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Section 1:                Linking the project to benchmarks, standards and service level factors  
                                  (select which relate to this project) 

Project Title:  Family/Carer Project: Community Service 

Project Completion or Finalized Date: June 2019 

Benchmark:  3.10 PCPSS Family/Carer Responsive Care (Moderate/Severe) 

Service Level Factors Associated with PCOC Key Strategies and Enabling Factors:  
Key Strategy 1: Leadership: organisation and service level 
Key Strategy 2: Local processes in place to support routine assessment 
Key Strategy 3: Processes to support PCOC data entry, extraction and quality 
Key Strategy 4: PCOC is included in orientation and education for all disciplines 
Key Strategy 5: PCOC data is used for quality improvement and research 

 
Elements of NSQHS Standards:   Standard 1: Clinical Governance 
                                                           Standard 2: Partnering with Consumers 
                                                           Standard 5: Comprehensive Care  
                                                           Standard 6: Communicating for Safety 
Elements of PCA Standards:        Standard 1: Assessment of need 
                                   Standard 2: Developing the care plan 
       Standard 3: Caring for carers 
       Standard 4: Providing care 
       Standard 8: Quality improvement 
BPSO (Best Practice Spotlight Organisation) Implementation of Best Practice Guideline: Person and Family 
Centred Care 

Section 2:                  Background and evidence 

The 
background 
to this 
activity:  

 

Central Adelaide Palliative Care Service (CAPCS) is a large metropolitan specialist palliative care 
service located in the Central Adelaide Local Health Network in Adelaide, South Australia. 

The community palliative care team did not meet the Family/Carer benchmark (3.10) for the July-
December 2018 reporting period.  This measure is to improve family / carer problems by 
reducing moderate to severe scores to the absent to mild range. Services aspire to achieve this 
60% benchmark.  Overtime, a review of results showed that the community arm of CAPCS had 
consistent difficulty in meeting this benchmark.  Another possible contributing factor was that 
for this same period, there was also an increasing number of community admissions.  

Our team wanted to understand the reasons for this result. 

Evidence 
Baseline audit  
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We used the PCOC supplementary reports for all patients that did not meet this benchmark. 
These reports provided the details for us to undertake an audit of the severe family/carer 
problems.  

We audited 21 assessment forms and progress notes. Clinical records were reviewed to compare 
the severe PCPSS Family/Carer scores with clinical entries in the case records to establish: 

a) If the corresponding clinical entry indicated a severe PCPSS score (correct/incorrect PCOC 
score). 

b) If the patient identified as having a severe PCOC PCPSS Family/Carer score had a 
management plan to address this issue. 

c) If the patient’s management plan included a referral to psychosocial support services 
(CAPCS Social Worker assigned to relevant community area). 

From these audits there were two main findings:   

1. Incorrect scoring and recording for the PCPSS Family/Carer domain, 
2. A lack of reporting of clear management plans in patients’ clinical records to address 

severe scores.  

CAPS Community Benchmark Results for Moderate to severe family / carer problems 

PCPSS 
Family/Carer 

Report Jul-
Dec 2017 

% Below 
Benchmark 

Report Jan-
Jun 2018 

% Below 
Benchmark 

Moderate / 
Severe 

37.1% 22.9% 38.2% 21.8% 

 
Review of resources  
Central Adelaide Palliative Care Service has 3.7FTE x of social work to support approximately 450 
patients in the community setting. CAPCS performance in PCOC Outcome Measure and 
Benchmark for PCPSS 3.10 Family/Carer problems may not reflect favourable psychosocial 
outcomes in the family/care domain for patients identified as having moderate or severe 
problems at episode start due to the FTE of SW staff. 
 
Review of referrals to Social Work 
We identified that the family / carer scores were not consistently used to prompt a referral. The 
PSS score field was often left as moderate or severe without appropriate adjustment to the 
PCPSS Family/Carer score once a management plan had been established and the family/carer 
distress/problem reduced. 
 
Review of assessment processes 
Social work team were not routinely involved in using the PCOC assessment tools (PCPSS). We 
found that despite referral to social work, and consequently the enhancement of the 
patient/family’s care plan, the effectiveness of interventions were not captured in our PCOC 
data.   
 
