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Abstract
Background
This paper reports a multi-disciplinary educational intervention developed to improve palliative care
delivery in a rural and remote area. The North West Rural Palliative Care Project commenced in 2004
on the North West Coast of Tasmania as a result of an innovative three-way partnership between the
North West Tasmania Division of General Practice, Palliative Care Service North West and the
University of Tasmania’s Rural Clinical School. The program was funded by the National Palliative
Care Strategy under the Rural Palliative Care Program.
As occurs in many rural communities, the majority of palliative care delivery in this region is by GPs
based in small, dispersed towns. A specialist palliative care service, including a medical specialist,
services the region. However, while this assistance is available it is not fully utilised by GPs because of
issues relating to distance and role delineation, among others.
Method
An action research project examined how provision of multi-disciplinary learning opportunities might
improve working relationships and knowledge among palliative care providers from all disciplines.
Focus groups were used to audit the current situation and identify areas for improvement. An
education needs assessment revealed similar learning needs among palliative care providers from a
wide range of disciplines. This information was used to design a range of interventions, including the
provision of resource materials, multi-disciplinary educational forums, and GP-led multi-disciplinary
pilot sites, specifically designed to meet the needs of this rural primary care community.
Results
Evaluation of these interventions reveals significant improvements in knowledge and working
relationships. Positive feedback was obtained from members of the GP-led multi-disciplinary pilot
sites, including community nurses, the palliative care social worker, medical specialist and nurses, the
volunteer co-ordinator and GP practice nurses. Benefits included better communication, clear
understanding of roles and responsibilities, enhanced clinical knowledge and skills and improved
relationships, especially between GPs and the specialist service. Increased knowledge and
understanding of the role of the specialist palliative care service led to an unexpected higher number of
GP referrals to the service.
Conclusions
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The regional application of this multi-disciplinary education-based model has shown that more benefits
are emerging for participants than was originally envisaged, including local and regional attitudinal
change and improved communication, understanding and professional respect between the palliative
care providers of the region. The research demonstrated an effective process for increasing
collaboration and knowledge among dispersed rural palliative care providers.

Introduction
This paper demonstrates the effectiveness of and benefits associated with a general practitioner (GP)led multi-disciplinary model of education provision developed to improve palliative care delivery in
rural and remote North West Tasmania.
Tasmania currently has the second oldest and fastest ageing population in Australia with the North
West coast experiencing the highest incidences of cancer and heart disease in the State.(1) This suggests
an increased need for palliative care in the future for the State and the North West in particular.
The Cradle Coast region covers an area of 22 492 square km made up of nine local government areas.(2)
It comprises numerous geographically dispersed small to medium-sized rural and urban population
centres, however more than 75% of the population is located in the coastal strip along the North West
coast. A GP population consisting of approximately 100 part-time and full-time practitioners, and other
primary care providers, predominantly based in the larger centres, provide primary health care
services to the region. The specialist palliative care service, consisting of medical, nursing and social
work professionals, is responsible for the entire region and is centrally located. There is a regional
hospital with two campuses and three small district hospitals.
Analysis of current palliative care delivery highlights that on average, GPs on the North West Coast see
8–12 palliative patients per annum, in comparison to the national average of 5–6 patients.(3)
The geographical disposition discussed above, accompanied by the independent and autonomous
nature of the role of rural and remote GPs(19) may have impeded quality co-ordinated palliative care
delivery on the North West Coast. This is evidenced by the low numbers of GP referrals to the specialist
palliative care service and GPs’ reluctance to learn in a multi-disciplinary environment prior to the
project’s implementation. Additionally, impaired communication and conflicting views of the roles and
responsibilities of the service providers on the NW Coast are identified as key barriers to effective
service delivery and working relationships between palliative care providers, as described
previously.(4)
The literature supports the notion that patient outcomes would improve when GPs and specialist
palliative care teams communicate well and work together collaboratively,(3, 5) however GP
involvement is often hard to obtain.(6, 7)
In order to address these issues and plan for sustainable service provision in the future, a partnership
between the North West Tasmania Division of General Practice, Palliative Care Service North West and
the University of Tasmania’s Rural Clinical School was formed and successfully obtained funding to
implement the North West Rural Palliative Care Project in 2004.
The North West Rural Palliative Care Project was one of eight regional projects funded under the
National Palliative Care Strategy’s Rural Palliative Care Program to trial models of palliative care
which are appropriate to the needs of rural communities. The National program is being co-ordinated
by the Australian Divisions of General Practice and evaluated by the University of Wollongong’s
Centre for Health Services Development.
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The aim of the project was to improve access to quality, co-ordinated palliative care services for the
people of the North West region. The project impacted on and hoped to create better health outcomes
at three levels of regional health services delivery:
•

to consumers by improving access to quality, co-ordinated palliative care services for patients,
carers and the community;

•

to all primary palliative care providers by providing quality education and professional
development opportunities; and

•

to the wider palliative care system.

