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1 

Title: Specialist palliative care services for older people in primary care: A systematic review 1 
using narrative synthesis 2 
 3 

Abstract (count: 250 words) 4 

 5 

Background There is recognition that older people with incurable conditions should have access to 6 

specialist palliative care services. However, it remains unclear which activities and outcomes these 7 

services entail for older people in primary care and to which patients they are provided.   8 

Aim The aim of this review was to identify: the criteria for referral to specialist services; who provides 9 

specialist palliative care; through which activities and with which frequency; which outcomes are 10 

reported; and which suggestions are made to improve services.  11 

Design Systematic review of literature and narrative synthesis. Quality appraisal and selection of 12 

studies were performed independently by two researchers. Participant characteristics, intervention 13 

features, outcome data and suggestions for improvement were retrieved.  14 

Data sources Embase, Medline, Web of Science, Cochrane, Google Scholar, PsycINFO and Cinahl 15 

ebsco databases (until June 2019).  16 

Results Ten eligible articles, three qualitative, three quantitative, three mixed-method and one narrative 17 

review, were identified. Referral criteria were mainly based on patient characteristics such diagnosis. 18 

The specialist services involved a variety of activities and outcomes and descriptions were often lacking. 19 

Services could be improved regarding the information flow between healthcare professionals, greater 20 

in-depth palliative care knowledge for case managers and social workers, identification of a key-worker 21 

and support for family carers.   22 

Conclusions The limited evidence available shows areas for improvement of the quality of and access 23 

to specialist services for older people, such as support for family carers. In addition, this review 24 

underscores the need for comprehensive reporting of interventions and the use of consensus-based 25 

outcome measures. 26 

 27 
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What is already known about the topic: 1 

• Specialist palliative care services in primary care have demonstrated feasibility and beneficial 2 

outcomes for people with life-threatening chronic diseases. 3 

• Preliminary findings about such interventions have also indicated acceptability and potential 4 

benefits for older people with frailty or other progressive conditions. 5 

• It remains unclear what specialist palliative care services in primary care should entail for the 6 

growing population of older people, i.e. which criteria for referral to specialist palliative care 7 

services are used, who delivers specialist palliative care and through which activities, which 8 

outcomes are measured, and how the provision could be improved.  9 

 10 

What this paper adds:  11 

• The referral criteria for older people to specialist palliative care services in primary care were 12 

mainly focused on limited patient characteristics, such as age and diagnosis, and less on their 13 

needs and symptoms. 14 

• The specialist services were providing multidisciplinary holistic care and the outcomes were 15 

mainly measured on the level of the patients and their family carers, such as symptom control.  16 

• In the included articles, a full description of the diverse intervention activities and procedures 17 

is often lacking, making identification of successful specialist palliative care service 18 

components for older people challenging. 19 

• There is a need for consensus-based outcome measures, as currently, a wide variety of 20 

outcomes is reported in the specialist interventions for older people in primary care, which 21 

hinders comparisons between these services. 22 

 23 

Implications for practice, theory or policy: 24 

• Due to the multidisciplinary nature of palliative care provision for older people in primary care, 25 

maintaining or improving information flow and communication between different healthcare 26 

professionals and family carers is key. 27 

• All healthcare professionals should have in-depth knowledge of palliative care for older 28 

people, or at least this knowledge should be readily accessible to them. 29 
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• More attention for family carers of older people is needed during and after the disease 1 

trajectory in the form of information provision and emotional support. 2 

 3 

 4 
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 6 
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 8 
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 10 

 11 

 12 

 13 

 14 

 15 

 16 

 17 

 18 

 19 

 20 

 21 

 22 

 23 

 24 

 25 

 26 

 27 

 28 

 29 

 30 



 
 

