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Overview 

Each day around 400 Australians die of a life-limiting illness,1 yet more than three in five do not receive 
specialist palliative care at any stage.2 Those who do access specialist palliative care, on average first do 
so just 15 days before death.3 Meanwhile, a majority of clinicians outside specialist palliative care say 
they lack the time and funding to meet demand for palliative care.4 

With Australia's 85-plus population set to grow substantially over the coming decade,5 the demand for 
palliative care will increase significantly. Without strategic investment now, access to quality palliative 
care will continue to deteriorate. 

Palliative Care Australia’s 2026 Federal Budget Submission presents three critical investment priorities 
that will strengthen Australia's capacity to meet current and future demand for palliative care. Each of 
these will contribute to relieving “bed block” in Australia’s public hospitals. 

What Palliative Care Australia is seeking in the 2026 Federal Budget 

Priority 1: 
Maximise access 
to palliative care 
in the coming 
decades 

 

• $2.61 million over 2 years to review and update the National 
Palliative Care Service Development Guidelines, which are 
fundamental to service planning and funding decisions. 

• Last updated in 2018, the revision will reflect significant changes in 
population demographics, workforce capacity, models of care, and 
policy. 

• Updated Guidelines will set out a clear role for primary care 
services, aged care services and state/territory-run services. This 
will be critical to meeting the growing demand for palliative care in 
the coming decade. 

Priority 2: 
Strengthen 
palliative care in 
aged care 

 

• Remove the 16-week time limit on participation in the Support at 
Home End-of-Life Pathway. 

• Base access to the End-of-Life Pathway on need, not life expectancy. 
• Commission an independent evaluation of the impact of prognosis-

based eligibility criteria on access to aged care, as recommended by 
the Inspector-General of Aged Care. 

• Commission an independent, two-yearly public report to assess 
whether access to palliative care and provider palliative care 
capability is improving. 

• $12.45 million per year plus CPI in ongoing Commonwealth 
contribution to permanently embed the Comprehensive Palliative 
Care in Aged Care (CPCiAC) measure, matched by states and 
territories, and due to expire in June 2026. 

• Provide $63.4 million per year to better recognise palliative care 
delivered through primary care via a new practice payment to cover 
palliative care activities not covered by Medicare. 
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Priority 3: Support 
at home for 
people under 65 
with a terminal 
illness, including 
children and 
adolescents 

 

• $16.2 million over 2 years for a pilot program of non-clinical care for 
1,000 people under 65 with a terminal illness who need support with 
activities of daily living to remain at home and out of hospital – and 
who cannot get this support from the NDIS. 

• Outcomes of the pilot will inform future Foundational and 
Mainstream Support arrangements for this cohort. PCA calls on all 
governments to clarify their long-term plan to fill this service gap.    
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Priority 1: Maximise access to palliative care in the coming decades 

What is PCA asking for? 

PCA seeks $2.61 million to undertake a two-year project to review and update the National Palliative Care 
Service Development Guidelines (the Guidelines).  

What are the National Palliative Care Service Development Guidelines? 

The Guidelines are a critical resource for service planners and funders at Commonwealth and 
state/territory levels. Their purpose is to communicate expectations regarding the range of palliative care 
services that should be available to people living with a life-limiting illness, their families and carers, and 
the workforce and system capabilities required to deliver an effective network of palliative care services 
using a population-based and geographic approach to service planning. 

The 2018 Guidelines include aspirational benchmarks regarding the specialist palliative care workforce in 
different settings (community-based, consultative, outpatient and inpatient), including benchmarks for 
the medical, nursing and allied health workforce.  

The Guidelines are the cornerstone of the Quality Improvement Suite for palliative care and provide an 
overarching framework for the delivery of needs-based access to high quality specialist palliative care. 
These guidelines are regularly accessed (4,755 downloads in 2024-25) and consistently referenced in 
research, workforce planning, and new service design documentation. As a companion to the National 
Palliative Care Standards, the Guidelines support service leaders to advocate for the resources needed to 
deliver safe, effective, and person-centred palliative care.   

Why is a review needed now? 