A key objective of the project was to support GPs delivering primary health palliative care by
maximising their roles within multi/interdisciplinary teams.
Capacity building activities were integral to the project, which trialled an action research model of care
delivery in identifying key leader GPs with specialist palliative care knowledge and skills and enabling
interactive, multi-disciplinary learning opportunities for the primary palliative care skills network,
with the aim of improving palliative care delivery.
Traditional forms of education delivery, such as the didactic and non-multi-disciplinary method
historically employed by the North West Tasmania Division of General Practice, have been shown to be
not as effective in changing clinical behaviour as interactive, case based and individualised learning(3,8–
10), particularly when it is based on a well conducted needs assessment.(11–13) Additionally, the literature
supports the provision of multi-disciplinary learning opportunities as a means of encouraging team
work, networking and recognition and clarification of roles and responsibilities and their importance in
collaborative approaches to care provision.(14, 15) Considering this, the provision of interactive, multidisciplinary learning opportunities and development of a two-tiered model of palliative care education
were seen to be critical in achieving the project’s primary aim. This two tiered model comprised large
generic educational events for all regional palliative care providers and localised pilot site activities
involving key GPs with a particular interest in palliative care.
This paper describes an effective mechanism for education provision which promotes multidisciplinary activity in the primary care-based palliative care setting.

Method
Needs assessment
A thorough needs assessment was conducted with two aims. Firstly, work was undertaken to
investigate the current situation for palliative care providers, including discussion of strategies to
overcome perceived barriers or issues related to palliative care delivery. Secondly, the views and ideas
of GPs and primary palliative care providers were sought in the identification of topics and delivery
methods for a targeted education program.
At the commencement of the program the program officer and palliative care medical specialist visited
all GPs on the NW Coast to introduce the project and the concept of working together. Following this,
expressions of interests were invited. Interested health professionals were required to acknowledge the
following selection criteria:
•

an eagerness to be a key leader GP who is a resource and provider of support to other GPs and
members of the multi-disciplinary team,

•

an interest in developing additional knowledge and specific skills in primary palliative care
provision, and

•

a willingness to work and meet as a member of a multi-disciplinary team.

Interested primary providers participated in independently-facilitated focus groups: two involving GPs
and two involving nursing and allied health providers. The aims of the focus groups were to ascertain
the current situation on the NW Coast and to identify a model of care provision and education delivery
specific to the needs of primary providers at the two regional pilot sites.
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A written questionnaire developed by the University of Wollongong was completed by 130 health
professionals to further identify educational needs of palliative care providers.

Interventions
As a preliminary capacity building activity and gesture of good will, all primary and specialist
palliative care providers in the region received a complimentary copy of the Therapeutic Guidelines
text: palliative care. Approximately 300 copies were distributed to primary and specialist palliative care
providers on the North West Coast.
A flexible education program was developed and delivered via the two tiered model with large
regional education events open to all primary palliative care providers and localised pilot site activities
involving key leader GPs and primary health care professionals. Additional presentations were
facilitated in remote locations. The format was an interactive case study discussed in small groups to
improve communication and reflect the nature of day to day community best practice. All sessions
were evaluated on completion using a written questionnaire. Continuing professional development
(CPD) points were allocated to GPs through the Royal Australian College of General Practice (RACGP)
CPD program.
A pilot site framework was progressively implemented and developed around a number of identified
general practices in a localised area. Expressions of interest were invited from all GPs, resulting in the
identification of a small number of GPs at each site with a particular interest in palliative care and
working as a member of a multi-disciplinary team. Pilot site one consisted of five GPs drawn from
three neighbouring towns, while the second pilot site’s 10 GPs were all based in the one town. Other
participants were drawn from community and practice nursing, the specialist palliative care team and
medical students. The project officer attended all meetings as facilitator. Information was provided to
all pilot site GP practices, community nursing centres and the specialist palliative care service outlining
the project and the extended care services available in the community.
Monthly breakfast meetings were held over twelve months. Meetings followed a structured format
with agendas circulated, minutes taken, business arising and new issues discussed. Discussion centred
on the presentation of a case study by a nominated GP, with the palliative care medical specialist
providing mentoring and education. The latter also facilitated group discussion during visits by guest
speakers such as radiation oncologists, department of emergency medicine staff and grief and
bereavement professionals. Participating GPs received 30 CPD points for attending at least eight
meetings.
Evaluation of the effectiveness of these groups included tracking trends in referral rates to the specialist
palliative care service. At the half-way and endpoint of the twelve month small group learning cycle, a
one page feedback survey sought to elucidate participants’ satisfaction with the format, rapport
amongst group members, clinical relevance of topics and ideas for future participation. Both pilot sites
have completed two full twelve month cycles, with the first electing to undertake a second cycle due to
the worthwhile outcomes.