4 

1. Introduction  1 

Life-expectancy worldwide continues to increase, but the added years are not always spent in good 2 

health.1 Many older people experience long periods of illness and are confronted with multimorbidity (i.e. 3 

the simultaneous presence of multiple chronic conditions), frailty (i.e. a progressive physiological decline 4 

in multiple organ systems marked by increased vulnerability to disease and death), disabilities or other 5 

physical and/or mental health problems.2 The increased susceptibility of older people to adverse health 6 

outcomes paired with the cumulative effects of various chronic health problems results in prolonged, 7 

complex and fluctuating needs and symptoms in the last years of life.3,4 8 

According to the World Health Organisation5, palliative care should be provided to any person 9 

with a life-threatening illness. Given the prolonged and complex needs of older people with progressive 10 

and incurable chronic conditions,6 provision of specialist palliative care in primary care may be a way to 11 

meet their needs. Specialist palliative care services involve healthcare professionals who are specifically 12 

trained in palliative care and typically support primary care providers in delivering it, either by advising 13 

them or by delivering it themselves directly to the patient.7,8 It has been argued that early referral and 14 

continuous access to specialist palliative care services for all older patients is not sustainable for 15 

healthcare systems.2,8 Episodic involvement of specialist palliative care services in primary care is 16 

proposed for periods in which the patient’s palliative care needs become too complex to be handled in 17 

primary care alone.2,7,8 18 

Early-initiated, short-term specialist palliative care interventions in primary care have 19 

demonstrated feasibility and beneficial outcomes for people with life-threatening chronic diseases such 20 

as cancer and multiple sclerosis.9-11 Preliminary findings about such interventions have also indicated 21 

acceptability and potential benefits for older people with frailty or other progressive conditions in 22 

improving key symptoms, and have provided evidence of cost savings.12,13  23 

Despite this growing evidence of effectiveness,9-13 it has been hard to extend, and further 24 

substantiate, this evidence-base to the growing population of older people with progressive and 25 

incurable chronic conditions. A recently conducted review by Evans et al14 provided insights on end-of-26 

life care provision models for older people and identified two service models: 1) the model of integrated 27 

geriatric care that focused on maintenance of functioning, and 2) the model of integrated palliative care 28 

that focused on reducing symptom distress and concerns. However, this review does not specifically 29 

focus on specialist palliative care services. In addition, the review did not focus on palliative care in 30 
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primary care.14 It therefore remains unclear what specialist palliative care services should entail for older 1 

people in primary care. More specifically, due to the uncertainty of prognosis, it is difficult to predict the 2 

optimal timing for referral to specialist palliative care services.3 In addition, understanding to whom, 3 

among the older population, specialist palliative care is provided, by whom and through what activities, 4 

which outcomes are measured, and how services could be improved, is crucial in the development and 5 

evaluation of specialist palliative care services. 6 

 7 

2. Aim and research questions  8 

To date, a systematic and comprehensive overview of articles regarding specialist palliative care 9 

services for older people in primary care is not available. Therefore, based on current international 10 

evidence, this review aims to answer the following questions: 11 

1. Which criteria are used for referral of older people to specialist palliative care services in primary 12 

care?   13 

2. Which healthcare professionals are involved in specialist palliative care services, through which 14 

activities is care delivered, and with which frequency?  15 

3. What are the outcomes identified in studies concerning specialist palliative care services for 16 

older people in primary care?  17 

4. How could the provision of specialist palliative care for older people in primary care be improved 18 

according to the existing literature?  19 

 20 

3. Methods 21 

A literature review is considered systematic if it is guided by a research question and if the processes 22 

of identification, selection, appraisal and synthesis of the literature are explicitly described. Mixed studies 23 

reviews do not differ in this respect. 15,16 24 

 25 

3.1 Search strategy 26 

A systematic electronic search was developed with the help of a biomedical information specialist. The 27 

following electronic databases were used: Embase, Medline, Web of Science, Cochrane, Cinahl ebsco, 28 

PsycINFO and Google scholar. Articles were retrieved until June 2019, and we did not use any 29 
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restrictions regarding year of publication. The electronic search strategy is provided as Supplementary 1 

Table 1.  2 

 3 

3.2 Screening and study selection 4 

Duplicates of the retrieved studies were removed. Titles and abstracts were screened independently by 5 

two reviewers (KdN and YP) for potential eligibility, applying the inclusion and exclusion criteria (Box 1). 6 