Education 
Education was provided to the whole team on use of the PCPSS as a screening tool. This included: 
directions to medical and nursing staff to use the PCPSS Family/Carer domain as intended - a 
screening tool - to prompt SW referral and more intensive assessment by the SW team; 
education for nursing staff around the definition and use of PCPSS Family/Carer to eliminate 
incorrect scoring; education around the need to document a management plan addressing 
extreme scores - to allow timely assessment and the enhancement of the existing management 
plan to address complex issues. 
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Problem 
CAPCS community team not meeting the benchmark for family/carer problems. There has been 
no improvement in this result overtime. 
 
The results for this outcome measure was a significant concern to the service. 

Measures  

We will measure impact of our intervention using the PCOC Patient Outcome reports and 
Supplementary reports.  We will also report on the findings of the audits overtime using case 
studies to highlight identified improvement opportunities.  
 

The aim 
and 
objectives 
of the 
interventio
n  

Aims:  
1. To improve Family/Carer PCPSS outcomes through accurate assessment of family/carer 

needs with a validated carer assessment tool; informing appropriate referral to CAPCS 
psychosocial services and allow in-depth psychosocial assessment for targeted and 
individualised interventions.  

2. To improve patient and family/carer outcomes across symptom and problem domains 
using the PCOC tools through the enhanced support of carers/family.  

 
Objectives: 
Family/carer burden and distress will be reduced through: 

 Improving early identification of problems using PCPSS scores to trigger deeper 
assessment or referrals to allied health/social work services. 

 Improving collaboration with carers to identify issues, solutions and psychosocial and 
support needs based on the assessment 

 Improve documentation of assessed need and response to clinical interventions with 
accurate documentation of the PCPSS Family Carer scores. 

 

Interventio
n 

We implemented the follow strategies: 

1. Identified specific education needs of clinicians in the assessment of the PCPSS Family/Carer 
domain.  

2. Discussed the findings of the PCPSS Family/Carer domain audits at Nursing Team meetings 
and with the Psychosocial Team Lead to focus attention on the problem and aims of the QI 
project.  

3. Developed clinical pathways/protocols for all CAPCS clinicians to ensure appropriate referral 
to allied health to manage family/carer problems with moderate or severe PCPSS 
Family/Carer scores. 

4. Social work developed, initiated and implemented a protocol Fact Sheet) which includes 
routine monitoring of moderate and severe PCPSS Family/Carer scores at Multidisciplinary 
Community Team meetings. 

5. Directed that the PCPSS Family/Carer domain be used as a screening tool to prompt referral 
to social work to assess carer needs at point of care (in real time). 

6. PSS scores of 2 or 3 for family/carer triggered referral for an in-depth psychosocial 
assessment, and re-assessment or review following intervention and consequent 
modification of the plan of care. 

7. Ensured individual care plans for family/carers were developed and documented in medical/ 
clinical records. 

8. Ensured PCPSS scores for family/carer were reviewed post interventions and revised where 
appropriate; there was a focus on social work being responsible for recording PCOC scores 
for this domain at psychosocial assessment,  and during and post interventions. 

Timeframe  
12 months and ongoing 



 
 

Central Adelaide Palliative Care Service Karen Jacquier NC 26/06/2019 

The lead/s 
of this 
activity 

Nurse Consultant: Service Improvement 
NUM: Community 
Social Work Lead 

This activity 
involved 
the 
following 
staff 

Nursing team 
Social Work 
Medical Team 

Method 

Plan-Do-Study-Act cycle to 
implement and review. 
 
CACPS Community team will be 
provided with ongoing feedback 
from reports, data and QI 
strategies throughout this cycle 
at handovers and MDT meetings 
for reflection and comment and 
input. 

Section 3:                 Post Implementation 
                      Complete this section following the intervention e.g. post one, two or three PCOC reports 

Did the 
changes 
result in an 
improveme
nt? 

 
There were changes in the way our team works but we have not yet seen any improvement on 
benchmark performance over time, from July – December 2017 to July – December 2018; there 
was a worsening in benchmark performance by 5.1% over the 12 month period measured. 
This may coincide with the change to entering retrospective data rather than real time data for 
this reporting period. 

