OP16 Oncology and
palliative care contextual unit

Rationale
Cancer is increasing in prevalence as one of the major disease burdens in Australia, and is currently the country’s
leading cause of death among people aged 45–64. Cancer causes more premature deaths and overall disease burden
than cardiovascular disease (this includes all types of cancer, other than basal cell and squamous cell carcinoma of the
skin) and is responsible for 16–19% of the total burden of disease, as measured by death and disability adjusted life
years.1 Cancer accounts for approximately three of every 10 deaths (29%) in Australia and, although survival rates are
improving, cancer accounts for nearly 40,000 deaths per year. While the number of deaths from cancer continues to
rise, there is a decrease in the age-standardised death rates in Australia.2
This relatively increased prevalence of cancer is due variously to ageing of the population, reductions in mortality from
other chronic diseases due to improved diagnosis and treatment, and improved early diagnosis and detection of at-risk
individuals through effective population health screening and improved diagnostic technologies.1
The most prevalent types of cancer contributing to these mortality statistics are lung, breast, prostate, bowel and
pancreatic cancers.1 The rate of general practice cancer-related services is also increasing (3.2 of every 100 general
practice encounters).3 Skin cancers, including basal and squamous cell carcinomas and melanomas, are the most
common cancers managed by general practitioners (GPs) (1.2 of every 100 general practice encounters).4 About
434,000 people are diagnosed with non-melanocytic skin cancers each year. About two-thirds of the Australian
population will develop at least one non-melanocytic skin cancer in their lifetime, and one in two men and one in three
women will develop a major cancer before the age of 85 years.1
Provision of evidence-based quality care across the spectrum of cancer and degenerative disease prevention,
identification, management and, if cure is not possible, palliative care requires a strong foundation in the core skills
of general practice. Palliative care is the active holistic care of patients whose disease is not responsive to curative
treatment. It requires a holistic, patient-centred, multidisciplinary approach, with the GP playing a central and increasing
role, especially in the management of domiciliary care. Palliative care provision is broader than end-of-life provision of
care to patients with cancer. Other commonly encountered palliative conditions may include neurological degenerative
diseases (eg motor neurone disease, end stage dementia), organ failure (eg chronic obstructive pulmonary disease,
congestive cardiac failure, hepatic failure), frailty, and HIV/AIDS.5
The community sector is increasingly caring for people at home rather than in hospital, and GPs often coordinate
sometimes fragmented and competing community services and advocate on behalf of patients, their families and carers
for community-based palliative care.6 In 2002, of the approximate 134,000 deaths that occurred in Australia, about
64,000 (almost 50%) of patients would have been cared for by a GP several times during their last 12 months of life.5,7
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More than 50% of individuals who die an easily predictable death from a diagnosed terminal illness want to be cared
for at home. However, only about 16% are able to exercise this option, as most patients now die in hospital. Only 20%
of people die in hospices and 10% in nursing homes.7
Like other doctors, GPs are largely trained to work with curative or life-prolonging models of health and many
have identified that they require further education in the skills that underpin the practice of palliative care, such as
communication skills, symptom control and management skills, and self-care skills for dealing with ‘death and dying’.6
Every GP should develop the skills to appropriately screen for and identify those at risk of cancer and degenerative
diseases in order to, ideally, prevent the development of disease. If disease does develop, GPs should aim to meet
the care needs of every individual patient, including palliative care needs, using evidence-based practice, as well as
consider the needs of the patient’s family and carers.
GPs should draw on the core skills of general practice to provide holistic, patient-centred care and coordinate
multidisciplinary teams to enable high-quality, comprehensive healthcare during the typically stressful time for
individuals following a cancer diagnosis. GPs also have an important role in providing continuity of care following
surgical intervention, during and after chemotherapy and/or radiotherapy, and in screening for recurrence as
appropriate. GPs require skills in identifying and managing common oncological and palliative symptoms, and have a
vital role in providing care at the end of life in a setting of the individual’s choice, maintaining the dignity of the individual
and optimising the chances of them receiving the care they wish for at this time.

Related contextual units
CO16 Care of older people
PM16 Pain management
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Glossary
End-of-life care
May include effectively conveying bad news, assisting in development of realistic expectations and maintenance of
hope, managing grief processes for families and carers that progress beyond the patient’s death into their bereavement
phase and dealing with ‘unfinished business’, and effectively managing symptoms to alleviate distress and to comply
with wishes of the individual and their family and carers.

Common oncological symptoms
Can include:
• pain (nociceptive, visceral, neuropathic and complex)
• nausea and vomiting
• constipation
• anorexia
• hiccoughs
• fatigue, weakness and lethargy
• delirium and confusion
• dyspnoea
• depression and anxiety
• existential distress
• malignant effusions
• peripheral lymphedema.

Oncological emergencies
Can include:
• neutropaenic sepsis
• hypercalcaemia
• superior vena cava (SVC) compression
• spinal cord compression
• delirium and confusion caused by cerebral metastases.
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