access to allied health, psychological, social and spiritual roles
Coordinator of volunteers specific to palliative care or through a hospital

wide program

Education, training

and research

Information to other staff who work in generalist services in the local and
sub-regional area about the palliative approach

Support and education for palliative care patients, carers and families
Provide a health promoting palliative care approach to build

communities’ capacity to respond to death, dying, and loss.

Quality framework

Participation in the Department of Health Clinical Services Improvement
Program, including self-assessment against PCA’s National Standards
Assessment Program

Quality activities supported through formal links with Level 2 and 3
inpatient services, palliative care consortia and consortia clinical groups
Routine collection of palliative care patient and carer satisfaction
Participation in health service system wide quality improvement and

assurance activities

Service integration

Protocols with Level 2 & 3 inpatient services and consultancy service or
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Inpatient Palliative Care Services - Level 1

and linkages other arrangements to obtain advice and coordinate referral for more

complex palliative care patients

Referrals and protocols to access bereavement support, psychosocial
and spiritual care and respite for palliative care patients, carers and
families

Protocols to access allied health, psychological, social and spiritual roles
Formal links and referral arrangements with a range of medical specialty
services

Formal links and referral arrangements with primary and specialist
community providers

Understanding of services offered by statewide palliative care services
Participation and involvement in coordination activities through the

palliative care consortia

Access to designated palliative care beds (Level 2 or 3) and/or acute
inpatient beds

Capacity to provide access to accommodation for family and carers if
Infrastructure, ]
L required
facilities and - ) ) )
. ] Access to a facility that will support family meetings
supporting services o
Tele-health facilities

Access to equipment loan and other services to support return home for

palliative care patients

Inpatient Palliative Care Services - Level 2

As for Level 1 PLUS:
Provides a broad spectrum of care and has the capacity to manage most
palliative care patients including physical and psychosocial needs

o Inter-disciplinary approach
Role description ) o ) ) )
Experience and provision of advance care planning and end of life care with
and range of ) ) )
clear protocols for timely referral to community services

services
A patient management pathway that is inclusive of interdisciplinary
assessment, liaison with community-based service providers, discharge
planning and provision of discharge information to primary care providers
Formal linkages to support Level 1 services

Catchment Sub-regional

10
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Inpatient Palliative Care Services - Level 2
As for Level 1 PLUS:

Interdisciplinary team made up of medical and nursing staff with specialist

gualifications in palliative care, and allied health, psychological, social and

spiritual roles with experience and/or specialist qualifications in palliative

care

Substantial presence/involvement of medical practitioner with specialist
Staffing profile qualifications in palliative medicine (who may work across other health

services)

Provision of on-call or other after-hours support by medical staff with

experience in palliative care

Access to other allied health, psychological, social, spiritual and clinical

roles supporting psychosocial and spiritual care needs of palliative care

patients, carers and families

As for Level 1 PLUS:

Undergraduate and postgraduate teaching (registrars, trainees, students)

Education, Provide education and support in specialist palliative care within the health

training and service

research Some outreach education and support to generalist and community based
services

Participation in palliative care research and quality improvement projects
As for Level 1 PLUS:

Contributes data to a state/national system that monitors and measures

Quality o

ok palliative care outcomes
Use of validated assessment tools and evidence-based care pathways and
protocols
As for Level 1 PLUS:
Protocols with Level 3 inpatient service or other arrangements to provide
advice and receive referral for more complex patients

Service Protocols and liaison with other services and clinical support units

integration and within/external to the health service

linkages Formal link/s with a palliative care consultancy service/s
Relationship and information sharing with statewide palliative care services
Formal links with specialist community services for joint postgraduate
registrar and training programs

Infrastructure, As for Level 1

11
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Inpatient Palliative Care Services - Level 2

facilities and

supporting

services

Inpatient Palliative Care Services - Level 3

As for Level 2 PLUS:

Provides comprehensive care and has capacity to manage the full range of
palliative care patients including those with clinically and/or psychosocially
complex needs

Complex symptom and pain management

Provision of interdisciplinary care (including psychological, emotional and
o spiritual care) for palliative care patients, carers and families by qualified
Role description

providers
and range of

] Availability of liaison psychiatry and/or psycho—oncology and/or appropriate
services mental health services

