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Glossary of terms

ACGB Australian Centre for Grief and Bereavement

ANZSPM Australian and New Zealand Society of Palliative Mg¢

ATSI Aborigin#iTorres Strait Islander

BCOP Better Care for Older People

CALD Culturally & Linguistically Diverse

DHS Department of Human Services

ECOG East;—:rn Cooperative O_ncology_ Groeniafenance 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 & Communica@gchnology

IT Information Technology

KPls 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 Nationabtandards Assessment Program

NSW New South Wales

PCA Palliative Care Australia

PCV Palliative Care Victoria

PEPA Program of Experience in the Palliative Approach

PMC Peter MacCallum Cancer Centre

RACP Royal Australasian College of Physicians

RACS Residential Aged Care Services

RCH Royal Childrenfés Hospit

RDNS Royal District Nursing Service




SCTT Service Coordination Tool Templates
SDF Service Delivery Framework
TAFE Technical & Further Education
VINAH Victorian Integrated Womitted Healiltata set)
VMO Visiting Medical Officer
VPPCP Victorian Paediatric Palliative Care Program
VSK Very Special Kids
WA Western Australia
Disclaimer
Pl ease note that, i n accordance with our Conm

Company nor any employee naiostiiactor undertakes responsibility in any way whatsoever to any
person or organisation (other thBretaetment of HamServicgsn respect of information set out in
this report, including any errors or omissions therein, arising through negligence or otherwise howe

caused.



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 a draft Service Delivery Framework for the purposes of
consultation with the sector, development of the funding model will commence after
the finalisation of the SDF.

This report builds on:

e A literature review;

e A mapping of the palliative care services in Victoria; and

e Extensive consultations with the palliative sector.

This executive summary provides an overview of the draft SDF, including a preferred
approach. However, as this draft report is intended for detailed discussion with the

palliative care sector, all stakeholders are encouraged to read the full report to
understand the basis on which the preferred model has been developed.

In summarising the choices and the preferred position of a number of key facets of the
SDF, the following legend has been used.

| Optionthat is Option that is feasible Preferred
ssue 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 for the development of the Framework is whether the

SDF should adoptane xi sting set of principles, or deve
from the range of relevant and existing principles and standards. On the basis that an
existing set of principles pr ovi des continuity and ,rthreduces
principlesfromé St r engt hening Palliative Care: A Pol i
Providers, 2004-20096have been adopted. They are:

Principle 1: iPe o p | e whreatbhningillnéss dne 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. oo

Principle 2: fCarers of people with a life-threatening illness are supported by health
and community care providers. o



Principle 3: i Pe op |l e whreathningillnéss dne their carers and families have
care that is underpinned by the palliative approach. 0

Principle 4: " Pe o p | e whreataningillnéss dne their carers and families have
access to specialist palliative care services when required. 0

Principle 5: i Pe op |l e whreathningillnéss dne their carers and families have
treatment and care that is coordinated and integrated across all settings. 0

Principle 6: " Pe o p | e whreataningillnéss dne their carers and families have
access to quality services and skilled staff to meet their needs. 0

Principle 7: i Peopl e \tlirdateningilinéss &nd their carers and families are
supported by their communities. 0

The program objectives are intended to identify expected outcomes for palliative care
service system. These objectives are then 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.

e 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 (such as children, those with degenerative
neurological conditions, aged persons, ATSI and CALD patients).

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.

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

e Active support for carers.

3. Appropriateness

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

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




4. Continuity

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

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

5. Effectiveness

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

o Timely referral to palliative care.

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

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

e An available and skilled workforce.

e Leadership within the sector and at a region and local service levels.

e To deliver formal and informal specialist palliative care education and
training for health care professionals

e To support improved models of care, service delivery systems and efficient
service delivery through evidence based research.

Two O6pill arso

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.

Al ofthef acet s can be distilled into two main 6&p
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 services. This
section also outlines in greater detail important dimensions of the capability
framework including workforce models and availability, education, training &
research, a quality framework and infrastructure.

