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FOreword

At Palliative Care Australia, it is our mission to influence, foster and
promote the delivery of timely and quality palliative care for all who need it.

As a palliative medicine specialist, | work with people with life-limiting illness and their families every
day and | know the extraordinary benefits that palliative care can provide.

| know that when people have access to timely and quality palliative care, their symptoms can be
relieved, their psycho-social needs met, and they can live as well as possible for as long as possible in
the place of their choosing.

| also know from experience that this care means people are less likely to receive unnecessary
treatments which will not offer them benefits, they are less likely to need to go to Emergency
Departments and they spend less time in hospital or Intensive Care Units.

This is all about offering good quality and proactive appropriate care and supporting decisions about
clinical treatments for people living with life-limiting illness.

| also know the importance of economics. For this reason, Palliative Care Australia commmissioned
health economics experts at KPMG to undertake this thorough investigation of the economic value of
palliative care, to look at the nation’s future palliative care needs and to model effective interventions,
under the guidance of a steering committee of clinical and academic experts. Most importantly, we
asked KPMG to make recommendations to better prepare the nation to meet the nation’s rapidly
escalating palliative care needs.

| extend my thanks to the KPMG team for the thoroughness and diligence in the way they have
explored the evidence, research and experience of people working in palliative care to write this
report, keeping the needs of people with life-limiting illness and their families at the centre.

| also extend my thanks to all the people who contributed to this report and urge all Governments to
study and implement the recommendations, which will deliver tangible benefits across the health
system.

Professor Meera Agar
Chair, Palliative Care Australia



ntroduction

There is a clear economic case for increased investment in palliative care
In Australia.

There is a clear need to improve the way we care for people nearing the end-of-life, both for the
elderly and those with a terminal illness. The majority of Australians die in hospital when most would
prefer to spend more time at home. Talking about death can be difficult and seen as something to
avoid. Government funded palliative care services are predominantly delivered over the last days and
hours of life. Despite considerable reform over the past 30 years, palliative care has remained an
optional extra rather than ‘core business’ within our health and aged care systems, which defaults to
extending life, rather than improving the quality of time we have left.

Investing to Save - Palliative Care outlines the economic argument for increased investment in
palliative care. The huge costs associated with death are not inevitable; this report highlights practical
‘win-win’ recommendations for investment in palliative care that deliver lower end-of-life costs to
Government at the same time as achieving positive health and social outcomes for people
experiencing life-limiting conditions. Savings in health care expenditure can be achieved when
incentives are provided for health services to support advance care planning and greater investment in
coordinated home, community and aged care (including residential care) services that avoid
significantly higher end-of-life costs.

Achieving these improvements will require agents of change, or enablers. Funding models need to be
broadened to encourage rather than hinder the provision of integrated palliative care across settings.
More comprehensive administrative data on service provision is required for system planning, to sit
alongside the outcomes data tracked through the world-leading Palliative Care Outcomes
Collaboration. Further investment in community awareness, expansion of the specialist palliative care
workforce, and increased palliative care training of the broader health and aged care workforce, are all
required for palliative care to become core business. Investing to Save — Palliative Care highlights
these key enabling steps and the practical recommendations with strong evidence bases that will
improve the quality of the last years of life for people who are dying, their carers and families.

We are proud that KPMG is able to contribute to the ongoing discussion on palliative care reform as a
key advisor to Governments and other organisations in the health and aged care sector. We sincerely
thank Palliative Care Australia for the opportunity to partner with them on this report. /nvesting to
Save — Palliative Care is not a silver-bullet, but instead we hope that the evidence and
recommendations presented here can help Governments and others take the next steps towards
ensuring palliative care becomes a core component of our health system.
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Dr Brendan Rynne Nicki Doyle
Partner and Chief Economist Partner

KPMG — Economics KPMG — Health, Ageing and Human Services
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Palliative Care Australia’s acknowledgement and gratitude to
The Snow Foundation

Palliative Care Australia has been able to commission this important work thanks to the
generous support of The Snow Foundation.

