
GPs serve as the primary interface for a broad array of 
health concerns, delivering longitudinal care that 
encompasses every stage of life. However, the multifac-
eted nature of palliative care, encompassing physical, 

psychological, social and existential dimensions, presents unique 
and often demanding challenges. Although GPs are ideally posi-
tioned to offer holistic, continuous care throughout the lifespan, 
numerous well-documented barriers can impede the delivery of 
high-quality palliative care, particularly for patients with complex 
needs. This article revisits the core principles of palliative care, 
clarifies what specialist services can provide and offers practical 
guidance on when and how to refer. For many GPs, this may offer 
assistance in navigating this crucial area of practice.

Despite an overwhelming body of evidence that early integra-
tion of palliative care with disease management is beneficial to 
patients, families and health systems, there are still many people 
with chronic life-threatening illness who are not referred or referred 
only in the terminal phase of their illness.1-4 This underutilisation 
can result in unnecessary suffering and missed opportunities to 
support patients in living well despite advanced disease.5 

What is palliative care? 
Palliative care is an approach that improves the quality of life of 
patients and their families who are facing problems associated with 
life-threatening illness. It prevents and relieves suffering through 
the early identification, correct assessment and treatment of pain 
and other problems, whether physical, psychosocial or spiritual.1 

The World Health Organization (WHO) defines palliative 
care as care that:
•	 provides relief from pain and other distressing symptoms
•	 affirms life and regards dying as a normal process
•	 intends neither to hasten nor postpone death
•	 integrates psychological and spiritual aspects of patient care
•	 offers a support system to help patients live as actively as 

possible until death
•	 offers a support system to help the family cope during the 

patient’s illness and in bereavement
•	 uses a team approach to address the needs of patients and 

their families
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GPs play a pivotal role in palliative care, navigating 
complex physical, psychosocial and existential needs. 
Although ideally positioned to provide holistic, continuous 
care, they face significant challenges. This article 
outlines core principles, clarifies the roles of specialist 
services and offers practical guidance on referral.
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 KEY POINTS
•	Palliative care can occur alongside ongoing active or  

disease-modifying treatment.
•	Palliative care is appropriate for patients with malignant or 

nonmalignant life-limiting or life-threatening illness. Referral 
is based on unmet needs (physical, psychological, social or 
spiritual).

•	Describing the activities of the palliative care team, including 
how it provides an extra layer of support, screens for and 
addresses unmet needs and assists with advance care 
planning, can reduce patient barriers to referral.

•	Early integration of palliative care improves symptom control, 
quality of life and caregiver outcomes.

•	Decision support tools (such as the Supportive and Palliative 
Care Indicators Tool) and local resources (such as 
HealthPathways) can assist GPs in identifying patients with 
unmet palliative care needs and navigating referral pathways.
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Palliative care in general practice continued 

•	 enhances quality of life and may 
positively influence the course of illness

•	 is applicable early in the course of 
illness, alongside therapies intended to 
prolong life, such as chemotherapy or 
radiation therapy, and includes those  
investigations needed to better  
understand and manage distressing 
clinical complications.1

Benefits of early integration
There is overwhelming evidence that 
palliative care improves patient outcomes, 
including better symptom control, increased 
quality of life, optimisation of function (with 
physiotherapy, occupational therapy and 
dietitian involvement), and improved emo-
tional wellbeing and caregiver outcomes, 
such as reduced psychological distress and 
complicated bereavement.2 It is also cost 
neutral, if not cost saving, for the health 
system.6 Importantly, early referral to palli-
ative care has been shown not only to 
enhance quality of life but, in some cases, 
to prolong it.7,8

General practice and palliative 
care: a natural alignment
GPs are ideally placed to provide general 
palliative care to their patients. The WHO 
declaration of Astana calls for palliative care 
to be both ‘accessible to all’ and an ‘essential 
component of primary healthcare world-
wide’. This aligns with the Royal Australian 
College of General Practitioners’ view that 
end-of-life care is part of comprehensive care.9

GP involvement in palliative care pro-
vides measurable benefits.10 These include 
improved quality of life, maintenance of 
functional status, increased likelihood 
of dying at home, reduced health service 
use and significant reductions in healthcare 
costs.10-18

Barriers to delivering palliative 
care in general practice
Despite this alignment, GPs face clear chal-
lenges in providing palliative care. Time 
constraints, poor remuneration, lack of 
access to informational support from spe-
cialists, and insufficient education and 

training, including training on difficult 
conversations, all contribute to waning 
involvement. A considerable proportion of 
GPs (25–37%) report minimal or no interest 
in providing palliative care, underscoring 
the importance of addressing these sys-
temic issues.19,20

Compounding these challenges is the 
looming workforce shortage of GPs in 
Australia, set against a backdrop of an 
ageing population and increasing demand 
for palliative care services.1,2 This mis-
match between capacity and need calls for 
thoughtful policy and service planning.