2. System configuration. Thi s O6bui |l di ng bl oc kiflestHfowthe t he Fr
service system might be organised or structured. It also includes consideration of
processes and approaches to service integration.



Schematic representation of the SDF pillars
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Program Objectives

Palliative Care Principles

Capability framework

The 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 and access. A clear understanding is needed about the population of
patients requiring palliative care services. It is proposed that:

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.

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

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

The availability of palliative care services is needs-based, not diagnosis-based.

Routine measurement of need, including assessment of complexity, is desirable
and should be encouraged through participation in the Palliative Care Outcomes
Collaboration or similar approaches; and

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.



Eligibility &

Diagnosis
Based
P il C Ml Access Determined Locally within Access Determined
Locally Centrally Determined Guidelines Centrally

No routine measurement of Routine measurement
Need or Complexity

Needs
Based

Access

of Need & Complexity

Service scope. The analysis concluded that core palliative care services are:

Inpatient services that deliver medical, nursing, allied health, pharmacy, diagnostic
services and psycho-social support for admitted patients. This includes palliative
care patients accommodated in non-designated palliative care beds;

Specialist 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.
It also includes direct service elements provided by statewide entities; and

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.

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

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

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

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

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



The draft capability statements are provided below.

Inpatient Palliative Care Services - Level 3

A Provides comprehensive care and has capacity tthefahiagege of clients
including clinically and/or psychosocially complex
A Assessment of patient medical casearekdxploration of patient goals,
expectations and choices for place of care
o A Complex symptom and pain management including complex intravenous
Role description and intrathecal medication
range of services A Psychological, emotional and spiritual support for patients, carergthnulifzm
trained and volunteer staff)
A Access to pastoral care, bereavement support, respite care, volunteer sel
A Discharge planning inclusiveestlisciplinaagsessment, liaison with commun
based service providers, and provision of dischargkoin to primary care
providers
Catchment A Regional (and potentially statewide role for some services)
A Multidisciplinary team including medical practitioner with specialist qualific
i i palliative medicine (Australasian Cifapadiiative Medicine), specialist nursin
Staffing profile allied health staff with qualifications and experience in palliative care, soc
work/psychologist, specialist pharmacist, pastoral care staff, complement;
diversionary therapy staff
A Undergraduate and postgraduate teaching (registrars, trainees, students)
. o A Formal education programs in the palliative care approach available to ot|
Education, traing and on an outreach basis to external health professionals
research A Education programspfatients, carers and families
A Staff with joint appointments with universities
A Active participation and leadership in palliative care research
A Meets requirements for RACP accreditation in relation to palliative medici
A ParticipatesiCAO6s National Standards As
A Contributes dataatgystem that monitors & measures palliative care outcon
Quality framework A Use of validated assessment tools and ebadmtteare pathways and protoc
A Patient satisfaction, carer and family feedlmblkram#chanisms to support
consumer responsiveness
A Quality improvement and assurance processes including monitoring of cli
indicators and incident reporting
A Protocols and liaison with other services and cpioitalrstgowithin the hospite
(including acute wards;astie care, emergency departments, medical and
oncology, diagnostic imaging)
A Leadership in service and care coordination through mechanisms such as
o ) interdisciplinaigam meetings and case conferencing involving providers ac
Service integration and settings
linkages A Formal link with a palliative care consultancy team
A Formal links with statewide palliative care services
A Formal links with community palliative care services to enable integrated
coordinated care for patients
A Active participation in networking arrangements through the regional palli
consortia
o A Access to designated palliative care beds
Infrastructure, facilities A Accommodation and other sugmwites for families and carers

and supporting services j
A

Telemedicine facilities
Equipment loan and other services to support return to home for patients