Starting in Canberra, The Snow Foundation was established in 1991 by Terry Snow and his brother
George to support people experiencing hardships and challenges. Almost 30 years later, The Snow
Foundation remains dedicated to the Canberra region coupled with a commitment to back key
National initiatives supporting social entrepreneurship and stand out leaders with ambitious agendas
for social change.

The Snow Foundation has been particularly generous in supporting people living with life-limiting
illness. In approaching The Snow Foundation to assist in financing this report, PCA found an
enthusiastic and willing partner in commissioning a major economic study about the value of palliative
care — not just the caring value, but the economic imperative to invest in services which people need
and also generate savings in other more cost intensive parts of the health system.

The Snow Foundation are also benefactors to Clare Holland House in Canberra and LifeCircle.

Clare Holland House, Canberra ACT

Clare Holland House is a palliative care facility in Canberra. The team at Clare Holland House provide
outpatient clinic services, care in the home or residential setting, and also inpatient hospice services.

The service at Clare Holland House is tailored to each patient, with the main objective being to enable
each patient to enjoy a fulfilling and comfortable lifestyle while still receiving appropriate and patient-
centred care.

Through funding from the Snow Foundation, Clare Holland House is undertaking an exciting
expansion to enable an increase in the number of specialist inpatient palliative care beds and expand
facilities for families to stay with patients on site and for the development of administration and
clinical space. The support will also provide more in-home, palliative care for people who wish to stay
in their own home. Already the team at Clare Holland House is providing a widely acclaimed and
awarded service to residents in residential aged care facilities. This is known as the Palliative Care
Needs Rounds, where a Palliative Care Nurse Practitioner from Clare Holland House meets regularly
with staff in residential aged care facilities to discuss residents who are at risk of dying and to put
care plans in place.

LifeCircle

LifeCircle is an independent, national social enterprise that prepares families and organisations as they
care for people through the last stages of life.

Leveraging 30 years of practice and insights with a global evidence base, contemporary principles of
human-centred design and lean scaling, LifeCircle partners as integrators and catalysts to drive a
whole-of-system approach, improving the experience for all Australians.

LifeCircle provides online delivery of information, resources, and 1:1 Guided Support Programs for
carers and families. The anticipated outcomes of these services include improved wellbeing of those
caring; less regret and complex bereavement; less time spent in hospital; and more Australians having
an end-of-life experience that is aligned with their preferences.

With LifeCircle’s tools and training, organisations can excel in care and commmunication through the
last stages of life, while also improving business metrics such as employee wellbeing, workforce
stability, productivity, and customer satisfaction.






Jisclamer

This report has been prepared as outlined in the Scope Section. The services provided in connection
with this engagement comprise an advisory engagement, which is not subject to assurance or other
standards issued by the Australian Auditing and Assurance Standards Board and, consequently no
opinions or conclusions intended to convey assurance have been expressed.

No warranty of completeness, accuracy or reliability is given in relation to the statements and
representations made by, and the information and documentation provided by, Palliative Care
Australia personnel and stakeholders consulted as part of the process.

KPMG have indicated within this report the sources of the information provided. We have not sought
to independently verify those sources unless otherwise noted within the report.

KPMG is under no obligation in any circumstance to update this report, in either oral or written form,
for events occurring after the report has been issued in final form.

The findings in this report have been formed on the above basis.

Third Party Reliance

This report is solely for the purpose set out in the Scope Section and for Palliative Care Australia’s
information, and is not to be used for any other purpose without KPMG's prior written consent.

This report has been prepared at the request of Palliative Care Australia in accordance with the terms
of KPMG's contract dated 25 June 2019. Other than our responsibility to Palliative Care Australia,
neither KPMG nor any member or employee of KPMG undertakes responsibility arising in any way
from reliance placed by a third party on this report. Any reliance placed is that party’s sole
responsibility.
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EXBCUTVE summary

This report presents the economic case for
increased investment in palliative care. It
highlights opportunities for Governments to
generate significant returns on their
investment in palliative care, focusing on
targeted practical interventions where the
evidence base about what works is strong.