Provides advisory/consultation services to generalist providers

After hours on-call provision for specialist palliative care advice and patient
support

Formal linkages with Level 1 and 2 inpatient services to provide advice and
consultation

Provides a palliative care volunteer program

Catchment Regional (and potentially statewide role for some services)
As for Level 2 PLUS:

Comprehensive inter-disciplinary team including medical practitioner with
specialist qualifications in palliative medicine, specialist nursing (may
Staffing profile include nurse practitioner) and allied health, psychological, social and
spiritual roles with qualifications and experience in palliative care.
Staff with joint appointments across the triangle of care
Coordinator of volunteers
As for Level 2 PLUS:

Education, Formal education programs in the palliative approach available to other
training and hospital staff and on an outreach basis to external health professionals
research Collaborative arrangements with community palliative care to provide

formal education programs for family caregivers and patients

12
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Inpatient Palliative Care Services - Level 3

Staff have joint appointments with universities

Initiation, leadership and active participation in palliative care research,
knowledge integration and quality improvement activities
As for Level 2 PLUS:

Meets requirements for Royal Australasian College of Physicians (RACP)

accreditation in relation to palliative medicine
Offers a leadership role including provision and training support for Peer

Qualit Reviewers as part of PCA’s National Standards Assessment Program
uality

Contributes to a statewide data system
framework

Monitors/reports palliative care clinical indicators and participates in bench
marking activities

Provides clinical leadership in the use of resources that promote
consistency and good clinical practice, such as validated assessment tools
and evidence-based care pathways and protocols

As for Level 2 PLUS:

Protocols and liaison with other services and clinical support units
within/external to the health service (including acute care, sub-acute care,
emergency departments, medical and radiation oncology, intensive care,
and diagnostic imaging)
Substantive involvement of other clinical practitioners (including, but not
) limited to, General Practitioners, other generalist and specialist medical
service practitioners, Clinical Nurse Consultants and nurse educators from other

integration and o i )
clinical fields, Aged Care Assessment Service (ACAS) teams, bereavement

linkages
specialists, aged care services)
Leadership in service and care coordination through mechanisms such as
interdisciplinary team meetings and case conferencing involving providers
across settings
Leadership role in activities such as consortia clinical advisory groups
Formal links and referral arrangements with a range of specialist palliative
care services

Infrastructure, As for Level 2 PLUS:

facilities and Access to high-end diagnostic management and treatment facilities

supporting

services

13
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Community Palliative Care Services - Level 1

Role description
and range of

services

Provides management of palliative care patients who have generally
anticipated problems and outcomes through one or more specific services
(not a full range of comprehensive care) to support patients in the
community

Range of services provided will include physical and psychosocial care.
Participates in discharge planning and liaison with inpatient palliative care
and acute hospital services

Provides or facilitates access to psychosocial and spiritual care,
bereavement support and respite care

Assessment of patient care needs and exploration of patient goals,
expectations and choices for place of care, including knowledge of advance
care planning and end of life issues

After hours support

Volunteer program (and coordination) either specific to palliative care or

through a link into a volunteer network

Catchment

Local and sub-regional

Staffing profile

Nursing and other staff with knowledge of palliative care and/or
qualifications in palliative care with access to a palliative care consultancy
service

May involve palliative medicine specialists through a palliative care
consultancy service on an advisory basis

Coordinator of volunteers specific to palliative care or links to a volunteer
network

May include generalist medical staff and/or nurse practitioner in palliative

care

Information to other staff who work in generalist services in the local and

Education, sub-regional area on the palliative approach
training and Support and education for palliative care patients, carers and families
research Provide a health promoting palliative care approach to build communities’
capacity to respond to death, dying and loss.
Participation in the DH Clinical Services Improvement Program, including
Quality self-assessment against PCA’s National Standards Assessment Program
framework Quality activities are supported through formal links with Level 2 community

services, palliative care consortia and consortia clinical groups

14
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Community Palliative Care Services - Level 1
Routine collection of client and carer satisfaction