In cases of disagreement, consensus was reached through discussion with LP and LVdB. The full texts 7 

of the articles selected for full text screening were acquired, if not available through electronic databases, 8 

through email from the first author, ResearchGate or inter-library lending. The articles were entered in 9 

a Zotero database. Full text screening was done by one reviewer (KdN) while three others (YP, LP, and 10 

LVdB) each screened a random 10% selection of articles. The results were compared and in cases of 11 

disagreement differences were resolved through consensus. Studies were excluded based on a 12 

hierarchical set of exclusion criteria. The web-based software platform www.covidence.org was used 13 

for screening and reviewing the articles.  14 

 15 
Box 1. Inclusion and exclusion criteria. 16 

Inclusion criteria Exclusion criteria 
All connected by ‘AND’  All connected by ‘OR’  
Study concerns older people (or synonyms 
used in the search string) 

Study does not concern older people (or synonyms used in the 
search string) 

Study concerns the primary/community 
care setting (including transitions to and 
from) 

Study reports exclusively about hospital, nursing home or 
another institutional care setting (or transitions between these 
settings) 

 Study focuses exclusively on a specific therapeutic treatment or 
action (e.g. dialysis or chemotherapy) 

Study concerns specialist palliative care a  

(or synonyms used in the search string) 
Study does not concern specialist palliative carea (or synonyms 
used in the search string) OR specialist palliative care is an 
outcome of another intervention rather than the intervention itself 

Study concerns empirical research (either 
quantitative, qualitative, case study, 
systematic review, literature review, meta-
analysis, or book chapter) 

Conference reports or abstract, book, opinion piece, editorial or 
discussion article, evaluation of local programme, questionnaire 
or training session, or a PhD submission 

Study published in the English, Dutch, 
Spanish, Portuguese, Italian, French or 
German language 

Study not published in the English, Dutch, Spanish, Portuguese, 
Italian, French or German language  

a Specialist palliative care as described by Gomes et al.17 17 
 18 

3.3 Quality assessment 19 

Assessing the methodological quality of quantitative, qualitative and mixed-methods studies is 20 

challenging because they constitute distinct traditions with unresolved ontological and epistemological 21 

differences.15,16 We therefore used existing, but different, scales to assess the methodological quality of 22 
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the research included in the review. For primary studies, we used the qualitative and quantitative scales 1 

developed by Gomes et al., 2013.17 The quality assessment for articles concerning qualitative research 2 

ranged from 0 (poor) to 30 (good). The quality assessment for articles concerning quantitative research 3 

ranged from 0 (poor) to 16 (good). Articles using both qualitative and quantitative methods were 4 

evaluated using both scales. For review articles, we used the quality Assessment of Multiple Systematic 5 

Reviews (AMSTAR) tool, which resulted in scores of 0 – 4 (low), 5 – 8 (medium) and 9 – 11 (high).18 6 

KdN scored the methodological quality of the included articles. YP scored the methodological quality of 7 

a random 10% selection of the included articles. Disagreements were resolved by discussion with LP 8 

and LVdB. The scores were not used to exclude articles from the review but to inform the reader about 9 

the quality of the research and to guide the interpretation of the findings. 10 

 11 

3.4 Data extraction and data synthesis 12 

In order to systematically extract relevant data from the included articles we created a data extraction 13 

form in MS Excel. This form included items on general methodological characteristics (e.g. year of 14 

publication and study design) and specific characteristics of the study. We used the terminology as 15 

described in the source articles. The extraction form included the population of older people who were 16 

referred to specialist palliative care services, the healthcare professionals involved in these services, 17 

activities care was provided through and with what frequency. Additionally, information was retrieved on 18 

the outcomes of specialist palliative care, and, according to the authors of the respective research, how 19 

the provision of specialist palliative care could be improved. We assigned the outcomes of specialist 20 

palliative care to the level which they target, e.g. level of healthcare professionals, level of patients 21 

and/or their family carers. KdN completed the extraction form for each of the included studies. YP 22 

assessed the data extraction of a random 10% selection of the included studies to check the accuracy 23 

of the procedure. Disagreement between the reviewers was solved by discussion with LP and LVdB. 24 