Inpatient Palliative Care Services - Level 2

A Providea broad spectruntafe catering for most palliative care patients incl
physical and psychosocial needs
Role description and A Assessment of patient medical care needs and exploration of patient goal
range of services ~ expectations and choices for place of care
A Provides or facilitatesess to pastoral gdyeravement support and respite ce
A Discharge planning and effdigtisen with commubigedpalliative and genera
providers
Catchment A Subregional
A Interdisciplinary team
A Substantial presence/involvemeatimiarpractitioneith specialist quedifions in
palliative medicine who may work across other health services
Staffing profile A Provision of @all or other affeours support of medical staff with experience
palliative care
A Nursing staff with experience in palliative care
A Accesso allied health and staff supporting psychosocial needs of patients
families
A Undergraduate and postgraduate teaching (registrars, trainees, students)
Education, training and A Provide education and suppdtinequelliative care apprawithin the health servi
research A Some outreach education and support to generalist and community baset
A Provide education and sufmopitients, carers and families
A Somearticipation in palliative care ressatciuajitimprovement projects
A Participate®r undertakes setsessment, agaRSC A6 s Nat i onal
Assessment Program
Quality framework A Contributes dataatgystem that monitors & measures palliative care outcon
A Use of validated assessment tootvideticbased care pathways and protoc
A Participates in health service system wide quality assurance activities (inc
satisfaction, clinical indicator monitoring)
A Protocols and liaison with other semitebnical pport units within the hospit:
o ) A Formal link with a palliative care consultancy team
Service integration and A Relationship and information shatingtatewide palliative care services
linkages A Agreements and limkth community palliative care services
A Participatioand involvement in coordination activitiesttieqaglative care
consortia
A Access to designated palliative cararui#dsinpatient beds

Infrastructure, facilities

and supporting services A

Telemedicine facilities
Equipment loan and other seteicepport return to home for patients

Inpatient Palliative Care Services - Level 1

Role description and
range of services

A

Providemanagement of stable patients with generally anticipated problem
outcomes

Physical and psychosocial cpatients needing palliative care

Discharge plannimd effective liaison with comrvasiég palliative and gener
providers

Provides or facilitates access to pastoral care, bereavement support and

Catchment

Local and subgional

Staffing profile

> D> > >

Nursing staff with knowledge of palliative care approach and/or qualificati
palliative care

Medical practitioner, with support/access to palliative medicine specialists
consultancy teams, protocols with Level 2 & 3saepatiesior other arrangeme
to provide advice and referral for more complex patients




Education, training and
research

Information to other staff opatiative care approach
Support and educafmmpatients, carers and families

Quality framework

SelfassessmentagaiRs€C A6 s Nati onal Standar d:
Quality activities are supported through formal links with Level 2 & 3 inpal
and the palliative care consortia

Service integration and
linkages

D> Py D>y D> D

Has referrals and protawotgganise access to bereavement support and re
patients, carers and families

Links and referral arrangements to Level 2 & 3 inpatient palliative care se
Links and information sharing with community palliative care services
Understandingsafrvices offereddigtewide palliative care services
Participation and involvement in coordination activities through the palliati
consortia

Infrastructure, facilities A
and supporting services A

Access tmpatienbeds
Telemedicine facilities

Community Palliative Care Services - Level 2

A

Role description and
range of services

Provides comprehensiirdcal care (including symptom and pain managem:t
psychosocial support for patients able to be supported in the community
Arrangements for 24 hour coverage to meet needs of community patients
families and carers

Experience and provision of advanced care planning and end of life care"
protocols for referral to inpatient services

Assessment of patient oa¢diare needs and exploration of patient goals,
expectations and choices for place of care

Provides or organises access to respite care

Provides or organises access to bereavement support

Catchment

Subregional and regional

> > > >y >y D>

Staffing profile

>

Interdisciplinary team approach

Senior nursing staff with specialist qualifications and experience in palliati
and/or nurse practitioner in palliative care, working collaboratively (includi
care arrangements) with medical practitioheliagicPs, other generalist anc
specialist medical practitioners)

Allied health and psychosocial support staff (including psychological, soci
spiritual support) as integral components ofdreziplieary team