Executive summary

Background

Palliative care in Australia is amongst the best
in the world. State and Federal funding for
palliative care services is provided across
primary care, community, residential aged
care, hospital and specialist palliative care unit
settings; patient reported outcome data is
collated and published; and there are
education and training pathways to become
palliative care specialists for both doctors and
nurses.

Yet, across the lifespan, too many Australians
with life-limiting conditions miss out on
appropriate palliative care. Just 2,595
individuals received a Medicare Benefits
Schedule (MBS) funded palliative care home
visit in 2017-18, less than two per cent of the
deaths in that period. Just four to 12 per cent
of Australians die at home, despite the
majority of people preferring to spend more
time at home in their last months of life. Only
one in 50 residents of an aged care facility
receives palliative care under the Aged Care
Funding Instrument (ACFI). Palliative medicine
specialist numbers are half of what is
expected under a minimum model of care.

Over the last 20 years, a large body of
reviews, reports and inquiries have highlighted
these shortcomings, and presented
recommendations for reform. However, most
previous reports have presented the case for
reform in terms of the social and moral
imperative to improve the end-of-life for all
Australians. This report takes a different
perspective. It draws on a pragmatic,
evidence-based approach to estimate the
economic benefits from these reforms. It
shows that we can achieve better social and
moral outcomes, while also reducing the
almost $8 billion spent on death in Australia
each year.

Many of the recommmendations presented here
are not new. Facilitating people to live well at

home in their last months, ensuring advance
care plans are completed and followed,
providing integrated palliative care that allows
individuals to seamlessly access services, and
significantly increasing the number of palliative
care specialists in residential aged care
facilities (RACFs) are consistent themes across
much of the previous research.

However, this report highlights that there are
good economic reasons for Government to
adopt these interventions. The return on
investment (ROI) to Government comes from
reducing costly end-of-life emergency
department visits and transport, hospitalisation
stays and intensive care unit (ICU) admissions.
Although not quantified, there are also likely to
be cost savings to individuals and employers
from reduced bereavement costs and
increased productivity of families and carers.

By making the economic case, the report aims
to help inform policy makers who are faced
with challenging decisions about how to best
allocate scarce resources and funding. It
recognises that there are always trade-offs
when considering complex social issues, and
that economic evidence can shine a new light
on the nature of these trade-offs.

In addition to recommendations for specific
interventions and investments, there are also a
range of key system-wide reforms that are
required to deliver a more efficient and
effective palliative care sector. Palliative care
needs clear stewardship and a funding model
that promotes rather than hinders integrated
and patient-centred care. The health workforce
needs clear career pathways to palliative care
roles, and community education needs to be
systematic and consistent if discussions about
death and the role of palliative care are to
become core business. These reforms are not
simply ‘nice to haves’ but essential to ensure
the benefits from increased investment in
palliative care are achieved.
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Scope and methodology of
this report

KPMG was engaged by Palliative Care
Australia (PCA) to model the economic case
for increased palliative care by identifying
practical recommendations that had a strong
economic argument, were supported by the
evidence base or offered a practical innovation,
and improved the health and wellbeing of
Australians.

The methodology for this report involved three
distinct stages:

1) Evidence gathering, including reviews of
the literature and stakeholder
consultations, to highlight gaps and
opportunities in current palliative care

services;

2) Analysis and modelling, using a pragmatic
evaluation approach that captured the key
costs and benefits associated with

palliative care reforms;

3) Recommendations, prioritised using a set
of criteria established with the project
steering group, including scope and reach,

ROI and feasibility of implementation.

KPMG | 5

Key recommendations

Following on from the detailed analysis
described above, PCA and KPMG have
developed the following recommendations,
broken down by key setting: home, residential
aged care and hospital. The recommendations
all deliver strong ROls, either breaking even
and being cost-neutral in the case of home-
based care, or providing significant cost
savings in the case of the residential aged care
and hospital interventions.