 

PCPSS 
Family/Carer 

 
Report Jul-
Dec 2017 
BM result 

% Variation 
to BM 

BM result  

Report Jan-
Jun 2018 

% Variation 
to BM 

BM result  

Report Jul-
Dec 2018 

% Variation 
to BM 

BM result 

Moderate / 
Severe 

37.1% 
22.9% 

below BM 
38.2% 

21.8% 
below BM 

32.0% 
28.0% 

below BM 
 

Outputs 
As part of this quality improvement activity we created the following: 
 

1. Response protocols and pathways to improve referral to the allied health team.  
2. An audit tool for social work, and utilised by SW, to become more aware and proactive in 

using PCOC clinical assessment tools in routine patient and family care and to drive 
improvement in the PCPSS Family/Carer domain in real time.  

3. Formal carer/family protocol (developed in conjunction with community clinicians). 
4. Documentation of the audit process to present to the service and as a record of 

completion. 
 
These resources are attached for reference.  

Results  Result of the intervention on patient and family/carers  
We observed an improvement on assessment of the PCPSS domain of Family/Carer problem 
severity and the recording of scores – supporting improved response, timely and appropriate 
reviews. There is enhanced communication and monitoring within the MDT community team of 
patients’ family/carers needs and gaps. We also found an enhanced and thorough assessment for 
family/carers with moderate and severe scores. 

Patient outcome 
reports / 

Supplementary 
data Analyse, diagnose, 

reflect / Identify 
areas for further 

investigation / 
Audits

Improvement 
action plan / Make 

changes to 
improve

Patient outcomes 
reports / review, 

analyse and reflect

Adjust / Embed 
improvements in 
routine practice
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Results  
Result of the intervention on service delivery / organisation 

Organisational changes included: 

 A closer working relationship between community medical, nursing and social work staff to 
identify, assess and manage family/carer problems in the community. 

 Recognition of the role and active participation of social work in supporting family/carers in 
the community. 

 Formalised protocol for response to moderate/severe PCPSS Family/Carer scores. 

 Protocols and Pathways have been developed and endorsed within the organisation. 

 Improved communication within the MDT community team for this domain. 

 Improved understanding of the PCPSS – how to assess, how/when to respond. 

 A Family/carer response protocol developed in conjunction with community clinicians. 
 

Sustainabili
ty  

We now have protocols and pathways to guide the routine referral to social work services for 
moderate to severe PCPSS scores in the Family/Carer domain. This is supported by a Social 
Worker carer support and consent Protocol, called a Fact Sheet. 
 
We now conduct bi-annual audits using a PCPSS Family/Carer Audit Tool for community social 
workers. This will help us to monitor the results of the interventions.  

Summary 
and future 
action plan 

Although CAPCS Community team observed a worsening performance in their PCPSS 
Family/Carer benchmark results since focusing on this problem (July – December 2017 to July – 
December 2018), this outcome is not uncommon in the initial stages of implementing a QI 
project. By focusing on a problem, all aspects of a problem are evident, and then can be 
thoughtfully analysed and evaluated with QI actions developed. As such, this QI project 
highlighted gaps and the need for improving the embedding of and routine use of PCPSS 
Family/Carer domain within the community team. 
 
For the CAPCS community team, initial improvements have been observed and expressed by 
their team via: 

 Heightened awareness of PCPSS assessment, particularly for the Family/carer domain;  

 Improved engagement and  communication with their allied health/social work team; 

 Improved communication and reporting in clinical notes and at MDTs; 

 Enhanced accountability by allied health in response and recording of the PCPSS 
Family/Carer scores, including improved referrals to SW, and reciprocated response and 
communication from SW to the clinical team; 

 Improved patient/family/carer communication and assessment;  

 The development of resources to support sustained improved assessment, 
understanding and trigger timely MDT referral and response to the PCPSS Family/Carer 
domain. 

Plan:  

 To review next PCOC reports and data for PCPSS Family/Carer Domain (3.10) (PCOC 
reporting period: Jan – June 2019) 

 If future CAPCS’ PCOC reports and data do not demonstrate an improvement for the 
Family/Carer domain (3.10), and as per the strategies outlined in this document, the 
team will have sound evidence to communicate their inability to respond to the needs of 
the population they serve; their patients’ family/carers have needs beyond the capacity 
of the CAPCS’ team.  