Results
Needs assessment
A total of five GPs and 15 other health professionals (community, renal and acute-care nurses,
physiotherapists and social workers) attended the focus groups. Participants acknowledged lack of
time, co-ordination and communication as major barriers to their ability to provide high quality,
co-ordinated care, and optimistically identified solutions for addressing these issues. Solutions
included clearer role delineation between professionals involved in palliative care, a common patient
file or a patient hand held record which accompanies the patient to appointments, and the
development and implementation of collaborative care plans.
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The benefits of a multi-disciplinary approach were mentioned in relation to three areas. Particular
interest was shown in participating in multi-disciplinary education, both GPs and community health
nurses recognising it as valuable. One GP commented that the multi-disciplinary approach to
education was seen as “good for team building”. The need for a team based approach to the care of
patients (i.e. medical specialist, GP, palliative care nurses, community health nurses and allied health

practitioners) was also acknowledged as important by participating GPs. Within this team the GP was
perceived as the central practitioner for palliative patients because the GP often has a deeper
knowledge of the person and their situation than other service providers and has known them before
the person is diagnosed with a life limiting illness. Whilst it was acknowledged that multi-disciplinary
case conferences can be effective, GPs reported difficulty in finding the time to organise and implement
these resulting in limited participation.
The results of the educational needs survey and feedback from the focus groups informed the content
of the education program for both the pilot sites and the regional education events. Education topics
identified were comparable across disciplines, demonstrating commonality of the educational needs
across the palliative care provider population (see Figure 1).
Figure 1

Results of needs assessment
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GPs prioritised all the topics mentioned in the survey equally (46–54% interested per topic) and in the
focus groups expressed a particular interest in symptom control, pain management, current
pharmacological therapy and radiotherapy treatments and techniques.
GPs involved in the pilot sites suggested a rolling program of education sessions or a short course
focusing on case study analysis by the multi-disciplinary team as an effective method of delivery. In
addition the inclusion of 3–4 high quality CPD events each year with multi-disciplinary participation
from all palliative care providers was recommended. The opportunity to learn alongside the medical
specialist in interactive case-based settings was recognised as beneficial and would be welcomed.
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In the needs survey almost 90% of nurses indicated end of life ethics as an area of interest. Many of the
nurses (66%) and allied health professionals (62%) were interested in generic communications training.
The “other” group consisted of medical students, volunteers, pharmacists and a chaplain, and
demonstrated a very high need for end of life ethics and communications education (100% each). About
80% requested pain management knowledge and 60% asked for further information about controlling
nausea and vomiting.

Interventions
The provision of the Therapeutic Guidelines text generated positive feedback amongst recipients and
was perceived as a useful resource. It was “well-received” by community health nurses, with one nurse
commenting “all community health nurses should have one in the car to refer to if required”. GPs
believed the text was a “useful tool”, particularly for “keeping abreast of recent developments in
palliative care” and thought the book format was good for taking out to homes. It was seen as
reassuring for some patients to see the recommendations written in a book. In response to the positive
feedback to the provision of this text, the second edition was also made available to providers in 2006.
Following feedback from the first regional event which attracted 130 participants, numbers were
limited to 40 to facilitate learning opportunities. In the evaluation of the initial regional education
event, a GP commented that smaller learning groups and a less didactic presentation format would
have been preferred. Other comments questioned the effectiveness of education for such a large group
with diverse learning needs. Feedback from subsequent events was more positive. Comments included
“good format and great mix of people” and “more sessions please”.
A total of fifteen GPs attended regular multi-disciplinary breakfast meetings. Both pilot sites have
completed two cycles of twelve monthly meetings and of particular significance was the keenness of
participants in pilot site one to continue after the first 12 months. It is interesting to note a comment
made by a community nurse at pilot site two after the program had been running for only six months:
Definitely makes our care more multi-faceted as we are all often saying the same thing to the
patient as GPs, specialists, palliative care nurses and community health nurses and we are now
all informed of lines of treatment. There is no confusion.

Additional positive comments made at the completion of the small group learning cycle by a GP were
“a very effective way of enhancing communication between different disciplines” and an “excellent
opportunity to see other professionals we often never see”.
Unexpected results
Prior to the project’s implementation GP-initiated referrals to the specialist palliative care service had
been low. An issue identified at pilot site one’s first breakfast meeting as a contributing factor to low
GP initiated referrals was the difficulty for GPs in introducing palliative care to their patients.
Strategies identified by pilot site one to enhance GP ability to discuss palliative care included the
development of a poster, provision of information resources and professional development
opportunities in enhanced communication for GPs.
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The number of GP-initiated referrals to the palliative care service following the commencement of the
project increased markedly (see Figure 2 and Table 1). Each peak in the graph appears to coincide with
significant events over the life of the project. It is not possible to analyse a longer time frame due to the
inability to source additional statistics from the palliative care service.