Based on recent stakeholder consultation, there is clear consensus across the palliative care sector 
about the urgent need for the Guidelines to be reviewed and updated over the next couple of years. A 
major impetus for review is the question of how complexity should be defined when multimorbidity and 
frailty are increasingly the norm for palliative patients. While we should be striving for consistency in the 
way patients access specialist palliative care, in practice definitions of complexity vary from service to 
service. Further, it is unclear what proportion of dying patients are complex, or how this might change 
with an ageing population. 

A review of the Guidelines is timely for a range of other reasons. Since the release of the latest Guidelines 
in 2018 there have been significant developments including:  

• A major increase in the 85-plus population  
• Widespread workforce shortages 
• New and expanded modalities of care including technology-enabled healthcare and new 

interdisciplinary models 
• New or anticipated changes in scope of practice for primary care professionals following the 

recent Scope of Practice review 
• Major reforms in aged care and primary care 
• New funding programs designed to support palliative care at home 
• Increased understanding of the trade-offs for consumers who choose to die at home 
• The almost universal availability of Voluntary Assisted Dying in Australia 
• Better understanding of the challenges in paediatric palliative care 
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• New data sources including patient-level linked data which provides fresh insights about 
population need and system challenges. 

Primary care and aged care 

The primary care workforce is critical to improving population access to palliative care, but the current 
Guidelines do not adequately set out the roles of general practitioners, nurse practitioners, primary care 
nurses, paramedics, pharmacists or other allied health workers in palliative care. This will be an 
important focus for the review, which will draw on insights from the recent Scope of Practice Review. 
Updated Guidelines would include actionable guidance for primary care practices and for Primary Health 
Networks looking to commission services and build primary care capacity at regional level. 

Similarly, the current Guidelines do not specify how resources should be deployed or how services 
should be coordinated in aged care settings. This is a critical gap if the aged care system is to deliver on 
the promise of a right to palliative care in the new Aged Care Act.  

Anticipated outcomes 

An updated set of Guidelines will be a key resource for planning and funding specialist palliative care and 
primary care services at local, regional, jurisdictional and national levels. They would contribute to a 
more efficient and effective health system by better matching services to community need and making 
clear the role of primary care and aged care in providing access to palliative care.  

By informing better service design and delivery, the updated Guidelines would also help reduce avoidable 
hospitalisation among those in their last year of life, when healthcare costs escalate, and rates of 
unnecessary treatment are too high. 

Updated Guidelines would make a direct and significant contribution to the following priorities under the 
National Palliative Care Strategy 2018: 

2.4 Health professionals provide early referrals for palliative care for those affected by life-limiting 
illnesses based on need with specialist palliative care services playing an important role in 
meeting complex needs and supporting others to provide this care. 

2.5 There are consistent assessment and screening practices across care settings. 

3.1 People can receive timely palliative care in the place of their choice. 

3.3 More people from under-served population groups access palliative care. 

3.4 The use of technology supports people to access palliative care in all settings. 

5.1 Service models deliver palliative care when and where it is required according to the 
individual's needs. 

5.2 A national workforce development framework for palliative care provides guidance for future 
workforce planning, including a competency framework suitable for all care settings. 

5.5 Investment in palliative care in all jurisdictions includes expansion of primary, community-
based and tertiary services. 

Proposed methodology 

PCA proposes a two-year project, commencing mid-2026. PCA is the natural choice to lead and manage 
this process having done so for past iterations of the Guidelines in 2003, 2005 and 2018. An expert 
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committee will oversee the work, with PCA providing secretariat, consultation processes and other 
supports. PCA’s team have the relevant expertise to manage and deliver this project. 

The project will include data analysis and synthesis drawing on projected population demand and 
workforce supply data, and collating insights from government-funded initiatives including the Palliative 
Care Outcomes Collaboration (PCOC), the Palliative Aged Care Outcomes Program (PACOP), the 
National Palliative Care Coordination Program (NPCCP), the Registry of Senior Australians (ROSA), and 
AIHW-held datasets. A literature review will consider peer-reviewed and grey literature internationally to 
identify how other jurisdictions are addressing common challenges. Two rounds of national stakeholder 
consultation will gather sector input and test key changes for the updated Guidelines. 