Participation in health service system wide quality improvement and

assurance activities

Protocols with Level 2 community services and consultancy service or other
arrangements to obtain advice and coordinate referral for more complex
palliative care patients
Collaborative relationships with generalist and specialist health providers to
support joint management and shared care of palliative care patients in the
i community
Service .
) ] Referrals and protocols to access bereavement support, psychosocial and
integration and . _ o _ N
. spiritual care and respite for palliative care patients, carers and families
inkages ) _ ) .
Protocols to access allied health, psychological, social and spiritual roles
Formal links and referral arrangements with a range of specialist palliative
care services
Understanding of services offered by statewide palliative care services
Participation and involvement in coordination activities through the palliative

care consortia

Access to designated appropriate level palliative care beds and/or acute
Infrastructure, ) ) ) .
L inpatient beds and respite facilities
facilities and -
. Access to Tele-health facilities
supporting ) _ o
] Access or referral to equipment loan and other services to support palliative
services
care patients at home

Community Palliative Care Services - Level 2

As for Level 1 PLUS:
Provides comprehensive clinical care (including complex symptom and pain
management) and psychosocial and spiritual care, bereavement support
o and access to respite care

Role description _ o
Arrangements for 24 hour coverage to meet needs of community palliative

and range of ] ] -

) care patients and their families and carers

SerVIceS . . . . . . g .
Provision of interdisciplinary by qualified providers
Protocols for access to psychiatry and/or psycho-oncology and/or
appropriate mental health services

Experience and provision of advance care planning and end of life care with

15
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Community Palliative Care Services - Level 2
clear protocols for timely referral to inpatient services
Inter-disciplinary assessment of patient care needs and exploration of
patient goals, expectations and choices for place of care, liaison with
inpatient services, and provision of information to other providers
Provides advisory/consultation services to generalist providers

Formal protocols to support Level 1 community services

Provides a palliative care volunteer program

Catchment Sub-regional and regional
As for Level 1 PLUS:

Comprehensive inter-disciplinary team including medical practitioner with

specialist qualifications in palliative medicine, specialist nursing (may
Staffing profile include nurse practitioner) and allied health, psychological, social and

spiritual support roles with qualifications and experience in palliative care

Staff may have joint appointments across the triangle of care

Coordinator of volunteers

As for Level 1 PLUS:

Teaching and training for nursing, medical staff and primary care staff in

specialist palliative care

Education, Collaborative arrangements with inpatient services for formal education
training and programs for family caregivers and palliative care patients
research Staff with capacity to provide education in undergraduate and post-

graduate studies

Leadership and participation in palliative care research, knowledge
integration and quality improvement activities

As for Level 1 PLUS:

Meets requirements for RACP accreditation in relation to palliative medicine

Offers a leadership role including provision and training support for Peer
Reviewers as part of PCA’s National Standards Assessment Program

Qual Undertakes routine collection of patient and carer satisfaction data and
uality

employs other mechanisms to support consumer feedback
framework

Contributes data to a state/national system that monitors and measures
palliative care outcomes

Monitors/reports palliative care clinical indicators and participates in bench-
marking activities

Provide clinical leadership in the use of resources that promote consistency

16
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Community Palliative Care Services - Level 2

and good clinical practice such as validated assessment tools and

evidence-based care pathways and protocols
As for Level 1 PLUS:

Substantive involvement of other clinical practitioners (including, but not

limited to, general practitioners, other generalist and specialist medical
practitioners, clinical nurse consultants and nurse educators from other

_ clinical fields, Aged Care Assessment Service [ACAS] teams, bereavement
ervice
] ) specialists, aged care services)
integration and ] ] . ]
Staff provide advice and consultation to Level 1 services

linkages
Leadership role in activities such as consortia clinical advisory groups
Formal links and referral arrangements with a range of specialist palliative
care services
Participation and involvement in coordinating activities through the regional
palliative care consortia

Infrastructure, As for Level 1 PLUS:

facilities and Facilities for the provision of psychosocial support / counselling services

supporting away from home

services

Consultancy Palliative Care Services

‘In-reach’ consultancy advice and support to hospital-based staff and/or
‘Outreach’ consultancy advice and support to generalist community-based
health care professionals and community palliative care services
Assessment and symptom management, clinical decision-making, advance
care planning, patient and family communication, end of life care
o Coordinating access and service provision for palliative care patients,
Role description _ - o ) )
carers and their families through referral and liaison with acute services,
and range of ) ) o ) o _
] inpatient palliative care units, ambulatory care clinics and community
services o )
palliative care services
Capacity building, education and advocacy on the palliative approach
May include provision of specialist palliative care ambulatory clinics
May include participation in regional and/or sub-regional interdisciplinary
meetings