In addition, a number of ‘enabling’
recommendations have been provided. These
recommendations address the stumbling
blocks that continue to restrict the sector from
delivering the patient-centred models of care
that have been recommended over decades of
research.

Overall, our analysis highlights that investing in
better care for those experiencing life-limiting
illnesses will reduce rather than increase
costs. KPMG estimate that the cost of death in
Australia is $7.8 billion per year, with more
than half, $4.0 billion, in hospital costs. The
interventions presented here can significantly
reduce the hospitalisation costs of dying by
nearly 12 per cent, or $460 million per year,
while also improving the quality of death.
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ES Table 1: Key recommendations for this report

Improve access to home and community-based palliative care Investment | Return
services (%)

Recommendation 1.1: Increase funding and timely access to home $240m 100%

and community-based palliative care services

Recommendation 1.2: Develop a key performance indicator to

monitor access to home and community-based palliative care

Expand palliative care services in residential aged care Investment | Return
(%)

Recommendation 2.1: Invest in specialist palliative care (SPC) and $75m 182%

integrated support across residential aged care

Recommendation 2.2 Explicitly identify palliative care in the Aged Care

Quality Standards

Increase investment in earlier and more integrated palliative care Investment | Return
services in hospitals (%)

Recommendation 3.1: Increase palliative care services in hospitals $50m 168%
Recommendation 3.2: Track the incidence of non-beneficial care in

end-of-life hospital admissions, and systematically measure the impact

of palliative care on hospitalisation costs

Deliver system-wide reform to unlock the potential of palliative Investment
care

Recommendation 4.1: Establish a permanent National Palliative Care
Partnership Agreement with State and Territory Governments and

appoint a National Palliative Care Commissioner

Recommendation 4.2: Reform funding models to facilitate integrated, Enabling interventions

patient centred care
Recommendation 4.3: Develop a palliative care minimum dataset

Recommendation 4.4: Expand the palliative care workforce and
increase palliative care literacy across the wider health sector
Recommendation 4.5: Deliver community awareness and education

programs

Source: KPMG 2019
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Limitations

The scope of this report has been necessarily
limited to a small number of targeted
recommendations. Importantly, the report is
not:

e acomprehensive evaluation of the entire
palliative care system;

e economic modelling of all prospective
palliative care interventions;

e a whole of Government plan for reform.

KPMG and PCA identified a range of potential
areas for reform that are worthy of additional

analysis, but are being progressed through
other avenues or had considerable complexity
that could not be addressed within the scope
of this analysis.

Additionally, the scope of this project has
limited the report’s capacity to focus on the
needs of specific cohorts. In particular, it is
recognised that Aboriginal and Torres Strait
Islanders may require additional targeted,
culturally appropriate supports, as will children
experiencing life-limiting ilinesses (paediatric
palliative care) and the carers of such
individuals.
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This section provides
background context for this
report and defines the
concept of palliative care.









Importantly, the provision of these palliative
care services can differ along the pathway to
death. For some patients this trajectory is
predictable, and for others it is not.
Recognising that multimorbidity (the co-
occurrence of two or more chronic conditions)
creates diverse pathways to death, Box 1
provides three disparate examples of the
disease trajectories commonly associated with
chronic iliness.

Box 1: Pathways to death associated with chronic illness

Short and severe Long and episodic Prolonged and slow
A
< < c
o o o
B k5 g
< [= c
= = =
[T L. L.
Proximity to death Proximity to death Proximity to death

According to Lynne et al. (2003), these trajectories represents a typical person with...

Cancer Heart and lung failure Dementia

e Rapid decline; no sign of e Slow decline in function, e Low function to start,
recovery; short period sharp periodic decline and progresses slowly over
between functional decline recovery; longer onset from time; longest period
and death. decline to death. between decline and death.

