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Primary Health Networks – Greater Choice 
for At Home Palliative Care 

 
 

South Western Sydney PHN  

 

When submitting the Greater Choice for At Home Palliative Care Activity Work Plan 2017-2018 to 2019-2020 
to the Department of Health, the PHN must ensure that all internal clearances have been obtained and has 

been endorsed by the CEO. 

The Greater Choice for At Home Palliative Care Activity Work Plan must be lodged to George 
Freeman via email to George.freeman@health.gov.au on or before 17 February 2018, and 

subsequently updated, on an annual basis. 
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1. Planned activities funded under the Activity – Primary 

Health Networks Greater Choice for At Home Palliative 

Care Funding 
 

Proposed 

Activities  

Description 

Activity Title 
Greater Choice for At Home Palliative Care (GCfAHPC) Project. 

PEACE of MIND Project (POMP)  

Description of 

Activity 

To implement the Greater Choices for at Home Palliative Care measure SWSPHN will develop an integrated model of end-of-life planning 

and palliative care delivered in the place of residence for people aged 70 years and over with a focus on residents with dementia but 

intact decision-making capacity.  The aim will be to improve the end-of-life journey for people with dementia, their carers and families 

through early diagnosis and engagement with End-of-Life and Palliative Care education, planning and choices while the consumer’s 

capacity is intact. 

SWSPHN will adapt the methodology described in Understanding the process to develop a Model of Care: An ACI Framework1 to the 

primary care environment. The project will be undertaken over five stages: 

1. Project initiation - development of the project framework and resourcing 
2. Diagnostics - understanding the current palliative care journey for people wishing to die at home in South Western Sydney including 

the barriers and enablers to home based palliative care for consumers and the health system 
3. Solution design - co-design of an integrated pathway for at home palliative care with consumers, carers and service providers 
4. Implementation - pilot the integrated Pathway and move to full implementation across the SWS region 
5. Sustainability - monitor, evaluate and optimise the Pathway and plan for sustainability 
 

The funded project officers will undertake three broad categories of activities that align with the PHNs strategic plan, Project 

Management, Capacity Building, and Integration. These activities will be incorporated into the project stages appropriately to achieve 
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the goals of the project in a timely manner and ensure that the model is person centred. Please see the attached Project Plan for a 

detailed description of the activities, timeline of the project and expected outcome for each activity.   

Reference: 

1. NSW Agency for Clinical Innovation (2013) Understanding the process to develop a Model of Care: An ACI Framework 
https://www.aci.health.nsw.gov.au/resources/models-of-care  

Rationale/Aim 

of the Activity 

SWSPHN will develop an integrated, person centred model of end-of-life planning and palliative care delivered in the place of residence 

for people aged 70 years and over with a dementia diagnosis but intact decision-making capacity.  The aim will be to improve the end-of-

life journey for people with dementia, their Carers and families through early diagnosis and engagement with End-of-Life and Palliative 

Care education, planning and choices while the consumer’s capacity is intact. 

Dementia has been chosen as the focus of the activity because as a terminal condition a palliative approach to care and support is 

recommended2 and yet many people with dementia struggle to access palliative care; in general, 80% of palliative care is delivered to 

people with a malignancy3. Dementia differs from other life-limiting illnesses in the certainty that the capacity to make decisions will be 

lost, the age of the cohort and the prevalence of co-morbid chronic disease which in themselves may require palliative care in the final 

stages. Therefore, advance care planning and engagement with palliative care should commence at diagnosis2.  

Dementia is a growing public health concern in south western Sydney. The estimate of dementia prevalence in the SWSPHN region in 

2016 was 9,769 people. It is forecast that this will rise to 11,672 during the lifetime of the GCfAHPC measure and to 28,187 by 20504. 

Activities under the GCfAHPC will be focused on the areas predicted to experience the greatest increase in prevalence over the life of 

the measure to enable adequate data collection and meaningful analysis of results. These areas include the Campbelltown, Camden, 

Fairfield and Liverpool local government areas. These areas will also provide varied population groups as Fairfield and Liverpool have 

rich cultural diversity in the population and Campbelltown has the highest Indigenous population in our region.  

People 70 years of age and over have been chosen to target as rates of Dementia are relatively low in people aged under 70 years but 

increase rapidly5 thereafter.  

Through timely diagnosis, early engagement with end-of-life planning and a palliative approach to care patients, carers and families will 

benefit from an easier to navigate system and greater preparedness for end-of-life.  There will also be service planning benefits for the 

health system along with a reduction in avoidable hospitalisations especially from Residential Aged Care Facilities. The hospitalisation 

rate for dementia as a principal diagnosis or as a comorbidity in SWS in the period between 2014-15 for all ages and both sexes were 

351.7 (above the NSW average rate of 306.3). The dementia hospitalisation rate for people between 75 and 84 years of age was the 

https://www.aci.health.nsw.gov.au/resources/models-of-care
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second highest in the Sydney metropolitan area 6. With greater recognition, early planning and choice to die in the place of residence 

being respected this rate may be reduced.  