Education, training and
research

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

Education programs for patients, carers and families

Participation in palliative care ressmatajuality improvement activities

Quality framework

D> D D> D> D

Participate®r undertakes sedkessment, agaiBRsC A6 s Nat i onal
Assessment Program

Contributes dataatsystem that monitors & measures palliative care outcon
Range of quality assurance processes (clinical indicator andrittordeg)t

Use oévidenckased care pathways and protocols

Patient satisfaction, carer and family feedback and other mechanisms to ¢
consumer responsiveness

Service integration and
linkages

Collaborative relationships with generaistaatist health providers to suppc
joint management and shared care of patients in the community

Formal link with a palliative care consultancy team

Formal links with inpatienstatdwide palliative care services

Participation in networkimgngements through the regional palliative care c

Infrastructure, facilities
and supporting services

DN D

Access tmpatiertbedsand respite facilities
Telemedicine facilities
Equipment loan and other services to papipots at home

10



Community Palliative Care Services - Level 1

A Providesne or more specific services (not full range of comprehensive ca
Role description and support patien.ts in the cpmmunity . . . '
range of services Range of services may include: physical care syafyxiarg and pain
~ management, psychosocial care, bereavement support, respite care
A Knowledge of advanced care planning and end of life issues
Cathiment A Local and sukgional
Staffing profile A Nursing staff and/or allied health staff with expadiateyacare o
A May involve generalist medical staff and/or nurse practitioner in palliative
Education, training and A provides general information and education for patients, carers and famil
research palliative care issues
) A Quality assurance processes (clinical indicators)
Quality framework A Patient satisfaction, carer and family feedback and other mechanisms to ¢
consumer responsiveness
A Collaborative relationships with generalist and speciatistideadthopsupport
o ) ~ joint management and shared care of patients in the community
Service integration and - A s linked to a Community Palliative Care Level 2 service
linkages A Understanding of services offestdtbyide palliative care services
A Participation and involvement in coordiatitias through the palliative care
consortia
Infrastructure, facilities A Telemedicine facilities

and supporting services A

Equipment loan and other services to pappots at home

Consultancy Team Palliative Care Services

Role description and
range of services

A

A
A
A

>

6remachodé consul tancy-basedstaft e and s
60Outreachd consultancy a dbasedlealtlaacare
professionals and community palliative care services

Assessment and symptom managelimicd| decisiomaking, advanced care
planning, patient and family communication, end of life care

Coordinating access and service provision for patients, carers and their fe
through referral and liaison with inpatient palliative care ients;lou¢saind
community palliative care services

Capacity building, education and advocacy on the palliative approach

Catchment

>

Regionand sufegional

Staffing profile

p2

>

Interdisciplinasgam including medical practitioner with specialist qualificatit
palliative medicirmadhursing staff with qualifications and experience in pall
care May include a nurse practitioner in palliative care

Facilitates access to other reqeirédes including allied health, psychosocia
support and pastoral care

Education, training and
research

Undergradhte and postgraduate training of nursing and medical staff
Extensive role in provision of education about palliative caprdtedsiatizls
across all settings and on a regional and community basis

Staff with joint appointments with universities

Participatidn palliative care research

Quality framework

Participates in PCAO®&s National St
Contributedata to Palliative Care Outcomes Collaboration
Use of validated assessment tools and ebadmtteare pathways and protoc

Service integration and
linkages

> DB DD

Collaborative relationships with generalist and specialist health providers
jointmanagement and shared care of patients requiring a palliative approe
Leadership role in standardising referral protocols and communication chi

11



other health providers to support improved access to palliative care servic

geographic basis

Formal links with statewide palliative care services

Formal links wittpatient armbmmunity palliative care services to enable inte

and coordinated care for patients

A Active participation in networking arrangements through the regiona palli
consortia

> >

Infrastructure, facilities A  aAccess tinpatieriveds
and supporting services A Telemedicine facilities

The analysis also indicates 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 real capability levels of palliative care
services.

