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PCOC National Outcome Measures and Benchmarks (updated October 2014) 

PCOC worked with participating services in 2009 to develop our first set of national outcome 

measures. These were the subject of extensive consultation at three workshops held in Brisbane, 

Sydney and Adelaide in May and June 2009 to which all participating services were invited.  

In December 2009, national benchmarks (standards of performance that all services are measured 

against) were formally adopted for each measure. After feedback from services attending the 2012 

PCOC benchmarking workshops, the benchmark for Outcome Measure 2 (time in the unstable 

phase) was revised, with three benchmarks amalgamated into one (for further information see the 

document Time in the unstable phase - revised benchmark). 

Following on from the implementation of the Version 3 dataset, in 2014, Benchmark 1 was changed 

from ‘Time from referral to first contact’ to ‘Time from date ready for care to episode start’.  

In 2015, PCOC introduced three new patient outcome measures and associated benchmarks. These 

three outcome measures relate to distress due to fatigue and breathing problems (both rated by the 

SAS) and family / carer problems (as rated by the PCPSS). 

The outcome measures are included and explained in the six-monthly PCOC reports and summarised 

below: 

1. TIME FROM DATE READY FOR CARE TO EPISODE START 

Time from date ready for care to episode start reports responsiveness of palliative care services to 

patient needs. This benchmark was set following feedback and subsequent consultation with PCOC 

participants. Service providers acknowledge that, whilst there is wide variation in the delivery of 

palliative care across the country, access to palliative care should be measured based on patient 

need rather than service availability. As a result, services operating five days a week (Monday to 

Friday) are not distinguished from services operating seven days a week (all services are being 

benchmarked together). 

Benchmark 1:  90% of patients must have their episode commence on the day of, or the day 

following date ready for care. 

2. TIME IN THE UNSTABLE PHASE 

Time in the unstable phase is calculated as the difference between the phase start date and the 

phase end date. 

Benchmark 2:   90% of patients are in the unstable phase for 3 days or less.  

3. CHANGE IN SYMPTOMS / PROBLEMS 

Change in symptoms or problems is calculated by the difference in assessment from the beginning of 

a phase to the end of phase, and is calculated using the measures from both the Palliative Care 

Problem Severity Score (PCPSS) and the PCOC Symptom Assessment Scale (SAS). 

 

http://ahsri.uow.edu.au/content/groups/public/@web/@chsd/@pcoc/documents/doc/uow147037.pdf
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PAIN (PCPSS & PCOC SAS) 

Benchmark 3.1:   At least 90% of patients with absent or mild PCPSS pain at the beginning of their 

phase of palliative care have absent or mild PCPSS pain at the end of the phase.  

Benchmark 3.2:   At least 60% of patients with moderate or severe PCPSS pain at the beginning of 

their phase of palliative care have absent or mild PCPSS pain at the end of the phase.  

Benchmark 3.3:   At least 90% of patients with absent or mild SAS pain at the beginning of their 

phase of palliative care have absent or mild SAS pain at the end of the phase. 

Benchmark 3.4:   At least 60% of patients with moderate or severe SAS pain at the beginning of their 

phase of palliative care have absent or mild SAS pain at the end of the phase. 

 

FATIGUE (SAS) 

Benchmark 3.5:   At least 90% of patients with absent or mild fatigue at the beginning of their phase 

of palliative care have absent or mild fatigue at the end of the phase. 

Benchmark 3.6:   At least 60% of patients with moderate or severe fatigue at the beginning of their 

phase of palliative care have absent or mild fatigue at the end of the phase. 

 

BREATHING PROBLEMS (SAS) 

Benchmark 3.7:   At least 90% of patients with absent or mild breathing problems at the beginning 

of their phase of palliative care have absent or mild breathing problems at the end of the phase. 

Benchmark 3.8:   At least 60% of patients with moderate or severe breathing problems at the 

beginning of their phase of palliative care have absent or mild breathing problems at the end of the 

phase. 

 

FAMILY / CARER PROBLEMS (PCPSS) 

Benchmark 3.9:   At least 90% of patients with absent or mild family / carer problems at the 

beginning of their phase of palliative care have absent or mild family / carer problems at the end of 

the phase. 

Benchmark 3.10:   At least 60% of patients with moderate or severe family / carer problems at the 

beginning of their phase of palliative care have absent or mild family / carer problems at the end of 

the phase. 
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4. CHANGE IN SYMPTOMS RELATIVE TO THE NATIONAL AVERAGE (X-CAS) 

Change in symptoms relative to the national average measures the mean change in symptoms on 

the PCPSS/SAS that are adjusted for both phase and for the symptom score at the start of each 

phase. This measure allows services to compare the change in symptom score for ‘like’ patients i.e. 

patients in the same phase who started with the same level of symptom. Eight symptoms are 

included in the measure: 

 PCPSS pain, other symptoms, psychological/spiritual, family/carer.  

 SAS pain, nausea, bowel problems, breathing problems. 

The measure is referred to as the X-CAS, with X representing the fact that multiple symptoms are 

included and CAS is an abbreviation for Casemix Adjusted Score. 

A positive score indicates that a service is performing above the baseline national average and a 

negative score that it is below the baseline national average.  

The baseline national average has been calculated based on the period January to June 2014. Each 

service is measured against this baseline national average for each 6-month reporting period. This 

allows each service to measure any change in their symptom management over time.  
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Development of Benchmarks 

The purpose of benchmarking is to drive palliative care service innovation and provide participating 

services with the opportunity to compare their service to other services from across the country. 

PCOC benchmarks have been well received and have formed the basis for demonstrating 

improvements in patient outcomes since 2009. The steps below are followed when developing 

outcome measures and benchmarks: 

 

 