According to Sleeman et al. (2019)...

e Palliative care is relevant e Palliative care is relevant e Palliative care is relevant
for 90 per cent of cancer for 35 per cent of deaths for 80 per cent of
deaths. related to heart failure; 80 dementia related death.

per cent of deaths related
to COPD and 50 per cent
of deaths lung disease.

Sources: Lynne et al. (2003), Sleeman et al. (2019)
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Where is palliative care provided?

Palliative care is provided across home,
RACFs, hospital and SPC units. Each setting
serves a different purpose, and provides
accommodation for individuals with varying
needs. The delivery of palliative care across
these settings is therefore diverse (Box 2).

Box 2: Palliative care by setting ‘

1.

Home

Home-based palliative care supports patients who wish to be cared for at home for as long as
their needs can be met, and where possible, to die in the place of their choice. General
practitioners (GPs) play an important role in this setting to identify palliative care needs,
facilitate discussions around treatment goals and develop care management plans.

Services within this setting can also include symptom management and assessment, specialist
nursing, allied health, emotional support, education, bereavement, personal care, food services,
transport and more.

Residential aged care

Palliative care in residential aged care consists of long-term care and management of those
with life-limiting conditions.

Residential aged care staff are available to provide personal, heath and nursing care at all hours.
Patients and staff in this setting have access to SPC support and community palliative care
services where needs become complex.

Hospital

Palliative care can be provided in the hospital alongside curative treatment and/or where
patients’ needs are complex. These services may occur via inpatient care in beds, outpatient
clinics, ICUs or EDs.

Hospital palliative care can include advance care planning, complex symptom management and
assessment, psychological bereavement support and more.

Specialist palliative care units

Specialist palliative care units provide short-term care for those with serious iliness, near the
end of their life, who are in most cases no longer receiving curative treatment. These units aim
to provide a home-like environment, including some accommodation for family and significant
others when possible, in addition to personal belongings. This care can be provided within
hospital and/or community care settings (home/RACFs). Teams of these units can include
specialist nurses, doctors, social workers, and other professionals to provide symptom
management, psychological bereavement support and more.

Note: Many people in the community may be familiar with the term “hospice”. The meaning of
the word hospice has changed over the years. What is offered in terms of care at a hospice can
be different across countries and even across Australian jurisdictions. In some instances a
hospice may include the full suite of services offered by a specialist palliative care unit. In other
situations the hospice may be a community facility offering care and support for patients and
their families but not always with the full range of clinical care. In this report, specialist palliative
care units is used as the term for services that bring together multidisciplinary teams to provide
a comprehensive range of clinical and supportive care at the one service.

Source: KPMG analysis of The Department of Health (2019); PCA (2018)
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Methodology for this report

Phase by phase

A high-level overview of the methodology used to formulate the recommendations in this report is
presented below:

Evidence gathering

1 e Literature review and data collection to understand the current state of the industry,
identify the key issues and list potential recommmendations for reform from past reports
and inquiries;

e (Consultation with members of industry and the Steering Group Committee to test initial
findings and gain detailed insight into palliative care services in Australia.

Analysis and modelling

2 e Assessment of publicly available data to verify the system-wide and setting-specific
issues in palliative care;

e Generation of a baseline model of palliative care need and cost of death in Australia;
e Development of criteria to prioritise palliative care interventions from the literature;

o ROl analyses from improved palliative care.

Recommendations
3 e FEvaluation of interventions and recommendations against the prioritisation criteria;

e Consolidation of findings, identification of limitations and development of
recommendations with the Steering Group Committee;

e Review and refinement of recommendations in final consultation with the Steering Group
Committee.
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Steering Group Committee and
stakeholder consultation

Table 2 lists the members of the Steering
Group Committee consulted throughout this
report. The methodology for this report also
included a broader consultation with other key

Table 2: Stakeholders consulted for this report

Personnel Description

Meera Agar

of Technology Sydney

Professor Meer Agar, Palliative
Medicine, IMPACCT, University

stakeholders. These consultations are also
summarised in Table 2.