References  

2. Palliative Care Australia and Alzheimer’s Australia (2013) Palliative Care and Dementia available at   
3. KPMG (2017) Ministerial Dementia Forum 2016: Redesigning Dementia Consumer Supports – Final Report  
4. Alzheimer’s Australia and Deloitte Access Economics (2014)  
5. South Western Sydney Local Health District (2016) Advance Care Planning, End of Life & Palliative Care Strategic Plan 2016 – 2021 
6. SWSPHN Needs Assessment November submitted November 2017 

Strategic 

Alignment 

The objectives will improve access to safe, quality palliative care at home and support end of life care systems and services in primary 

care. Collaboration, consultation and use of available data will provide flexible and responsive care including care after hours.  

• PHN needs assessment identified that in the SWSPHN region the number of palliative care clients being admitted to hospital has 
been increasing over the past decade similarly the hospitalisation rate for dementia as a principal diagnosis or as a comorbidity in 
SWS in the period between 2014-15 for all ages and both sexes was 351.7 (above the NSW average rate of 306.3). The dementia 
hospitalisation rate for people between 75 and 84 years of age was the second highest in the Sydney metropolitan area. 
Additionally, the prevalence of dementia is growing in south western Sydney. Access Economics2 predicts up to fourfold growth in 
Dementia to 2050 in four locations within the SWSPHN region (Camden, Campbelltown, Liverpool and Macquarie Fields).  The 
development of the model will empower primary and community care providers to support patients to access the right care, in the 
right place at the right time and reduce unwanted hospitalisations. 

Scalability 

If successful, the activity could be expanded to include other sub-population groups such as younger people with an Early Onset 

Dementia diagnosis and people with chronic illnesses. As the pathway will be developed using the HealthPathways methodology it could 

also be implemented in other PHN regions with some localisation.    

Target 

Population 

The target population for this activity is residents living in the Campbelltown, Camden and Liverpool and Fairfield Local Government 

Areas aged 70 years and over with a dementia diagnosis but capacity to undertake advance care planning intact, their carers and 

families.  

The project will work collaboratively at the regional level to influence the experience of end users at the local level. Therefore, collateral 

target groups include the broader community, service providers and primary and tertiary clinicians.   

Coverage 

The activity will cover the following ABS Statistical areas located within the SWSPHN boundaries: 

Outer South West Sydney SA4 level which covers our Camden and Campbelltown LGAs 

South Western Sydney SA4 level which covers our Fairfield and Liverpool LGA 
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Anticipated 

Outcomes 

• individuals receiving a dementia diagnosis with intact decision-making capacity will have choice, quality of care and support 
through early engagement with end-of-life planning and palliative care; 

• primary health care providers will have access to an integrated model for palliative care in a person’s place of choice, that 
incorporates clear triggers for escalation for Dementia and Palliative Care. This model will be accompanied by supportive tools 
such as a published HealthPathways with associated localised patient fact sheets, Advance Care Planning Documents and 
decision support tools that assist in recognition of a deteriorating patient;  

• the burden on families and carers will be reduced, through early engagement with Advance Care Planning and Palliative Care; 

• the community will benefit from increased health literacy through exposure to education on Dementia as a life limiting illness, 
Advance Care Planning and Palliative Care and the value gained through early engagement  

Measuring 

outcomes 

 

 

• The number of people receiving a dementia diagnosis during the implementation phase, collected using PATCAT data extraction 
or paper methods where computerised systems are not available 

• The number of people diagnosed who receive early engagement with Advance Care Planning and Palliative Care education  

• Number of carers/family members who engage with Advance Care Planning and Palliative Care support 

• Experience Surveys from patients, their carers and families  

• Publishing of a Dementia and Palliative Care HealthPathway and associated Fact Sheets for the community  

• Number of times the published HealthPathway is accessed 

• Number of times the Patient Factsheets are accessed 

• Number of community events completed 

• Number of people who attend community events 

• Feedback from attendees at community events 

• Number of social media posts and hits 

• Number of health professionals who attend education and training events 

• Feedback from health professionals who attend education and training events 

• Experience surveys from service providers  
 

Timeline 
1. The two-year project commenced in 2018 under a multi-stage plan. The first two stages, project initiation and diagnostics were 

completed in 2018. The solution design stage is underway with testing and evaluation to follow. The project will be completed by 30 
June 2020.  

 

  

 

 