Deliverables 

PCA envisages the following deliverables: 

A revised set of National Palliative Care Service Development Guidelines and Paediatric Addendum 
including: 

• Updated models of care 
• A capability framework for different roles in the specialist palliative care and primary care 

workforce 
• Target or indicative workforce to population ratios (where possible) 
• Definitions of key terms 
• A Background Report including outcomes of the data analysis, literature review and other desktop 

activity contributing to the review. 

Budget and timeline 

PCA has costed this project at $2,609,252 over two years. A more detailed proposal with further 
information about proposed budget and methodology will be provided to the Department of Health, 
Disability and Ageing. 

It is envisaged that the project would run from July 2026, with the possibility of an earlier commencement 
date. 
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Priority 2: Strengthen palliative care in aged care 

The new Aged Care Act includes a right to equitable palliative care and end-of-life care for all people 
using and seeking Commonwealth-funded aged care services, building on the Aged Care Royal 
Commission’s vision that palliative care be "core business" in aged care. While important reforms are 
underway – including the introduction of new Aged Care Quality Standards that set expectations for 
quality palliative care, and the creation of the new Support at Home End-of-Life Pathway – there is much 
more work to do to reach this goal.  

 

What is PCA asking for? 

Issue PCA proposals 

Design of the Support at Home 
End-of-Life Pathway 

• Remove the time limit on participation in the Pathway 
• Base access to the Pathway on need for palliative care, not 

prognosis 

Primary care remuneration • $63.4 million for a new practice-level payment to recognise 
activities not currently billable to Medicare  

• Additional funding for home visits  

Palliative care in residential 
aged care 

• $12.45 million annually (plus CPI) to permanently embed the 
Comprehensive Palliative Care in Aged Care (CPCiAC) 
measure, matched by states and territories 

• Innovative models of palliative care in aged care will otherwise 
cease when CPCiAC expires in June 2026. 

• Ongoing CPCiAC funding will improve coordination of health 
and aged care services, which is critical given the new right to 
palliative care under the Aged Care Act. 

Track progress • Commission an independent evaluation of the use of 
prognosis-based eligibility to determine access, as 
recommended by the Inspector-General of Aged Care 

 

 

What are the issues with the End-of-Life Pathway? 

From 1 November 2025, the Support at Home End-of-Life Pathway will provide a one-off budget of 
$25,000 for in-home aged care services, for older people with an anticipated life expectancy of three 
months or less. These services are intended to complement palliative care provided by a specialist 
palliative care service, general practice, or other clinical team caring for the person. 

This is a significant and positive reform, consistent with strong community preference to receive both 
palliative care and aged care at home for as long as possible, with appropriate support.  

However, two design features are likely to limit the Pathway’s uptake and impact: 
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• A 16-week cap on Pathway funding, which creates the potential for interruption or inappropriate 
reduction in services for people who “live too long”, who would then revert to a lower level of 
funding at the very time when they most need support. This risk remains despite the latitude to 
expend the full Pathway budget faster than over a full quarter. 

• Restrictive eligibility criteria: to access the Pathway, someone must have less than three months 
to live and be bed-bound at least half the time. These criteria are more suited to some life-limiting 
conditions than others. People whose illnesses have less predictable trajectories, characterised 
by fluctuating or protracted end-of-life needs which may last longer than 16 weeks, should have 
equal opportunity to receive the necessary level of aged care support at home. 

Each of these issues have the potential to create or worsen “bed block” in the hospital system if not 
addressed in 2026. 

PCA therefore calls on the Australian Government to: 

• Remove the time limit on participation in the Pathway (consistent with the approach to the AN-ACC 
1 palliative care pathway in residential aged care). As an immediate measure, the Government should 
adopt an exemptions process so it can rapidly approve an extension of time for those who outlive 
the Pathway's 16-week timeframe. This will ensure that those who are eligible to participate in the 
Pathway can continue to access additional end-of-life supports until they die, without potential 
interruption or reduction.  