Who

Determines Regional/ Consor i Independent Sect
Capability SelfAssessmen] [ Assessment j Chis [ Assessment
Level

Access expectations. While the draft Capability Framework can be used to describe
the current balance and distribution of palliative care services, there also needs to be
some 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 dying people will need or choose to
use palliative care services.

For inpatient services, the proposed service expectations are:

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

x 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 any neighbouring
metropolitan regions.

12



For specialist community palliative care, the service expectation is:

x In metropolitan and rural regions there should be at least one Level 2 community
palliative care service. This should have responsibility for ensuring that all relevant
patients in the region, including at a sub-regional level, have access to community
palliative care services. This can occur through direct provision by a Level 2
community palliative care service or through collaboration and agreements with
Level 1 community palliative care services at a local and sub-regional level.

For consultancy, the service expectation is:

x In metropolitan and rural regions there should be at least one consultancy team
palliative care service. This should be formally linked to all inpatient and
community palliative care services in the region.

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

Generalist services pr ovi de the Obackboned of palliatiwv

deliver services to patients who may not

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. 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/ Generaligt| Predominantly GelEWJEIIR | Predominantly (- o . o)
Generalist Model Generalist Model Specialist
Model
Model Model

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.

13
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A continuum model of Generalist-Specialist Services

Collaborative or Shared Care

Patients

i Predominantly
Specialist

Generalist Predominantly

- Specialist
Generalist

|
1
1
1
1
1
1
1
1
|
1
|
1
|
1
1
1
1
1
1
1
1
|
I
I
1
'

Patient Assessed Needs

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 sectordés capacity to deliver services tha
this context, there is no one entity or tier that can be responsible for workforce
development. This draft 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
palliative care workforce and developing specific strategies to address these
shortcomings 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.

Workforce Agency Basefl Region Baselj Statewide Secto DHS
Availability Planning Planning Based Planningl Planning

14



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 for mal reqguirements
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 would be supported by voluntary palliative care training for generalist
health professionals.

TT&R : No Change\o( Encourage & (Formal Trainﬁ National Forma
For Specialist—>{  Training Suppornformal] | & Accreditatignig lallale e =l
Staff L Approach) L Training in PC L in PC y in PC
e N e A
TT&R No Changetd Encourage & Formal Trainind National Formal
For Generalist—> Training Support Informal | & Accreditatign Training &ccred
Staff . Approach ) | TraininginPC) | inPC ) in PC

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:

TT&R Locally
Research Generated

Quality & risk management. Like other parts of the health system, quality & 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 wi Agency Based witr
Quality Agency Based Common Framewd [Prescriptive Approat

15
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Performance monitoring & accountability. Performance monitoring and external
accountability for palliative care services remains rudimentary. It is time to
progressively develop a performance monitoring regime that reflects expected service
outcomes (KPIs) across:

e Activity in all major service streams;

e Financial performance;

o Efficiency;

o Workforce capacity; and

e Quality improvement.

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

e |nclude all of the above;

e I ndicate 6equity of accessd; 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 &

Accountability Regional KPI Statewide Sector DHS KPI
Reporting KPI Reporting Reporting

System configuration

The options for the system configuration include 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 Base( Sector Base

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

16



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).

Hub-spoke model.
Vertically integrated model.
Super-regional consortia based on an enforceable MoU.

There were benefits and shortcomings for each option. No one option was clearly

superior. Choosing the most appropriate

weighing the relative strength of argument.

On this basis, it is proposed that the structure that best supports collaboration and
coordination is based on a super-regional model that has a governance arrangement
based on an unincorporated entity with a MoU, supported by conditions that
encourage service providers to meet the charter of the MoU.

Collaboration Regional | Regiona Hub Verticall
& Goodwill MoU Spoke | | Integrated | 2=l le]g k=
Coordination Model Model Model Model

A process for collaboration and coordination. There are 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);
¢ 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 are a range of identified workforce initiatives that can also support
collaboration and coordination.
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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 substantive improvements
can be made across the system.