 

*PCOC 17.04.2020 
The quality improvement report and associated documents are placed in the public domain for others to use. Please 

acknowledge the source as the service and lead author. If you wish to modify the content please contact the lead 

author or service directly. 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

COMMUNITY – ILLNESS PHASE 
 
REVCIEVING REFERRALS: 
Community nurse or other team member has identified Carer /Family distress or risk 

 PCOC score 2 or 3 (PCPSS psychological/spiritual)  

 Documented the assessment on the PCOC form, and 

 Documented the assessment score with plan for referral to relevant social worker in the 
body of nursing note  

 Referred for social work response by: 
o Completing the Social Work Referral form,  
o Discussion or email to the social worker  as soon as practicable if URGENT response 

is required 
o Discussed carer/family concerns as part of weekly MDT 

 
PSYCHOSOCIAL RESPONSE: 
Score of 2 – response within 1-3 days 
Score of 3 – response within 1 working day 
Social work to triage referral and arrange appropriate follow-up (i.e. phone; visit) 

 If not previously obtained - Carer Consent obtained by SW (i.e. carer support brochure 
consent form completed by the carer) 

 Document triggering PCOC score and referral in EPAS, with psychosocial assessment and 
plan (includes completion of the BRAT tool) 

 Social worker completes new PCOC line to reflect updated PCPSS score 

 Outcome of assessment and plan communicated back to referring clinician 

 

CARER CONSENT AND MEDICAL RECORDS 
Information pertaining to the Carer (including clinical assessments or hearsay information from a 
third party) should not be collected, shared or documented without explicit Carer consent.  
 
OBTAINING CONSENT: 
A Carer information brochure is provided to the primary carer/family member as part of the CAPCS 
Introduction to Service process. The brochure includes: 

 Privacy and data collection information - including medical record keeping 

 Information about grief, loss and bereavement supports provided by CAPCS 

 An insert for the carer/family member to complete their demographic details in order to 
access psychosocial support services 

o This information is the basic dataset required to create an EPAS medical record for 
the carer/family member  

When initiating discussions with carers/family regarding psychosocial support, social workers 
should: 

1) Provide an overview of psychosocial supports available to carers/family (as outlined in the 
carer brochure) 

2) Provide information that creation of an individual Carer medical record is a legal and privacy 
requirement for our service 

 Personal or sensitive information about the carer/family member should not be 
included within the patient medical record 

 The EPAS medical record is required to identify that the carer/family member is known 
to CAPCS, however the information and clinical notes pertaining to the carer/family 
member are not available on EPAS or to other services (unless there is a legal or safety 
requirement). Clinical notes are kept as a paper file stored securely on CAPCS premises. 

 

Fact Sheet: Information SOCIAL WORKERS need to know about… 

The social work role in supporting Carers/Family members 

 



 

CARER MEDICAL RECORDS 

Where a community team member has identified a Carer support need and wishes to refer to Social 
Work for follow-up – a brief summary of the issue/s should be documented by the referrer in the 
patient medical record and referral made as per the Community Social Work Referral process. 
 
The need to create an individual Carer medical record distinct from the associated Patient’s medical 
record will depend on the nature of the psychosocial support provided, and/or whether Carer 
consent for creation of a medical record has been given. 
 
1) PSYCHOSOCIAL INTERVENTION WITH THE CARER IS DIRECTLY RELATED TO THE PATIENT AND 

ILLNESS  
This would usually be practical in nature and time-limited (i.e. not ongoing).  
Examples include:  

 providing information/referral for carer respite;  

 financial assistance – e.g. information or advocacy re Centrelink payments; other 
entitlements 

Carer information that is not considered sensitive or confidential can be documented against the 
patient medical record. Creation of a separate Carer Medical Record is NOT required. 
 
2) PSYCHOSOCIAL INTERVENTION REQUIRING CARER PRE-BEREAVEMENT ASSESSMENT AND 
SUPPORT 
Significant distress/ bereavement risk indicators should be discussed directly with the relevant 
carer/family member by the social worker (or other team member if appropriate) and CONSENT 
sought for further psychosocial assessment and support (refer to Carer Consent process). 
 
 

Carer distress or bereavement risk may be identified, either by: 
o  carer self-report, or 
o  direct observation by CAPCS team, or 
o  third party report  
 
 
 

a) If Carer/family member consent is NOT given – no further psychosocial assessment should 
occur  

 A note can be made on the patient EPAS medical record indicating that the Carer 
declined further psychosocial assessment or support. 

 

 

b) If Carer/family member consent IS given 

 Request the carer/family member complete the carer brochure insert with their 
demographic details (Carer consent form) 

 Forward this form to CAPCS admin team for:  
i. Carer registration on CME 
ii. Carer registration on EPAS 

iii. Creation of a carer paper file (lilac manila folder) 

 Document the CME and EPAS numbers on the Carer’s BRAT form  

 On EPAS Scheduling view, under the ‘Bereavement’ resource, ‘Demand book’ a 
carer ‘Visit’ – note this Visit number on the BRAT form.   