Following data extraction, we conducted a narrative synthesis because this brings the broad knowledge 25 

from a variety of methodologies and approaches together. We followed the guidance of Popay et al15 to 26 

narrative synthesis in order to systematize the process of analysis. This seeks to report patterns of 27 

findings across the included studies and thus provides a way of interpreting and categorizing 28 

information.15 29 

 30 
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4. Results 1 

The database search yielded 5,072 articles as potentially eligible for this review (Figure 1). After removal 2 

of duplicates, 2,888 articles were identified for screening based on the title and abstract. After exclusion 3 

of 2,573 articles, the remaining 315 articles were screened based on the full text. Ten articles were 4 

included for analysis.  5 

 6 

4.1 Study characteristics and methodological quality 7 

Table 1 shows the main characteristics of the ten articles included in this systematic review. Three 8 

articles had a qualitative design,19-21 three a quantitative design,22-24 three a mixed-method design,12,25,26 9 

and one was a narrative review.27 The research described in all articles was performed in Europe and 10 

the USA, except for one where it was performed in Taiwan.21 Of the six articles using a qualitative 11 

method, the mean total methodological quality score was 17 out of 30 (range: 14 – 23). Of the six articles 12 

using a quantitative method, the mean methodological quality score was 9 out of 16 (range: 3 – 12). 13 

The narrative review had a score of 2 out of 11.  14 

 15 

4.2 Referral criteria for older people to specialist palliative care services  16 

Age was used as one of the criteria for referral to specialist palliative care services, though the exact 17 

age of referral differed, with some services referring people as of 65 years or over,21,23-25  others as of 18 

70 years or over,20 and another as of 75 years or over12 (Table 2). In addition, referral criteria were 19 

focused on specific diseases, such as advanced cancer,21,23 ‘complex illnesses’,19,24 and 20 

frailty.12,20,22,26,27 Scales were used to identify frail older people; namely the CSHA-Clinical frailty scale 21 

(cut-off stage 6/7), the SHARE FI,20 and the Elders Risk Assessment Index (cut-off >16).22 In one article, 22 

people were not referred to specialist palliative care services by focusing on their disease but by focusing 23 

on their limited life-expectancy as defined by the surprise question.25 People were referred to specialist 24 

palliative care services by the primary care physicians,12,22,25 or at hospital discharge.22 Another article 25 

reported that people had requested the primary care physician to refer them to specialist palliative care 26 

services.23 27 

  28 

4.3 Who provided care, through which activities and with what frequency  29 
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Specialist palliative care was provided by multidisciplinary teams consisting of physicians and nurse 1 

practitioners.19,22-27 (Table 2). Social workers and case managers were involved in the teams,22,24-26 and 2 

other healthcare professionals could be consulted when needed, such as occupational therapists and 3 

social services.22,24 The specialist palliative care service was affiliated with the hospital,21,22,25 operating 4 

from the hospital,19 or integrated into the local public healthcare system.23,25 While there were 5 

differences in the care activities across the articles, some were described similarly between them (Table 6 

2). Multidisciplinary team meetings were conducted weekly,21,22,26 or after the second home-visit of a 7 

care manager.24 Nurse practitioners, case managers or social workers collaborated with and advised 8 

primary care providers and other specialists.12,19,24-27 A team member (e.g. nurse practitioner, social 9 

worker) was assigned to coordinate referral, scheduling, communication with patients and relatives and 10 

liaison with community-based organisations.12,22,24-26 An initial home visit included a comprehensive 11 

patient and family carer needs assessment.12,19,24,26 Ongoing care included symptom management and 12 

holistic supportive care,12,19,21,25-27 patient and family carer education and empowerment,18,22,24-26 13 

conversations and documentation about the patient’s goals and wishes,12,19,22,24,25,27 and development 14 

of an emergency response plan.22,,24 The frequency of home visits varied (Table 2); one article reported 15 

visits twice weekly for six months,21 two based the frequency on the patient’s needs,25,26 and three 16 

involved short-term services of one to three visits,12,22,24 with additional phone follow-up at least 17 