Importantly, the majority of recommendations
presented here have built on
recommendations in previous PCA research,
which have been extensively tested with PCA
members and others in the sector.

Discussion points

e Timeliness of palliative care services;

Preference for dying at home — place of
death versus time spent at home.

Jane Fischer Dr Jane Fischer, General

Manager and Medical Director,

Calvary Health Care Bethlehem

o Awareness of palliative care in Australia;

Workforce capacity and skill gaps in
palliative care;

e |mproved models of care in the community.

Gregory Professor Gregory Crawford, e Key State-based issues in today's care
Crawford Senior Consultant in Palliative models;
Medicine and D|recto_r of e Strengths of the current system in South
Research and Education, Australia:
Northern Adelaide Palliative '
Service e Research into the economics of palliative
care.
Rosemary Professor Rosemary Calder, e Effective and ineffective funding models in
Calder Health Policy at Mitchell palliative care;

Institute, Victoria University

e Minimum datasets and KPls;

e Stigma of palliative care.

Helen Walker Helen Walker, Nurse Unit

Manager, Laurel Hospice

e Addressing patient need in the community
(person-centred care);

e Triage and fragmentation;

e Funding models.

Palliative Care Dr Barbara Daveson, Manager,
Outcomes PCOC

Collaboration g5 e Allingham, Statistician

e Variation in outcomes across regions of
Australia;

e Data reporting and coverage.

(PCOC) and Data Manager, PCOC

St Vincent's Associate Professor Mark e After-hours palliative care in Victoria;

Hospital Boughey, Director of Palliative e Funding and consultative services:
Medicine, St Vincent's g '
Melbourne e Timely palliative care which individuals can

trust.

Australian Gary Hanson, Unit Head for e Data challenges (coding, availability,

Institute of Mental Health and Palliative reporting);

Health and Care, AIHW . )

Welfare e National Best Endeavours Dataset;

(AIHW) e Research and data.

Source: KPMG (2019)
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in effective palliative care interventions and
Services.

The specific methods used for modelling the
RQOls varied according to the intervention being
assessed. Intervention costs were sourced
from the literature with unit cost data from
relevant agencies such as the AIHW, IHPA and
NHCDC or the ABS. Savings were considered
mainly in health care cost savings achieved
through a reduction in care costs and health
service utilisations, e.g. reduced ED visits,
hospitalisation and ICU admissions. Savings
were only included in the modelling when the
evidence base and magnitude of impact were
significant and allowed for quantification.
Sensitivity analyses were then conducted to
highlight how the ROl may vary under different
conditions. For more technical details on the
ROl analysis, see Appendix B.

The context of return on
Investment

This report focuses on interventions that show
a positive ROI (ROl greater than 1). As
palliative care helps to reduce the high health
care costs associated with death, and to
improve quality of life for people with life-
limiting illness, many investments in palliative
care have the potential to deliver a strong ROI.
In health economics, these interventions are
known as ‘dominant’ because they deliver
both better outcomes and reduced costs.
Across the wider health sector, dominant
interventions are unusual because normally it
costs money to improve health. In that
context, an intervention with an ROl of just 1.0
is a very attractive intervention because it
delivers health benefits with no net costs.

KPMG | 20

The overlap of interventions and
the potential for double counting

One of the challenges with palliative care is
the complexity between care setting and the
model of care available to the individual. There
are a range of causal factors that contribute to
palliative care, and therefore a range of
potential areas to intervene. This means that
interventions have the potential to overlap with
each other: it could be that the effectiveness
of one intervention is enough to render
another intervention obsolete. For example, an
advance care plan intervention in a hospital
setting could be part of the service provision of
an integrated home-based service.

These complexities with palliative care are
difficult to untangle: individual interventions
are typically evaluated within a narrow scope
rather than as part of a collective within a
wider health system. We have attempted to
avoid ‘double counting’ by focusing on specific
care settings (home, residential aged care and
hospital) and ensuring our recommendations
for expansion are realistic at the overall level.
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Recommendations

Prioritisation framework

Table 3 outlines the criteria used to prioritise
recommendations outlined in Phase 3 based
on findings from Phase 1 (evidence gathering)
and Phase 2 (analysis and modelling).