Why are GPs not referring more?
Given the increasing challenges GPs face in 
delivering palliative care, one might expect 
a corresponding increase in referrals to 
specialist services. However, referral rates 
remain stubbornly low. In fact, 62% of 
people (three in five) who would benefit 
from palliative care do not receive specialist 
palliative care services.21 This disconnect 
likely reflects a range of barriers, including 
limited awareness of services, uncertainty 
around referral criteria and reluctance from 
both clinicians and patients.

What are these challenges? 
Awareness of services and 
navigating the referral landscape 
Community palliative care teams and 
palliative care units are often not co-located 
with major hospitals, which can contribute 
to a lack of awareness about their existence. 
Limited exposure to palliative care during 
medical school and early clinical training 
further restricts understanding of what 
these services can offer.

As general practice becomes increasingly 
broad and demanding, it is difficult for GPs 
to maintain up-to-date knowledge of avail-
able services. Coupled with time pressures 
during consultations, GPs need quick, reli-
able access to clinical guidelines, referral 
criteria and service contact information.

In general, specialist palliative care ser-
vices typically fall into three categories:
•	 inpatient consultation teams: these 

teams consult on hospital inpatients, 

usually referred by the admitting team. 
In some hospitals, they have admitting 
rights for palliative patients, and may 
also run outpatient clinics, which GPs 
may refer to

•	 palliative care units: stand-alone or 
hospital-affiliated units providing short 
stays for symptom management, carer 
stress or care in the last days of life

•	 community palliative care teams: 
multidisciplinary teams that may 
involve palliative care physicians, 
doctors in training, nurse practitioners, 
nurses, occupational therapists,  
physiotherapists and social workers. 
They may visit patients at home, in 
residential aged care facilities or  
conduct reviews in clinic or via 
telehealth. These teams are the most 
appropriate for GP referral.
In a study of GP perspectives, Health-

Pathways was frequently cited as a useful 
source of information.22 Developed nation-
ally by Primary Health Networks in part-
nership with Local Health Districts, 
HealthPathways aims to consolidate frag-
mented clinical and referral information. 
In many regions, it represents the ideal 
starting point for locating local palliative 
care services.

Service structures vary significantly 
across the country, influenced by local 
resources and geography. The peak body 
for each state and territory can be found on 
the Palliative Care Australia website (https://
palliativecare.org.au/about-pca/). Connect-
ing with these organisations, such as Palli-
ative Care NSW, can help GPs identify the 
most appropriate local services. If in doubt, 
calling the local hospital for advice remains 
a pragmatic and often effective option.

Knowing who and when to refer: 
referral criteria and decision support 
tools 
Specialist palliative care services vary in 
their capacity depending on location, 
resources and staffing. Consequently, local 
referral guidelines differ. However, special-
ist consultation should be considered when 
the needs of the patient or family exceed 
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the expertise of the primary care team, or 
when such referral is necessary to access 
specific services, such as occupational 
therapy, physiotherapy or social work.5 

In Northern Sydney, for example, refer-
ral guidelines for community palliative 
care include:
• a progressive life-limiting or

life-threatening illness (malignant or
nonmalignant)

• the patient or substitute decision
maker consents to the referral

• plus at least one of the following:
– complex symptoms requiring

specialist management
– complex emotional, psychosocial

or spiritual needs
– need for support in advance care

planning
– where it would not be a surprise if

the patient died within the next
12 months and additional support
is required.

Palliative Care Australia additionally 
lists the following reasons for referral:
• equipment for home care
• support for sensitive family

conversations
•	 links to financial, social or cultural 

support
• grief and bereavement services.

Referral documentation should ideally
include:
• diagnosis and current symptom

management challenges
• relevant pathology and imaging
• advance care plans, if available
• relevant specialist correspondence.

Importantly, patients do not require an
oncological diagnosis. Supportive care for 
advanced chronic disease, such as chronic 
kidney disease, liver disease, heart failure 
or chronic obstructive pulmonary disease, 
falls within the palliative care umbrella. 
Although prognostication is more difficult, 
functional decline, repeated hospitalisa-
tions or escalating symptom burden are 
cues for referral.