• Amend pathway eligibility criteria to reflect care needs, not estimated life expectancy. This will 
ensure that people with uncertain prognosis or non-malignant illness, and those with high functional 
support needs but an estimated life expectancy of longer than three months, are not excluded from 
the Pathway. 

PCA acknowledges that the extent to which the 16-week limit is problematic for participants will only 
become clear once Support at Home has been in place for some time. However, this aspect of the 
pathway’s design is a key concern for palliative care stakeholders, because: 

• It arbitrarily limits access to palliative care and end-of-life care at home 
• It creates an inequity in continuity of access to palliative care support available to Support at 

Home participants, compared with those who enter residential aged care to receive palliative care 
• Combined with restrictive prognosis-based eligibility criteria, it appears likely to contribute to 

significant underutilisation of the Pathway relative to need.  

For these reasons PCA supports swift action to change both the time limit on participation, and the 
prognosis-based eligibility criteria.  

In its recent 2025 Progress Report, the Inspector-General of Aged Care echoed PCA’s concerns about 
these two features of the End-of-Life Pathway.  

PCA has released a Position Statement on the End-of-Life Pathway, which includes more detailed 
proposals to maximise the Pathway’s design and implementation. 

Access should be based on need, not life expectancy 

Prognosis-based criteria now apply in both home and residential aged care. In residential care, the AN-
ACC Class 1 (Admit for Palliative Care) funding classification has not delivered as anticipated – with just 
0.1% of aged care residents classified as Class 1 at 30 June 2024.6  This is significantly lower than those 

https://palliativecare.org.au/statement/support-at-home-end-of-life-pathway/
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assessed as requiring palliative care under the previous ACFI instrument (6%).7  The vast majority of 
people with advanced terminal illness are excluded from the AN-ACC Class 1 funding category because 
their prognosis is uncertain or longer than three months, or because they enter residential aged care via 
the respite category rather than as a permanent resident.  

In both home and residential care settings, eligibility criteria for palliative care pathways should be 
reviewed to ensure they reflect an evidence-based approach to determining care needs.  

PCA strongly supports the Aged-Care Inspector-General’s recommendation for “an independent 
evaluation of the current prognosis-based criteria for eligibility to palliative care specific pathways 
in residential and home care to assess whether the approach is unnecessarily restricting access to 
support.”8  

An independent evaluation of this kind would provide an opportunity to: 

• Review eligibility criteria for palliative care pathways in home and residential care, to ensure these 
reflect an evidence-based approach to determining care needs (noting that Palliative Care 
Outcomes Collaboration and Palliative Aged Care Outcomes Collaboration data provide highly 
relevant information to determine evidence-based eligibility thresholds and inform program 
review).  

• Ensure eligibility criteria for palliative care pathways in aged care align with the right to equitable 
palliative care and end-of-life care set out in the Aged Care Act’s Statement of Rights.  

• Undertake analysis of the economic costs and benefits associated with less restrictive eligibility 
criteria, including avoided acute hospital care and/or residential aged care (for those receiving 
Support at Home / End of Life Pathway assistance).  

The role of primary care 

The End-of-Life Pathway will only succeed if health services can deliver the clinical care older people 
need to remain at home in their final weeks. Most people who die of a life-limiting illness may never see a 
specialist palliative care service, and indeed many can have their palliative care needs met through 
primary care; primary care is therefore critical to the Pathway’s success. The Australian Government 
must ensure that primary care practices have the means to visit people at home to conduct assessments 
(to certify that people are eligible for the Pathway) and to deliver clinical care.  

As shown in PCA’s February 2025 report on The case for improved remuneration of palliative care in 
primary care, many GPs currently provide palliative care “out of compassion” for minimal remuneration 
and often forego payment for care provided at end-of-life because they feel uncomfortable about billing 
grieving family members. Many primary care professionals find palliative care rewarding and want to do 
more of it, but they are held back by remuneration structures that do not sufficiently recognise this work. 

To maximise the opportunities presented by the End-of-Life Pathway, and to inform the work of the 
Primary Care and Workforce Reviews Taskforce, PCA proposes the following measures in primary care: 

• A new practice-level payment to recognise activities undertaken by primary care multidisciplinary 
teams that are not currently billable to Medicare (for example, advance care planning, developing 
goals of care, and referral to family and social supports). 