May include participation in interdisciplinary cancer stream team meetings

17
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Consultancy Palliative Care Services

Catchment Statewide, regional and/or sub-regional

Interdisciplinary team including medical practitioner with specialist
qualifications in palliative medicine, and nursing staff with qualifications and
] ) experience in palliative care. May include a nurse practitioner in palliative
Staffing profile ) o o ) o
care and other staff with specialist qualifications in palliative care.
Facilitates access to other required services including allied health,

psychological, social and spiritual care

Undergraduate and postgraduate training of nursing and medical staff, and
other disciplines as defined by the consultancy staffing profile

Extensive provision of education about palliative care for health

Education, professionals across all settings on a regional basis

training and Staff have joint appointments with universities

research Leadership and participation in palliative care research and knowledge
integration

Provides a health promoting palliative care approach to build communities’

capacity to respond to death, dying and loss.

Employing agency meets requirements for RACP accreditation in relation to
palliative medicine

Participation in the Department of Health Clinical Services Improvement
Program, including self-assessment against PCA’s National Standards
Assessment Program

Qualit Offers a leadership role, including providing Peer Reviewers and supporting
uality

their training as part of PCA’s National Standards Assessment Program
framework

Contributes to a statewide data system

Provides clinical leadership in the use of resources that promote
consistency and good clinical practice, such as validated assessment tools
and evidence-based care pathways and protocols

Quality activities are supported through formal links with inpatient and

community services, palliative care consortia and consortia clinical groups

Collaborative relationships with generalist and specialist health providers to

S support joint management and shared care of palliative care patients
ervice
) ) requiring palliative care
integration and ) ] o o
. Leadership role in standardising referral protocols and communication
inkages . i )

channels with other health providers to support improved access to

palliative care services on a geographic basis

18
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Consultancy Palliative Care Services

Formal links and referral arrangements with a range of specialist palliative

care services
Leadership role in activities such as consortia clinical advisory groups
Participation and involvement in coordinating activities through the regional

palliative care consortia

Infrastructure, ) i
o Access and referral to acute and non-acute inpatient beds
facilities and ] o i i
_ Access and referral to community facilities, including respite and aged care.
supporting o
] Tele-health facilities
services

The review concludes that self-assessment of capability levels is unlikely to lead to
consistent results. A uniform or statewide assessment and ranking of capability levels
will provide a more accurate picture of capability levels of palliative care services.

Determlnes Regional/ Consortia Independent Sector
Capability _)[ Self-Assessment ][ Assessment ] D [ Assessment ]

Level

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the preferred option to determine capability level.

Access expectations. While the Capability Framework can be used to describe the
current balance and distribution of palliative care services, there also needs to be a
set of guidelines on what constitutes reasonable levels of access to palliative care
services.

It is proposed that this occur through the inclusion of Access Expectations as an
integral element in the Capability Framework. These Access Expectations relate only
to specialist palliative care services, noting that many people will be able to be
supported by generalist services alone; i.e. not all people who are dying will need or
choose to use specialist palliative care services.

For inpatient services, the proposed service expectations are:

In metropolitan regions there should be at least one Level 3 inpatient palliative
care service. There should be an effective distribution of Level 2 inpatient

19
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palliative care services to meet the needs of sub-regional populations, taking into
account the location of services in neighbouring metropolitan and rural regions.

In rural regions there should be at least one Level 2 inpatient palliative care
service (with an expectation that this could be progressively developed to a Level
3 service over time). There should be an effective distribution of Level 1 inpatient
palliative care services to meet the needs of sub-regional populations, taking into
account the location of services in neighbouring rural and metropolitan regions.

For community palliative care, the service expectation is:

In metropolitan and rural regions there should be at least one Level 2 community
palliative care service. It is expected that a Level 2 service would provide direct
provision of community palliative care services and have collaborative
arrangements with Level 1 community palliative care services at a local and sub-
regional level.