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

e Formal and coordinated between service providers; and are

e Overseen/monitored by the consortia.

Organic & Inforrﬂ| Formal & Coordinat

Referral, Intake,
Assessment

Planning Regional/ Regional/ Conso Prescribed
Based| | consortia Based| | =EEE: el | Statewide
Independently Statewide Framework

Determined Framework

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/car er 6 s hol i stic needs;

¢ 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 which flexibility and responsiveness can be initiated,;
either 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 & O/ ENTRYLTLWAN  Common System-wide service components
Responsiveness Determined to support Flexibility & Responsiveness

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

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

e Psychosocial support.
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Leadership. Itis proposed to develop leadership at local, regional and state level.

Statewide level i This may potentially include activities such as proactive community
education in the palliative care approach, lead the reduction of clinical variation in care
across the state, sponsor national research, develop greater awareness amongst
clinicians of appropriate and early referral, amongst others;

Regional level i 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 T This may potentially include promoting a palliative care approach within a
health care provider, building/strengthening local links, and raising community
awareness of palliative care etc.

Consultations

The next phase of the Service Delivery Framework project is to discuss and receive
feedback on this draft document from the palliative care sector. Written submissions
can also be sent to:

Draft SDF Feedback
Aspex Consulting
Clarendon Terrace
212 Clarendon St
East Melbourne 3002

Or, alice.miller@aspexconsulting.com.au
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Purpose and context

Aspex Consulting in association with Health Policy Solutions Pty Ltd has been
engaged by the Department of Human Services 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.

A schematic overview of the general approach to the whole project is outlined below in
Figure 1.

Figure 1: Schematic of Project Overview
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This paper outlines the draft Service Delivery Framework.
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It builds on previous analysis (included in three earlier detailed reports) comprising:

e A Literature Review - this report examined current service and funding models for
palliative care in use in other jurisdictions and the evidence base to support the
various service models;

e A Service Mapping Report - a major component of this project has involved the
collection of data on all Victorian Government funded palliative care services to
better understand the roles, levels, mix and location of existing palliative care
services; and

e A Consultation Feedback Report - there have been extensive consultations with
the palliative care sector in the lead-up to the development of the draft Service
Delivery Framework. This has included consortia-based workshops, statewide
and specialist interest stakeholders, DHS and regional palliative care managers
and a sector-wide workshop.

This Service Delivery Framework report is organised around the three main building
blocks that comprise the Service Delivery Framework:

1. Palliative care principles and program objectives for the SDF;
2. A Capability Framework; and
3. System configuration.

Section 2 examines the conceptual basis for a SDF and outlines a proposed set of
principles and program objectives for palliative care.

Section 3 develops the draft Capability Framework for Victorian palliative care
services. This Capability Framework is based on delineating the roles, levels and
access expectations for each of the main types of palliative care services. It has been
developed based on reviewing the approach to role delineation used in the other
states and on an understanding of the current Victorian palliative care service mix and
distribution obtained through the Service Mapping.

Each of the main dimensions of the capability framework are examined in more detail
including a quality framework, workforce availability, the mix of specialist/generalist
services, education, training & research, and infrastructure.

Section 4 identifies system configuration issues relating to how the service system

might be organised or structured. It considers collaboration and coordination between
service providers, 6governanced arrangements,
leadership, enhanced access to services, the planning of services, and the purchasing

of services.

Sections 2 to 4 are the building blocks of the Service Delivery Framework. These can
be diagrammatically represented as in Figure 2 below.
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Figure 2: Schematic representation of the SDF building blocks
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Figure 2 indicates that the Service Delivery Framework has its foundations in sector-
wide agreed principles and program objectives on which is built two pillars, which are
the main components supporting the SDF.

Section 5 presents the main options for a SDF based on possible variations and
choices that have been identified through Sections 2-4. It also proposes a preferred
position for each of these variations or choices in developing a SDF for Victoria.

Section 6 indicates a process of consultation on this draft document.
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