Table 3: Criteria for prioritisation

Where is this analysis evident in

e 7 G the recommendations?
Prevalence How many people could this e Each recommendation has
intervention potentially impact? introductory text that considers
this criterion.
!Economic What are the costs of this intervention? e Each sub-recommendation has
impact the sub-heading ‘What is the

What are the economic benefits of
this intervention?

What is the ROI for this intervention?

economic impact of intervening
in this area?’

Strength of
evidence base

What is the quality of the available
evidence base?

How effective have the outcomes
been in the identified evidence base?

e FEach sub-recommendation has
the sub-heading 'What does the
intervention involve, and how
strong is the evidence base?’

Alignment with
existing policy

Is this recommendation aligned with
existing policy directions, oris it a

e FEach sub-recommendation has
the sub-heading ‘Is this

directions recommendation that could be intervention aligned with
contentious? existing policy directions?’
Ease of Are there existing opportunities that e Each sub-recommendation has

implementation

could be leveraged to implement this
recommendation?

What are the challenges of
implementing this recommendation?

the sub-heading 'What are the
opportunities or challenges of
implementation?’

Source: KPMG (2019)
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Figure 3: Utilisation of palliative care services in Australia for 2017
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Source: KPMG analysis of AIHW (2019)

Palliative care in hospitals

The number of palliative care related
hospitalisations in 2017 was 77,369 or 0.7 per
cent of all hospitalisations. By age group, 75
per cent of palliative care hospitalisations are
for people aged 65 years and older, and this
has remained steady over time. By gender, the
number is also stable with males higher than
females at 54 per cent. The majority of
palliative care related hospitalisations were in

(n) number; (p) persons, 000s

public hospitals (85 per cent) and in major
cities (68 per cent). Cancer is the principal
diagnosis for close to 50 per cent of services.
Palliative care patients were involved in at
least one overnight stay with average length of
stay (ALOS) of 10.5 days from 2013 to 2017.
This is more than three times the ALOS of
hospitalisation for all reasons (Figure 4).

Figure 4: Length of stay palliative care-related hospitalisation
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Palliative care in primary care

Primary care palliative medicine services
funded under the MBS covered 16,159
individuals for 2017-18, or around 10 per cent
of deaths for that year, and 20 per cent of
deaths estimated to benefit from palliative
care. These individuals received a total of
87,805 services, on average approximately five
per individual.

MBS-funded palliative care is evenly split
across gender, and provided predominantly but
not exclusively to the older population, with 73
per cent of individuals and services provided to
those aged 65 or above.

Since 2013-14, MBS-funded palliative care
activity per 100,000 population has grown by
4.3 per cent per annum. Encouragingly, home

Figure 7: Distribution of MBS-funded Palliative Care
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attendances (10.8 per cent) and case
conferences (15.0 per cent) have grown faster
than hospital or surgery attendances (1.4 per
cent), albeit of a much lower base.

Total expenditure on MBS-funded palliative
care services totalled AU$6.8 million in 2017-
18, with the average costs of AU$69.25,
AU$112.28 and AU$107.44 for a hospital or
surgery attendance, a home visit and a case
conference, respectively (KPMG analysis of
AIHW Palliative care services in Australia:
Medicare-subsidised palliative medicine
services. 2017-18. Tables MBS.7-9). The Aged
Care Access Incentive provides $1,500/$3,500
to GPs who provide at least 60 out-of 140
eligible MBS services within aged residential
care facilities each year.
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Sources: AIHW Palliative care services in Australia: Medicare-subsidised palliative medicine services. 2017-18.

Table MBS.2.

Figure 8: Growth in MBS-funded palliative care activity
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Sources: AIHW Palliative care services in Australia: Medicare-subsidised palliative medicine services. 2017-18.

Table MBS.7.
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