For consultancy, the service expectation is:

There should be at least one consultancy palliative care service in each
metropolitan and rural region. This should be formally linked to all inpatient and
community palliative care services in the region.

Inpatients - Metropolitan
Atleast 1 Level 3 plus effective distribution of Level 2 Services per region

Inpatients - Rural

Atleast 1 Level 2 plus effective distribution of Level 1 Services per region
Service

Expectati
Xpectations Community - Metropolitan & Rural.

Atleast 1 Level 2 plus even distribution of Level 1 Services per region

Consultancy - Metropolitan & Rural
Atleast 1 Consultancy Service per region

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the recommendations for access expectations

related to the capability framework, and acknowledged that these will be
aspirational access expectations for some regions/services.

Specialist & generalist service models. One of the palliative care program
objectives explicitly supports the role of specialist services. This means that specialist

20
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services need to be accessible across the state to those patients/carers who require
specialist input/service.

There is also widespread acknowledgement in the sector of the role of generalist
services in providing care using a palliative approach. Generalist services provide the
‘backbone’ of palliative care in the community and deliver services to patients who
may not need specialist input or ‘shared care’ with specialist palliative care providers.

It is clear that the SDF will be shaped by whether service models are delivered by
specialists or generalists, or some form of blending of the two. As a general
proposition:

e Neither the pure specialist model nor the generalist model is sustainable by itself;
and

e The majority of eligible patients who use palliative care services are likely to need
a genuine blending of specialist and generalist services using a palliative
approach. More rarely there will be patients for whom the best mix of services will
be predominantly generalist or predominantly specialist.

The choices for the SDF include:
Specialist/ Generalist | | Predominantly | @eRTEIZER | Predominantly Specialist
Generalist Model Generalist Model Specialist
Model
Model Model

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the collaborative model, with the expectation that all
service providers would operate within a collaborative framework.

The proposed model is a collaborative approach that is illustrated in the following
Figure. It is expected that all service providers would operate under a collaborative
approach.

Generalist-Specialist Services Continuum of Care
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Generalist Care

Collaborative
or Shared
Care

Specialist

Workforce availability. Availability of a palliative care workforce is seen to be a
limiting factor in the future development of services. The development of medical,
nursing and allied health palliative care workers over the next five years is central to
the sector’s capacity to deliver services that meet demand and program objectives. In
this context, there is no one entity or tier that can be responsible for workforce
development.

This SDF proposes several approaches, where each level of the service system plays
an important part:

e Service providers must continue to take responsibility for the adequacy and
availability of the palliative workforce consistent with their role and capability.

e Each region/consortia should be responsible for identifying regional shortfalls in
the palliative care workforce and developing specific strategies to address these
through:

0 Specific training and workforce recruitment & retention strategies;
o Collaborative joint appointments between service providers; and
o Contributing to a statewide workforce development approach.

e A sector-wide organisation (in conjunction with DHS) should be responsible for the
statewide planning of a palliative care workforce with respect to overall workforce
numbers, location and professional mix.
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Agency Based g Region Based Statewide Sector DHS
Planning Planning Based Planning Planning

Service Delivery Framework Advisory Group - Decision making point

Workforce
Availability

The advisory group endorsed the importance of collaboration across all levels
related to workforce availability and planning.

Teaching, training & research. A critical issue over the next five years for the
palliative care sector is the extent to which it follows other health care sectors and
seeks to develop formal requirements for ‘specialist palliative workers’ to have
recognised formal qualifications and formal credentialing in palliative care. At present
there is (almost) no delineation between a specialist nurse or allied health practitioner
and a generalist nurse or allied health practitioner.

The finding of this review is that there should be a progressive and planned move
toward a national-level phase-in of expected (possibly mandatory) palliative care
training (and accreditation) for health professions operating in specialist palliative care
services. This is understood to be an aspirational goal that requires the support of
other jurisdictions. A national approach for specialist T,T&R would be supported by
voluntary palliative care training for generalist health professionals.

e A e ™)
TT&R No Change to Encourage & Formal Training National Formal
For Specialist —> Training Support Informal & Accreditation | [ gllle s TAWE
Staff . Approach Training in PC L n PC ) in PC
)
TT&R No Change to Encourage & Formal Training National Formal
For Generalist —> Training Support Informal & Accreditation | | Training & Accred.
Staff Approach Training in PC . inPC inPPC

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the preferred options for teaching, training and

research, supporting National Formal Training and Accreditation in palliative care
and noting this activity is external to Victorian influence.