Decision support tools include:
• the double surprise question:

‘Would I be surprised if this patient

died within the next year?’ and 
‘Would I be surprised if they didn’t?’

• Supportive and Palliative Care
Indicators Tool (SPICT): disease- 
specific indicators to help identify
patients with unmet needs (see Figure).

Reluctance from patients and GPs 
Dispelling misconceptions
Reluctance to accept  a referral to palliative 
care is a well-recognised issue across 
healthcare systems, with specific reasons 

for this resistance varying based on a 
person’s cultural, religious or ethnic back-
ground. For many, palliative care is 
synonymous with imminently dying and 
may be perceived as their GP or specialist 
giving up on them. Similarly, there are 
well-documented reasons for GPs being 
reluctant to refer, including patient per-
ception of abandonment, professional 
territorialism, fear of the palliative care 
team taking over care and assumption that 
patients cannot have disease-modifying 

Figure. Supportive and Palliative Care Indicators Tool. 
© University of Edinburgh. Supportive and Palliative Care Indicators Tool (SPICT™). www.spict.org.uk.

250425

Review current care and care planning.

 Review current treatments and medication; minimise 
polypharmacy.
Shared decision making about treatment and care.

 Review holistic care – symptoms; emotional, social, fi nancial, 
spiritual needs. Support families and carers.

 Ask for specialist advice or a review if symptoms or other 
problems are difficult to manage.

 Agree a current and future care plan with the person/family. 
Discuss future decision making (e.g. Power of Attorney).

 Record, share, and review care plans.

Other conditions
Deteriorating with physical or mental illnesses, multiple conditions and/or 
complications that are not reversible; best available treatment has poor outcome.

Kidney disease
Stage 4 or 5 chronic kidney 
disease (eGFR < 30ml/min) with 
deteriorating health.

Kidney failure complicating other 
life shortening conditions or 
treatments.

Stopping or not starting dialysis.

Liver disease
Cirrhosis with one or more 
complications in the past year:
• diuretic resistant ascites
• hepatic encephalopathy
• hepatorenal syndrome
• bacterial peritonitis
• recurrent variceal bleeds

Liver transplant is not possible.

Heart or vascular disease
Heart failure or extensive, 
untreatable coronary artery 
disease; breathlessness or chest 
pain at rest or on minimal effort. 

Severe, inoperable peripheral 
vascular disease.

Respiratory disease
Severe, long term lung disease; 
breathlessness at rest or 
on minimal effort between 
exacerbations.

Persistent hypoxia needing long 
term oxygen therapy.

Has needed ventilation for 
respiratory failure or ventilation is 
contraindicated.

Look for any general indicators of poor or deteriorating health. 

 Urgent or emergency hospital admission(s) or visits.

 Functional ability is poor or deteriorating, with limited reversibility.
(eg The person often stays in bed or in a chair for more than half the day.)

 Depends on others more for care due to increasing physical and/or mental health problems.
Person’s carer needs more help and support.

 Progressive weight loss; remains underweight; low muscle mass.

 Persistent symptoms despite optimal treatment of health condition(s).

 The person (or family) asks for palliative care; chooses to reduce, stop or not have treatment; 
or wishes to focus on quality of life.

Look for clinical indicators of life shortening conditions.

Cancer
Functional ability deteriorating 
due to progressive cancer.

Too frail for cancer treatment or 
treatment is for symptoms.

Dementia or frailty
Unable to dress, walk or eat 
without help. 

Eating and drinking less; 
difficulty with swallowing.

Urinary and faecal incontinence.

Not able to communicate by 
speaking; little social interaction.

Frequent falls; fractured femur.

Recurrent febrile illnesses or 
infections; aspiration pneumonia.

Neurological disease
Progressive deterioration in 
physical and/or cognitive 
function despite optimal therapy.

Speech problems with increasing 
difficulty communicating 
and/or progressive difficulty with
swallowing.

Recurrent aspiration pneumonia;
breathless or respiratory failure.

Ongoing disability with 
worsening physical and/or 
mental health after a major 
stroke or multiple strokes

Supportive and Palliative Care 
Indicators Tool (SPICT)

The SPICT is used to help identify people whose health is deteriorating.
Review unmet palliative care needs. Plan current and future care with them.
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For more on palliative care visit caresearch.com.au
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treatment if they are also receiving palli-
ative care.

A common misconception is that palli-
ative care is only appropriate once all 
disease-modifying therapies are exhausted. 
However, evidence shows that the earlier 
the introduction of palliative care, the better 
the outcomes in terms of quality of life and 
length of life.7,8 Hence palliative care can be 
delivered alongside treatments targeting 
the underlying disease, and patients can 
still choose to have treatment of reversible 
causes in an acute hospital if they wish, 
and if it is clinically appropriate.