 Create an EPAS document that includes a ‘Carer Medical Record statement’ (use the 
associated Acronym Expansion Template) 

 Undertake assessment (can use BRAT tool as basis for assessment; or CAPCS 
bereavement assessment template)  

 Retain all clinical notes pertaining to the Carer in the carer manila folder 

 Store clinical file as per CAPCS security and confidentiality requirements 

Fact Sheet: Information SOCIAL WORKERS need to know about… 

The social work role in supporting Carers/Family members 
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Definitions  

PCOC   Palliative Care Outcomes Collaboration 

CAPCS   Central Adelaide Palliative Care Service 

CME   Client Management Engine 

CDT   Carer Distress Thermometer 

PSS Family/Carer Problem Severity Score Family/Carer 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Objective 

To review supplementary data provided by PCOC for the reporting period January-

June 2018 that identified Family/Carer problems of severe at phase end for the 

CAPCS community service. Following previous audit in 2017 recommendations for 

patients identified with a moderate or severe score included referral to the 

psychosocial team for management of those issues with the expectation that severe 

family/carer problem scores would reduce at phase end. This audit will review current 

practice within CAPCS and involvement of the CAPCS psychosocial team using 

PCOC validated tools as a means of identifying family/carer issues and 

psychological/spiritual issues. This audit aims to identify the clinical responses to 

scores identified as severe at the end of a phase for family/carer problems. 

 

Method 

The Supplementary Report for Central Adelaide Palliative Care Service: Reporting 

period: January to June 2018 (see appendix 1) was reviewed. 9 CAPCS patients 

were reported to have ended a phase in severe family/carer problems (1 patient 

ended 3 phases of care with severe Family/Carer problem scores in this report). 

All 9 patients were selected with their PCOC, CME data and clinical file reviewed for 

evidence of response to a severe (=3) rating. This included referral to Social Work 

and specifically use of the Carer Distress Thermometer (CDT).   

  

 

Results 

Patient 1 

11/01/2018  Family/Carer score documented as 3 (severe) by nurse attending 

                          joint visit with medical officer. Only clinical entry in EPAS was that of  

                          the medical officer with no documentation as to the family/carer issue 

                          and no documented plan to manage this. 

                          No referral to psychosocial team/no CDT at all. 

                          This was the only PCOC entry for this phase in this episode of care. 

19/01/2018  Family/Carer score documented as 1 (mild) with phase change to 

terminal. 

Note: Of 3 phase changes recorded in PCOC 1/3 rated PSS Family/Carer 

as = 3 (severe) 

The clinician who wrote the clinical note for the visit/assessment did 

not complete the PCOC data. Either the score of severe was 

incorrect with no clinical documentation of the severity of this domain 

or there was no documentation about that assessment and no plan 

for managing (clinical response) this domain of care. 

 

 



 

 

Patient 2 

26/03/2018 Family Carer score documented as 2 (moderate) at first community 

visit following discharge from TQEH Hospice Unit. 

09/04/2018 Family/carer score documented as 3 (severe) at phase end/change 

to unstable and plan for inpatient palliative care. 

 On arrival to TQEH Hospice Unit first assessment recorded Family 

Carer score of 1 (mild). 

 Social worker only requested to be involved with discharge planning 

in Hospice Unit and met with family 13/4 for the first time. 

Patient subsequent rapidly deteriorated and died in Hospice 22/4. 

Note:  8 PCOC entries documented in CME (7/8 inpatient PCOC scores). 

1/1 in community PCOC had severe family/carer problems at phase 

end with transfer to inpatient palliative care unit. 

 

Patient 3 

21/09/2018 Family/Carer score 3 (severe) at first assessment. Nursing note 

indicates need for social work input.  

Ongoing and extensive social work input till episode ended with 

death. 

No CDT completed. 

Note:  2 PCOC entries documented in CME for episode lasting 21/9/17 to 

01/05/2018. Family/Carer score appears to have remained 

appropriately as 3 (severe) for the entire time across phase changes 

until episode ended with death per EPAS documentation. 

 

 

Patient 4 

17/01/2018 Social work requested by Triage nurse before patient met. Phone call 

 to patient by Social Work whilst patient on Kangaroo Island. 