In relation to research, it is proposed to encourage research in palliative care by
service providers, statewide entities and academic institutions, consistent with the
articulated directions and priorities of the palliative care sector. This includes
innovative evidence-based service delivery models. The main choices are:
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T,T&R Locally Locally Generated within
Research Generated statewide framework

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the preferred option for research.

Quality & clinical risk management. Like other parts of the health system, quality &
clinical risk management are critical to the aspirations and objectives of an effective
palliative care service. For palliative care there are three main areas of focus:

e Accreditation;
e Practice guidelines; and
e Quality improvement activities.

Each of these areas relies on the service provider having primary carriage of the
service quality delivered.

The main choices are:
. Agency Based with Agency Based with
Quality Agency Based Common Framework [Prescriptive Approach

The agency-based approach would be supported by consortia.

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the preferred option for quality and risk
management.

Performance monitoring & accountability. Performance monitoring and external
accountability for palliative care services remain rudimentary. It is time to
progressively develop a performance monitoring regime that reflects expected service
outcomes (KPIs) across:

Activity in all major service streams;

Financial performance;

Efficiency;

Workforce capacity; and

Quality improvement.
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At a regional and system-wide level it would also incorporate KPlIs that:

e Include all of the above;
¢ Indicate ‘equity of access’; and
e Provide sector benchmarking and performance comparisons.

It is proposed that performance monitoring be based on a common set of statewide
KPls, developed by DHS, with input from the sector.

Agency KPI Regional KPI | | Statewide Sector DHS KPI
Performance Development | | Development KPI Develop't Development
Monitoring &
Reporting KPI Reporting Reporting

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the preferred options for performance monitoring
and accountability, based on common statewide KPlIs.

System configuration

The options for system configuration cover the responsibility and authority for service
planning, purchasing of palliative care services, collaboration & coordination, and
sector leadership and capacity building.

Service planning. The findings of the analysis indicate that planning for palliative
care needs to be undertaken by the Department of Human Services. This is also
consistent with the application of the Capability Framework.

Service Agency Regional/ Statewide & DHS
Planning Based Consortia Based Sector Based

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the preferred option for service planning,
acknowledging that this needs to occur in consultation with regional consortia.
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Service purchasing. Itis proposed that the purchasing role be undertaken by DHS in
preference to the purchasing role being transferred to another entity.

Purchasing Statewide -
Role Sector Entity Elike

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the preferred option for service purchasing.

A structure for collaboration and coordination. In the context of the program
objectives for palliative care, the capacity of the service system to ensure collaboration
and coordination between service providers is a critical factor against which success
of the service system can be measured. However, determining the most appropriate
structure was not straightforward. Several options were considered, including:

1. Regional consortia based on collegiate goodwill.

2. Regional consortia based on an enforceable Memorandum of Understanding
(MoU).

Super-regional consortia based on an enforceable MoU.

Network model.

o &~ w

Hub-spoke model.
6. Vertically integrated model.

The collaboration structure was the subject of extensive discussion. There were
benefits and shortcomings for each option.

It is proposed that the structure that best supports sustainable collaboration and
coordination should be based on a Network model. The Network model has the
potential to address many of the weaknesses of the current arrangements and still
retain the benefits that have accrued from regional consortia.

A Network model is the bringing together of (representatives of) the palliative care
sector under an umbrella arrangement to auspice, develop or otherwise manage
functions at a statewide level.

A Network model would operate alongside and complement regional consortia. The
role of the Network could be narrowly defined or it could be extensive, depending on
the needs of the sector and the Department. A sector-wide Network model has the
potential to:

e Provide a strong coordination role for the sector, including regional consortia and
clinical advisory groups;

e Develop, or assist the development of, many of the necessary functions that have
been identified in this report as being necessary for a successful SDF that would
not be possible for consortia alone. For example, it may include:
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Development of clinical protocols and pathways;

Leadership for the sector;

Service model development;

The future basis for teaching and training;
A foundation and direction for research;
The basis for ICT developments;

Workforce development; and

O O O O o o o o

Minimum data sets and KPIs, amongst other roles.