Figure 2

Referrals by GPs to the Palliative Care Service (PCS) North West
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Table 1

Significant project events

March 04

Introductory visits to all GPs by Medical Specialist and project officer

Sept and Oct 04

Focus group implementation and initial pilot site one planning meetings

January 05

Commencement of pilot site one breakfast meetings

February 05

First generic education session

March and April 05

Focus groups and planning meetings for pilot site two

May 05

Second generic education session

June 05

Commencement of pilot site two breakfast meetings

December 05

Health professional and partner retreat with David Currow re: self care and team work

Discussion
The adoption of an action research approach to the project was appropriate as it allowed the direction
of the interventions to be guided by the current situation as it developed and changed over time.
Appraisal of the existing situation on the NW Coast through the independently-facilitated focus groups
was an important step in determining the objectives of the project and allowed the direction of the
project to be guided by the palliative care practitioners of the region. This ‘ownership’ of the project
was beneficial in attracting and retaining involvement of rural practitioners already struggling with
time constraints.
An important factor in the project’s acceptance by GPs was the involvement of the Division of General
Practice, the representative body for GPs, as was the allocation of CPD points. Notwithstanding, the
project would not have succeeded as it did without the ongoing close facilitation by the project officer
and members of the Executive Committee (drawn from the three partner organisations). Distribution of
the complimentary copies of the Therapeutic Guidelines text in palliative care was also important in
building confidence in the project among the palliative care community.
The targeted education interventions implemented make it possible to meet the increased demands for
palliative care in the future for the NW Coast. Given the dispersed nature of the region’s population,
the enhanced ability of GPs to provide palliative care takes pressure off the specialist Palliative Care
Service, especially as GPs on the NW Coast see more palliative patients than the national average.(3)
Now that roles and responsibilities have been more openly considered and GPs knowledge increased,
they feel more confident in referring patients to the specialist service.
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Feedback about the advantages of learning in a multi-disciplinary environment was extremely positive
from both the regional education events and the smaller pilot sites, as demonstrated elsewhere.(6)

Taking advice from the focus group participants on preferred education delivery methods proved to be
advantageous. Providers from all disciplines appreciated the benefits of getting to know other
providers and understand their actions, thus clarifying roles and responsibilities for each other and
being able to collaborate and complement each other’s care. An added bonus was the provision of
catering, creating the opportunity for attendees to socialise and network with each other. They
subsequently reported that this enhanced their working relationships.
When the first regional education event drew 130 participants and was consequently a more didactic
presentation than intended, the feedback received backed up the findings in the literature related to the
ineffectiveness of this form of education delivery.(9) The smaller, interactive, case-based sessions which
followed were seen as highly beneficial and relevant to community-based practice by participants. All
events were well-attended by a range of disciplines due to the common relevance of the education
topics to all. The presentations conducted in remote regions were especially appreciated by attendees
who rarely have such learning opportunities in their local community.
Evaluation at the end of each 12 month cycle in the pilot study groups showed the benefits of
conducting an initial needs assessment, with participant approval of the relevance of the topics
covered. The format of the breakfast meetings allowed for valuable input from the Medical Specialist
and other group members with the presentation of current case studies by GPs. This successful up
skilling of GPs to take on a central role in the provision of palliative care services supports similar
findings by others.(8, 16, 17) Close facilitation by the project officer and palliative care medical specialist
was important in achieving the aims of each session.
At the outset of the project it was expected that increased GP knowledge and confidence regarding
palliative care provision would ease the workload of the specialist Palliative Care Service. However, an
unexpected outcome of enhanced multi-disciplinary co-operation and understanding was an increase
in the number of referrals by GPs to the Service. The results shown in Figure 2 indicate a peak in GP
referrals following each significant event in the project. A limitation of the data is that the number of
referrals for GPs at the pilot sites is not specified, only the total number of referrals. However there may
have been other factors impacting on rate of GP referral to the palliative care service.

Conclusion
This GP-led multi-disciplinary education model provided excellent outcomes relating to local and
regional attitudinal change, enhanced communication, understanding and professional respect
between the palliative care providers in this rural and remote region. This was achieved by addressing
the sensitive and individual needs and circumstances which exist within the region.
The regional application of the model has shown that more benefits are emerging for participants than
was originally foreseen. The research methodology demonstrated an effective process for increasing
collaboration and knowledge among dispersed rural palliative care providers.
Current demographic data indicates an increased requirement for high quality, co-ordinated palliative
care services in the future. The positive outcomes and suggested model successfully demonstrated
through the North West Rural Palliative Care Project provide an important foundation for
consideration in the planning and implementation of future palliative care service delivery on the
North West Coast, Tasmania and rural and remote centres in Australia.(18)
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