25/01/2018 Family/Carer score 3 (severe) at first physical assessment recorded 

in PCOC and remained in 3 (severe) until patient admitted to 

inpatient Hospice Unit with phase change to unstable on 03/05/2018. 

Note:  4 community PCOC entries documented in CME, 1 inpatient unit 

PCOC entry. 

 Extensive social work input throughout community episode until 

death. 

  No CDT completed. 

 

 

Patient 5 

29/03/2018 Family/Carer score 1 (mild) at episode start. 

12/04/2018 Family/Carer score 3 (severe) at end of episode with transfer to 

inpatient Hospice Unit. 

Family/Care score 1 (mild) documented on first PCOC assessment in 

Hospice Unit. 

Note:  No Social Work input. 

  No CDT completed. 



 

 

Patient 6-8 

06/02/2018 Family/Carer score 3 (severe) at episode/phase start and end. 

16/04/2018 Family/Carer score 3 (severe) at phase start and end. 

17/04/2018 Family/Carer score 3 (severe) at phase start and end. 

All phases had significant medical and nursing input. Either the score 

of severe was incorrect with no clinical documentation of the severity 

of this domain or there was no documentation about that assessment 

and no plan for managing (clinical response) this domain of care. 

Note:  4 community PCOC entries documented in CME 

No Social Work input. 

  No CDT completed. 

 

Patient 9 

06/04/2018 Family/Carer score 3 (severe) at episode/phase start and phase end. 

17/05/2018 Family/Carer score 3 (severe) at phase start. 

24/05/2018 Family/Carer score 2 (moderate) at phase change to terminal. 

Note: 3 community PCOC entries documented in CME. 

Ongoing family distress with care needs, care provision and 

symptom management within RCF documented in clinical notes. 

No Social Work input. 

  No CDT completed. 

 

 

Patient 10 

02/05/2018 Family/Carer score 1 (mild) at episode/phase start and 3 (severe) at 

phase end. 

09/05/2018 NP suggested need for Social Work review to assist with financial 

issues/Centrelink. PDT completed but not dated. 

21/05/2018 Social Work review documented in Clinical notes EPAS. 

22/05/2018 Family/Care score reduced to 2 (moderate) with change of phase to 

terminal.  

28/05/2018 Social Work follow up documented in Clinical notes EPAS. 

Note: 3 community PCOC entries documented in CME. 

  No CDT completed. 

 

 

Patient 11 

15/06/2018 Family/Carer score 2 (moderate) at episode/phase start and 3 

(severe) at phase end. 

22/06/2018 Family/Carer score 3 (severe) at phase start with change to 

deteriorating phase. Nursing note indicates need for Social Work to 

assist with request for respite care. 

27/06/2018 Social Work contacted patient/family but patient transferred to private 

hospital before review and subsequently died there 

Note: 2 community PCOC entries documented in CME. 

Social Work contact attempted. 

  No CDT completed. 



 

 

 

Summary of Results 

2 of the 9 patients audited had incorrect scores recorded as severe as no 

clinical notes reflect a score of severe and no management plan for a score of 3 

identified in the clinical record. 

 

2 of the 9 patients had a correct score of 3 for PSS Family/Carer recorded with 

the patient requiring inpatient Hospice care. Subsequent Family/Carer scores 

within the inpatient setting were significantly reduced. 

 

4 of the 9 patients had correct score of 3 for PSS Family/Carer recorded with a 

documented management plan for social work involvement. None of the 4 had 

a completed Carer Distress Thermometer. 

 

1 of 9 patients had clinical documentation of ongoing family distress with care 

needs, care provision and symptom management within a RACF without 

referral to social work or the completion of a CDT. 

 

 

  

Identified areas for improvement and actions 

 

Patients with PCOC PSS Family/Carer score of 3 (severe) should routinely have a 

referral to the community team social worker for further assessment.  

 

Following social work assessment PCOC scores should be adjusted where a 

management plan has been identified and acted upon. (Patients were often left with 

severe PCOC PSS Family/Carer scores despite intervention from the social work 

team). 

 

Education for social work team to complete PCOC Family/Carer domains to 

demonstrate psychosocial outcomes from their interventions. 

 

Education for nursing staff around use of the rating tool to eliminate incorrect scoring. 