The relationship of the Palliative Care Network with the other parties, along with the
main functional links, is represented diagrammatically below.

Sector Devlpt. & e
CoTe — & Support

NETWORK

Operationalise
the SDF&FM

Department
of Human
Services

Regional
Consortia

Service

Funding, Prst\gfee\:/sij:d — Service
Monitoring & e Integration
Entities

Accountability

The operational details of a Palliative Care Network would need to be developed by
the Department and the sector.

Collaboration Regional || Regional Super- Network Hub- Vertically
& Goodwill MoU Regional Model Spoke || Integrated
Coordination Model Model Model Model Model

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the network model as the preferred option for

collaboration and coordination, and acknowledged the importance of maintaining
and strengthening the role of regional consortia.
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A process for collaboration and coordination. There is also a range of
mechanisms that can support system collaboration and coordination regardless of
which of the above structures are determined. They include:

e Collaboration agreements (MoUs);
e Communication protocols, including written referrals on a standard format;
e Formal intake process;

e A structured (inter-disciplinary) assessment process including a common
assessment tool;

e A validated measure of patient complexity; and
e A patient prioritisation process.

In addition, there is a range of identified workforce initiatives that can also support
collaboration and coordination.

Patient flow and integration. The literature suggests that inter-agency referrals
need to be seamless to the patient. This is a principle of palliative care services.
However, patient referral and intake processes vary widely among service providers
and may not be consistently applied, even where service providers have developed
detailed protocols. Similarly, the basis for assessment and care planning within and
between service providers is highly variable, as is discharge planning.

The consultations clearly indicate that this is an area where substantial improvements
can be made across the system.

It is proposed that processes for referral, intake, assessment and planning be
common and consistent across the state and that patient flow processes be:

¢ Formal and coordinated between service providers; and

e Statewide processes/tools will be implemented at the regional level facilitated by
the regional palliative care consortia and their working groups.

Organic & Informal ] Formal & Coordinated

Referral, Intake,
Assessment &

Planning Regional/ Regional/ Consortia Prescribed
Consortia Based — Based — Common Statewide
Independently Statewide Framework

Determined Framework

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the preferred options for referral, intake, assessment
and planning, and noted the importance of a common statewide framework.
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Flexibility & responsiveness. It will be critically important to ensure that there is
genuine flexibility and responsiveness built into the SDF, including:

e The enhancement of after-hours services on a sustainable basis;
e Tailoring of care to meet patient/carer’s holistic needs;

e The monitoring of instances where care varies from the preferred services of the
patient; and

e The monitoring of waiting times based on consistent definitions.

There are two main choices by through which flexibility and responsiveness can be
initiated: service provider determined to suit local circumstance (as is currently the
case), or a common and system-wide set of components that embed responsiveness.

Flexibility & OENTR WY E  Common System-wide service components
Responsiveness Determined to support Flexibility & Responsiveness

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the preferred option for flexibility and
responsiveness.

Support for carers. There are no distinct choices in relation to Carer Support. It is
intended that the Service Delivery Framework supports:

e Improved access to respite care;
o Enhanced grief & bereavement support;
e Improved education and information for carers; and

e Psychosocial support.

Leadership. Itis proposed to develop leadership at local, regional and state levels.

Statewide level — This may potentially include activities such as proactive community
education in the palliative care approach, leading the reduction of clinical variation in
care across the state, sponsoring national research and developing greater
awareness among clinicians of appropriate and early referral, etc.

Regional level — This may potentially include activities such as the development of a
sustainable regional workforce (including NSAP), workforce credentialing, and
consistent models of care etc.

Local level — This may potentially include promoting a palliative care approach within a
particular health care organisation, building/strengthening local links, and raising
community awareness of palliative care etc.
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Sector
Leadership & ) :
Capacity Agency Level Regional Level Statewide Level
Building

Service Delivery Framework Advisory Group - Decision making point

The advisory group endorsed the preferred options for sector leadership and
capacity building, noting the importance of a range of approaches.
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