• Further guidance for general practice about the use of existing longer consultation items (Level C, D 
and E) to be more explicit about their relevance to palliative care.  
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• Additional funding for home visits, after-hours care (in-person and via telehealth), and shared care 
arrangements with specialist palliative care teams.  

• Creation of an expert working group to advise the Australian Government on how to best increase 
palliative care activity in primary care.  

• Development of a Palliative Care in Primary Care Monitoring and Evaluation Framework, to fill the gap 
in knowledge about palliative care provision and quality in primary care.  

What aged care workers say  

Among respondents to PCA's 2024 National Workforce Survey, 80% of aged care workers said the 
service where they work had experienced increased demand for palliative care in the last year. Yet 
most (56%) did not think the delivery of quality palliative care had improved where they worked in 
the last one to two years, and one in eight aged care workers (12%) said the quality of palliative care 
at the service where they work had actually deteriorated. 

When asked about the most significant challenges for the palliative care workforce, aged care 
workers identified lack of understanding of what palliative care is, limited knowledge among new 
graduate nurses, and failure to recognise that palliative care is not just end-of-life care. When asked 
about opportunities to improve access to palliative care, aged care workers called for annual 
education for all staff, mandatory orientation and training for registered nurses and personal care 
workers, and mandatory rotation of nursing staff through palliative care. 

What palliative care clinicians say  

Specialist palliative care professionals who participated in PCA’s National Palliative Care Workforce 
Survey identified significant opportunities to improve coordination of care between specialist 
palliative care services and other settings.  

Anecdotally, specialist palliative care clinicians and GPs are expressing uncertainty about how they 
will manage the additional requirement on their time to assess Support at Home End-of-Life 
Pathway eligibility.  

Comprehensive Palliative Care in Aged Care Measure 

PCA calls on the Australian Government to commit $12.45 million per year (plus CPI), to permanently 
embed the Comprehensive Palliative Care in Aged Care (CPCiAC) measure, with funding matched by 
states and territories. This will improve coordination of health and aged care services, to directly 
contribute to the new right to palliative care under the Aged Care Act. 

Since commencing in 2018-19, CPCiAC has improved access to palliative care in residential aged care by 
allowing states and territories to develop and expand innovative models and approaches to care. 
Nationwide, CPCiAC initiatives have improved coordination between aged and health care services, 
reduced variation in access to palliative care in residential aged care, and allowed a modest boost in the 
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workforce that provides this essential care.9 Matched funding arrangements, which expire in June 2026, 
have provided an authorising environment for this work. 

CPCiAC-funded initiatives play an integral role in embedding palliative care in aged care, consistent with 
the requirements of the new Aged Care Act and strengthened Aged Care Quality Standards. Certainty 
about future funding arrangements is essential to ensuring sustainable and necessary improvement in 
access to, and quality of, palliative care in aged care.  

Ongoing, dedicated, matched funding for CPCiAC initiatives should be underpinned by clear 
performance measures and data collection requirements reflecting the findings of the mid-term and final 
evaluations of the CPCiAC measure to date.    

Tracking progress 

Despite the scale of current aged care reforms, numerous Australian Government-funded programs, and 
much positive effort by aged care providers, we cannot tell whether overall access to palliative care is 
increasing, or whether palliative care capability among providers and the aged care workforce is 
improving. There are positive signs from providers who have participated in programs like ELDAC and 
PACOP, but we lack consistent sector-wide data on whether and how things are changing in this area. 

PCA is therefore calling on the Australian Government to establish an independent, two-yearly public 
report on palliative care in aged care, to provide objective information on whether access to palliative 
care is improving for older people. The report would cover: 

• Aged care workforce capability to provide palliative care 
• Equitable access to palliative care in aged care 
• Completion, quality and clinical useability of Advance Care Plans and Directives for aged care 

recipients. 