 

Education for nursing staff of need to document a management plan to address 

extreme scores in this domain when they occur i.e. referral to social work services for 

assessment and a management plan to address family/carer complex issues or the 

management of the patients physical/symptom issues if this is the cause of distress. 

 

The Carer Distress Thermometer is not being used by the team to identify specific 

issues or to formally refer to psychosocial services. Consider use of PCOC domains 

to accurately reflect the need for psychosocial input (use as a screening tool – see 

Appendix 1) to prompt social work referral and more intensive distress 

screening/bereavement risk assessment by social work team. 

 
 

Action: Monitor future supplementary reports for improvement. 
Repeat audit in 6-12 months if required. 
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Karen Jacquier CPC  Service Improvement 
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 Appendix 1 

PCOC Palliative Care Problem Severity Score (PCPSS)  

Excerpt Page 33 PCOC Clinical Manual April 2018 

 

 

      

© Department for Health and Ageing, Government of South Australia. All rights reserved 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Appendix 2 

Supplementary Report: Patients ending a phase in severe family/carer problems  

(For reporting period January to June 2018) 

 



 

 

 



 

 
 

Quality Improvement Audit: PCPSS Family/Carer 

Objective Identify areas for improvement in the accurate documentation of the PCPSS Family/Carer 
scores and PCPSS Psychological/spiritual scores review the clinical response by CAPCS 

Rationale  To identify patients with moderate (2) or severe (3) PSS Family/Carer scores or 
Psychological/Spiritual. 

 Assess if the score appears to be accurate based on clinical notes 
 Determine if assessments trigger referral to psychosocial team, further assessment or 

changes in the care plan 

Instructions 1. Select a minimum of 5 current community patients within your team who have a score 
of 2 or 3 for PCPSS Family Carer or 2 or 3 for Psychological/Spiritual. 

2. Review the PCOC data form and the corresponding clinical notes.  
3. Print 5 copies of the audit form and complete one audit form per patient. 
4. Print 1 copy of the tally sheet (attached), and once you have completed the 5 audits 

enter the results onto this form.  

Date/s and time of audit 
 

MRN/URN/CME ID   
Do not use the patients 
name 

 

Audit completed by 
 Please circle 

Audit Items   

1. PCOC assessments during this episode of care identify a score of 2 or 3 for…   

1a. PCPSS Family/Carer 2 3 

1b. PCPSS Psychological/Spiritual 2 3 

2. The corresponding clinical note clearly identifies the family/carer issue or psychological/spiritual YES NO 

3. The corresponding clinical note clearly identifies an action plan to address moderate or severe 
score 

YES NO 

4. The PCPSS score of 2 or 3 prompted a referral to the psychosocial team YES NO 

5. If YES to question 4…..What was the length of time between date of the PCOC assessment and 
referral to psychosocial team? 

 

days 

6. Is there a psychosocial team members assessment documented in the clinical notes YES NO 

7. Does the psychosocial assessment or subsequent clinical notes indicate a reduction in the 
PCPSS from 3 to 2,1 or absent OR from 2 to 1 or absent 

YES NO 

8. Was the reduction in the PCPSS for Family/Carer or Psychological/Spiritual documented in the 
PCOC data sheet 

YES NO 

Any other comments: 

 

 

 

 

 

 

 

 

 

 



Total number of audits conducted 

 
Tally 
 

1. PCOC data identifies PCPSS Family Carer score of 2 
 

2. PCOC data identifies PCPSS Family Carer score of 3 
 

3. PCOC data identifies PCPSS Psychological/Spiritual score of 2 
 

4. PCOC data identifies PCPSS Psychological/Spiritual score of 3 
 

5. Corresponding clinical note clearly identifies the family/carer or psychological/spiritual 
issue.  

 

6. The corresponding clinical note clearly identifies an action plan  

 

7. The PCPSS score of 2 or 3 prompted a referral to the psychosocial team  

 

8. What was the shortest length of time between date of the PCOC assessment and referral 
to psychosocial team? 

days 

9. What was the longest length of time between date of the PCOC assessment and referral to 
psychosocial team? 

days 

10. There a psychosocial team members assessment documented in the clinical notes 
 

11. Does the psychosocial assessment or subsequent clinical notes indicate a reduction in the 
PCPSS from 3 to 2,1 or absent OR from 2 to 1 or absent 

 

12. Was the reduction in the PCPSS for Family/Carer or Psychological/Spiritual documented in 
the PCOC data sheet 

 

Tally of comments 
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