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SOME QUESTIONS TO ADDRESS

 What has the generalist-specialist debate taught 
us?

 Where is the evidence for what works, when and 
how?

 What needs to happen now for a sustainable 
future for palliative care?



WHAT HAS THE GENERALIST-SPECIALIST
DEBATE TAUGHT US?
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PALLIATIVE CARE NEEDS A REALITY
CHECK



WHAT IS THE FUTURE FOR PALLIATIVE
CARE?
 Proposed annual death rise internationally of 

17% by 2030 ( Gomes and Higginson 2008)
 For most people, palliative care is not delivered 

by specialists
 The purpose and scope of specialist palliative 

care means different things to different people
 Where are the next generation of palliative care 

practitioners?



WHO IS LOOKING FOR WHOM? 



WHAT IS THE CHALLENGE WITH CURRENT
MODELS OF SERVICE DELIVERY?

 Lack of definition on generalist palliative care
 No well-defined international best practice 

models
 Adding another layer of specialist care to an 

already complex situation
 Risk of undermining or devaluing existing 

therapeutic relationships
 From the evidence, little consistency in the way 

models are developed and evaluated.



DOES SPECIALIST PALLIATIVE CARE MAKE
A DIFFERENCE?



SKILL SET FOR GENERALIST AND
SPECIALIST PALLIATIVE CARE PROVIDERS

Generalists Specialists
Management of symptoms Management of complex 

refractory symptoms
Discussion on prognosis Complex psychosocial-spiritual 

dimensions
Goals of treatment Conflict resolution
Addresses suffering Addresses issues of futility
Code Status ( DNR, AND)



EFFECT OF SPECIALIST PALLIATIVE CARE ON
QOL IN HOSPITAL, HOSPICE AND COMMUNITY
PATIENTS WITH ADVANCED DISEASE

 Systematic review and meta-analysis ( N  = 11)
 Small effect in favour of specialist palliative care
 No evidence that patient need triggered 

integration
 Impact on life quality better for those with cancer 

and/or where palliative care was introduced early
 Moderate evidence to support benefit of specialist 

palliative care
 Marked heterogenity in studies, design, 

instruments and outcomes



WHERE IS THE EVIDENCE FOR WHAT
WORKS, WHEN AND HOW?



SOME PERSPECTIVES – GENERAL
PRACTICE

 How general practitioners and specialist 
palliative care view their working relationship

 Partnership is based on a sound understanding of 
their respective identities

 Rules of engagement maintained
 Considerable commitment to the partnership
 Avoiding restrictive language and culture 
 A strong belief in sustainability



SOME PERSPECTIVES – HOSPITAL CARE

 Investigating the organization and integration of 
generalist palliative care in a large general 
hospital

 Triangulation of data from evaluations to identify 
concordance and discrepancies

 No overall policy direction – all  localized
 Limited understanding of the impact of palliative 

caregiving on generalist staff
 Lack of (willingness for) quality indicators



COMMUNICATION SKILLS TRAINING

 Systematic review of RCT on effectiveness in 
relation to improved patient outcomes (1°) and 
staff behaviours (2°) in generalist palliative care 
providers who focus on end-of-life care (EoLC)

 Meta-analyses of 11 trials
 Training appears to be effective – at the time
 No evidence of training influencing behaviours
 Heterogenity in outcomes and measures 

challenges true representation
 Poor reporting in studies
 The question is…what works?



WHAT NEEDS TO HAPPEN FOR A SUSTAINABLE
FUTURE FOR PALLIATIVE CARE?



WHAT CAN WE DO TO ‘ BRIDGE THE GAP’
 Quality research that looks at factors which 

mediate partnership working
 What is the direct impact of collaboration on 

patient outcomes?
 Conscious of cost-effectiveness in collaboration 

for the system and service provider?



INSUPC : INTEGRATED PALLIATIVE CARE



INTEGRATED PALLIATIVE CARE – A VISION FOR THE FUTURE
(INSUP-C)

“Integrated palliative care involves bringing together 
administrative, organizational, clinical and service aspects 
in order to realise continuity of care between all actors 
involved in the care network of patients receiving 
palliative care. It aims to achieve quality of life and a well-
supported dying process for the patient and the family in 
collaboration with all the care givers (paid and unpaid)”.



KEY MESSAGES FOR INTEGRATED
PALLIATIVE CARE

 One of the most important messages for the 
transformation of our health care systems

 Changing hearts and minds
 Value the equality and respect of all persons
 Integrated palliative care speaks to reality of 

living and dying in society
 Underpinned by the elements of collaboration, 

cohesion and compassion. 
 One small step….



CONCLUSIONS

 Communication and dialogue
 Development of a systematic process not personal 

liaison
 Responsive models of education which include 

partnership developments
 Clarity on roles and responsibilities
 Appropriate and timely access to specialist 

palliative care when necessary
 Coordinated Care – Continuous Support



STRENGTH THROUGH
PARTNERSHIP: 
ENABLING BETTER
END-OF-LIFE CARE

What unites us?
What divides us?



GENERALIST WITH SPECIALIST PALLIATIVE
CARE WILL FIND EACH OTHER IF:
 Identity of the team supersedes personalities
 Shared information
 Working together for the same goals
 Leadership is held by the patient
 Consultative co-opt of experts



‘AR SCÁTH A CHÉILE A
MHAIRIMÍD’

WE LIVE IN THE SHADOW OF
EACH OTHER



THANK YOU
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