Some data already exists to assist in forming a comprehensive view of these issues, and much more data 
will come online at the time the new systems are rolled on from 1 November 2025. The new Aged Care 
Act requires implementation review at two years from commencement, and this may present an 
opportunity for a dedicated review of palliative care in aged care. 

 

 

  



 

12 

Priority 3: Ensure access to care at home for people under 65  

What is PCA asking for? 

PCA seeks Australian Government investment of $16.2 million over two years for a pilot program of non-
clinical care for 1,000 people aged under 65  who have a terminal illness and need support with activities 
of daily living to remain safely at home and out of hospital - but who cannot access this support from the 
NDIS or state government program.  

The purpose of this pilot program would be twofold: 

• To collect real-world evaluation data on the needs of this cohort, to inform the design of a future 
set of Foundational or Mainstream Supports as agreed by governments 

• To test whether the provision of home-based palliative care for people under 65 with significant 
functional support needs can contribute to a reduction in “bed block”.   

Why is this needed? 

PCA is concerned about a cohort of Australians under 65 who have significant disability due to an 
advanced life-limiting condition but are unable to access the non-clinical care that would allow them to 
remain at home safely. Home-based services such as personal care, domestic assistance and carer 
respite are essential to their dignity and quality of life.  

Each year, it is estimated that around 5,000 Australians with terminal illness under 65 are unable to 
access home-based support of this kind. They are ineligible for NDIS assistance, are too young to access 
aged care services, and their needs exceed the limited and variable capacity of state and territory health 
services to offer in-home non-clinical supports to those with palliative diagnoses. The needs of these 
people, and their families, are not adequately met in either the disability or health systems; nor is 
residential aged care appropriate. 

Without access to appropriate care at home, their only alternatives are extended hospital admissions, or 
inappropriate early entry to residential care – causing distress to people and families, and avoidable 
costs to government.  

The 2022 Independent NDIS Review highlighted the need for better coordination between health and 
disability systems, to ensure that people approaching end of life are not left without essential supports.10 
PCA’s proposed program responds directly to this recommendation. 

Proposed pilot program 

The proposed pilot would fund basic non-clinical care – such as assistance with personal care, domestic 
assistance and respite – for 1000 people over two years, or 500 people (10% of the population in need) 
per year, as estimated by PCA. To be eligible people would have functional support needs linked to a life-
limiting illness which put them at risk of needing to enter hospital or institutional care. In the interests of 
timely access to services it is not proposed that people test their NDIS eligibility first.  

The pilot would assist at least 500 people each year for the 2-year duration of operation, including adults 
under 65 as well as infants, children and adolescents and their families. PCA’s costing assumes an 
average of 16 weeks of support for each participating person.  
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Funded supports would be non-clinical, and would complement rather than duplicate existing clinical 
palliative care services. They would be delivered flexibly, responding to individual circumstances and 
changing needs, enabling people to remain at home and out of hospital where possible. Supports 
provided would reflect a tiered package approach akin to aged care home supports (rather than the 
extensive individualised planning approach prioritised by the NDIS), to enable swift access to necessary 
supports. 

A tailored approach for children and young people 

While the pilot is intended to assist people of all ages, additional design work will be required to fully 
develop and cost an appropriate service offering to meet the needs of infants, children and adolescents. 
The needs of this cohort are diverse and highly individualised and are likely to include a requirement for 
longer-duration support, age-appropriate respite options, and additional supports for parents and carers. 
PCA is not aware of national data that would support development of specific costings for this 
component of the proposed program, but underscores the importance of a tailored solution for under 18s 
with a disability linked to a life-limiting illness who participate in the NDIS. We have therefore assumed 
that costs for the paediatric cohort would be equivalent to the wider cohort of people under 65. 

Anticipated outcomes 

PCA anticipates that its proposed program would have the following benefits: 

• Improved quality of life and dignity for people under 65 with a terminal illness – including adults, 
children and adolescents.  

• Reduced “bed block” where stranded patients cannot be discharged safely to home without 
appropriate care. 

• Reduced hospital admissions and healthcare costs associated with avoidable institutional care. 
• Reduce stress and burden on families and carers. 
• Improve equity of access to end-of-life care supports, regardless of age or disability funding 

eligibility. 
• Practical knowledge to inform the design of future cross-jurisdictional approaches to funding non-

clinical/functional support services for this cohort.  