Uncertainty about roles 
Instead of a handover model, shared care 
should be promoted, with the right person 
providing the right care at the right time. 
This may mean the palliative care team 
steps in and out throughout a patient’s 
illness trajectory.

Communication is key. Some GPs 
appreciate phone calls or inclusion in case 
conferences, whereas others prefer written 
updates. Early conversations between 
teams to set expectations can improve 
satisfaction and continuity of care. Patients 
also benefit, with studies showing they 
report better experiences when their 

healthcare providers are aligned.23,24

An area for early role clarification is 
prescription writing. Most community 
palliative care teams operate as consult 
teams. Although occasionally they may 
write prescriptions for medication initia-
tion or urgent medication changes, services 
typically do not have capacity to provide 
ongoing prescriptions for all the patients 
they consult on, and patients are referred 
back to primary care for this, as happens 
with other specialist consultations. Depend
ing on resourcing and geography, there will 
be some community palliative care teams 
that are nurse led and without capacity to 
prescribe at all, so early discussions around 
expectations are valuable.

Separating palliative care from  
voluntary assisted dying 
Palliative care is distinct from voluntary 
assisted dying (VAD). Although palliative 
care patients may consider VAD, the pro-
cess is managed by a separate team. Referral 
to palliative care is not a gateway to VAD, 
nor is it incompatible with its consideration. 
In fact, palliative care should be offered to 
all patients exploring VAD, to support the 
relief from distressing symptoms (experi-
enced or anticipated) and ensure compre-
hensive psychosocial care.

Practical recommendations for GPs
To support increased and effective 
GP engagement in palliative care, we 
recommend:
•	 early identification of patients with 

palliative care needs: use SPICT, the 
double surprise question and clinical 
red flags (as outlined in the referral 
criteria section above and the specific 
clinical signs described in SPICT)

•	 use of HealthPathways: access local 
referral criteria, services and clinical 
guidelines

•	 starting the conversation early: 
introduce palliative care by describing 
its activities, including screening for 
physical, psychological, spiritual and 
social needs; conversations to  
determine the patient’s goals for care; 

support of the patient and family; and 
a focus on living well, not dying soon25

•	 early partnership with specialist 
teams: refer when the patient’s needs 
exceed the GP’s scope of practice;  
do not wait for a crisis

•	 clarifying roles and communication: 
establish responsibilities and 
preferred communication processes 
with palliative care teams

•	 educating patients and families: 
reframe palliative care as added 
support, not an end-of-line service.
Some useful online resources for GPs 

on palliative care are included in the Box.

Conclusion
GPs are already equipped with the core 
competencies required to provide mean-
ingful palliative care – compassion, conti-
nuity and a deep understanding of their 
patients. With greater clarity around refer-
ral pathways, access to multidisciplinary 
support and the debunking of common 
misconceptions, GPs can feel empowered 
to initiate and integrate palliative care 
earlier and more confidently.

Importantly, referral to specialist palli-
ative care services is usually straightforward 
and well supported. Community teams are 
experienced in working closely with general 
practice and are very willing to be contacted 
directly. GPs are encouraged to phone their 
local palliative care service to discuss 
whether a patient may be appropriate for 
referral or to seek guidance on symptom 
management and care planning. 

Palliative care does not signal the end. It 
signals the opportunity to live better, longer 
and with more support. GPs do not need to 
carry the whole weight alone. With a few 
good tools, a trusted referral network and a 
shift in perspective, palliative care becomes 
not a burden, but a natural extension of the 
care GPs already provide so well.�   MT
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RESOURCES ON PALLIATIVE CARE 
FOR GPS

•	 Palliative Care Myths (Palliative Care 
Australia) 
https://palliativecare.org.au/wp-content/  

	 uploads/dlm_uploads/2016/  
	 12/20151109_myths_updated.pdf

•	 Supportive and Palliative Care 
Indicators Tool (SPICT)
	https://www.spict.org.uk/the-spict/

•	 When to refer to specialist palliative 
care – Palliative Care NSW
https://palliativecarensw.org.au/wp- 

	 content/uploads/2025/06/PCNSW_ 
	 Flowcharts_F_03.pdf

•	 The Advance Project  – provides 
practical, evidence-based resources 
and training that empower primary 
care professionals to initiate advance 
care planning and palliative care
https://www.theadvanceproject.com.au
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