Functional support for NDIS participants 

There are gaps in functional support for people with life-limiting illness both within and beyond the NDIS. 
However, the root causes of these gaps are quite different for NDIS participants versus non-participants. 

While NDIS participants are not the focus of the proposed pilot program, there is clearly a need to 
improve the capability in the disability workforce to provide support in keeping with a palliative approach. 
This will be a focus for PCA’s future advocacy, and PCA and our Members hope to work with the NDIA and 
disability providers to provide practical advice in this area. 

 

Budget and timeframe 

PCA has costed its proposed pilot program at $16,220,924 over two years, with a 6-month setup period. 
This includes $480,000 for a comprehensive evaluation. 

The process of costing this pilot was complex given incomplete data about the population in need and 
current service use. PCA can provide further details about our costing methodology on request.  
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Notes on costings 

Investment priority Costing detail and assumptions 

• $2.61 million over two 
years to review and 
update the National 
Palliative Care Service 
Development 
Guidelines.  

• Assumes PCA manages and delivers the project  
• Includes delivery of updated guidelines for paediatric palliative 

care service development. 
•  Staffing costs ($651,154 / 2 years) include Senior Project Officer 

(.8 FTE) and Senior Policy Officer roles (.6 FTE) to deliver the 
project; as well as communications (.2 FTE), management and 
administrative support.   

• Governance activities include support for Expert Advisory Group, 
Project Steering Group and consumer participation ($73,712)  

• Data analysis and research activities will build the necessary 
evidence base to inform guideline development (workforce 
projections, service demand data analysis, and review of 
emerging models of care responding to patient complexity) 
($820,000)  

• Consultation (12 months x 2 rounds), including with palliative 
care workforce, and targeted consultation with primary care and 
Aboriginal and Torres Strait Islander community-controlled 
health organisations ($476,4000)  

• Product design and endorsement ($82,000)  
• Evaluation: framework development, implementation ($50,000)  

• $63.4 million per year 
for a new payment to 
primary care practices 
for each patient with a 
life expectancy of one 
year or less.  

• Drawing on methodology from AIHW1 and deaths data from 
2023,2 approximately 146,500 people would benefit from 
palliative care in their last year of life.  

• People and their families would benefit from six 90-minute 
sessions.3  

• Costed at $48.07 /hr (NSW Award 6-year RN).  

• $16.2 million over three 
financial years to 
establish an interim 
program of support to 
fill the current service 
gap for people under 65 
with a life-limiting 
condition  

• Assumes a target population of 5,000 people under 65 with a 
life-limiting illness 

• Pilot program has been costed to make functional support 
services available for 10% of this cohort (500 people) per year 

• Assumes three tiers of functional support needs and an average 
four months of support per person per year  

• Cost per participant would be $15,741/year 
• Costing estimates developed in consultation with Palliative Care 

Social Work Australia, drawing on Palliative Care Outcomes 
Collaboration data (functional capacity) and costing estimates 
from the Department of Health and Aged Care Summary of 
Indicative Support at Home Pricing (October 2025)  
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Investment priority Costing detail and assumptions 

• Costing reflects provision of personal care, domestic assistance, 
social support, shopping and domestic assistance and meal 
preparation. Costing excludes equipment, home modifications 
and specialist disability accommodation costs as these are 
generally funded through other programs.  

• Provision of 24-hour respite care is costed for those in or 
approaching the terminal phase, and in the highest of three need 
tiers.  

• Costing excludes travel costs for workers to make home visits 
(which will be particularly important in rural, regional and remote 
areas).  

• Children and adolescents will need a tailored approach, but 
there is insufficient data to make assumptions about cost per 
participant.  

• Costings reflect an approach in which PCA manages and 
administers the program, working with our national network and 
the wider palliative care sector to commission services from 
accredited providers, over a 2.5 year timeframe (allowing six 
months establishment).  

• Proposed as a pilot which can contribute to a longer term cross 
jurisdictional approach being  developed.  
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