monthly,23 or described the frequency as every three weeks to three months.19 Additional 24-hour call 18 

services were provided by the specialist palliative care team or intervening phone calls in case of 19 

emergency.12,19,20,22-25  20 

 21 

4.4 Outcomes of specialist palliative care  22 

All included articles reported outcomes or hypothesized outcomes of specialist palliative care provision 23 

that targeted different levels; healthcare professionals and patients and/or family carers (Table 2). On 24 

the level of healthcare professionals, articles with a qualitative design described increased productivity 25 

and shared learning between specialist palliative care services and the referring physicians through 26 

collaboratively caring for the person who was dying.19 Another article described reduced personal 27 

workload and stress of general practitioners.20 On the level of patients and/or their family carers, articles 28 

with a qualitative design reported better and more effective patient care,19,20 increased feelings of 29 

reassurance, self-confidence and being cared for by the person who was dying and those close to 30 
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them,19,21,25,26 and other patient-reported outcomes such as better symptom control.19 The articles with 1 

a quantitative design reported decreased hospital admission rates in the intervention group,22,,24 2 

increased numbers of goals of care discussions and documentation in the intervention group,22 steeper 3 

decline in overall survival within first five months in the intervention group,22 and a greater proportion of 4 

the intervention group dying at home,23,24 especially among the oldest people (85 years and more).23 5 

The narrative review reported increased quality of life of the patient and better and more effective patient 6 

care.27 7 

 8 

4.5 How the provision of specialist palliative care could be improved  9 

The provision of specialist palliative care could be improved regarding several aspects (Table 2). One 10 

article with a qualitative design suggested the full utilization of nurse practitioners in specialist palliative 11 

care services. This might address the service gap regarding the growing demand for quality end-of-life 12 

care and the predicted shortage of primary care physicians, and therefore provide quality care at lower 13 

costs than a comparable physician service.19 Two other articles with a qualitative design stated a need 14 

to improve the information flow between specialist palliative care services and general practitioners,20 15 

and the need for emotional support and advanced information for relatives.21 One article with a 16 

quantitative design reported that the specialist palliative care service model could be improved by hiring 17 

a single trained palliative care specialist care manager, trained through a formal course such as 18 

Respecting Choices®, and that the outcomes of the intervention should reflect the Triple Aim.24 One 19 

article with a mixed-method design mentioned the need to identify a skilled key-worker,12 and another 20 

the need for additional palliative care training for social workers.26 The narrative review stated that 21 

discussions about the goals and wishes of the person who is dying should be conducted throughout the 22 

disease trajectory and that specialist palliative care provision does not necessarily require a new 23 

programme or resources.27 24 

 25 

5. Discussion 26 

This systematic review provided an overview of how specialist palliative care in primary care is currently 27 

being provided to older people in primary care. Ten articles were included, mostly with a low to moderate 28 

methodological quality score. We found that people who were referred to specialist palliative care 29 

services had to meet criteria regarding a specific age (such as people of 65 years or over, or people of 30 
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70 years or over), having a diagnosis of a life-limiting chronic disease (such as complex illnesses) or 1 

having a limited life-expectancy. Specialist palliative care was provided by multidisciplinary teams which, 2 

if described, consisted of at least physicians and nurse practitioners trained in palliative care. During the 3 

multidisciplinary team meetings, patient information was discussed and specialist palliative care teams 4 

supported primary care providers and other specialists regarding the provision of palliative care. The 5 

specialist palliative care teams often provided an initial patient and family carer needs assessment and 6 

ongoing supportive holistic care through home visits or by phone calls of varying intensity and duration. 7 

The reported outcomes of specialist palliative care were mainly targeting the patient and/or their family 8 

carers, such as increasing their self-confidence and symptom control. In addition, the authors of the 9 

included research stated a need for an improved information flow between healthcare professionals, 10 

greater in-depth palliative care knowledge of case managers and social workers, the identification of a 11 

skilled key-worker and emotional and informational support for family carers.    12 

Criteria for referral to specialist palliative care services were mainly focused on patient 13 

characteristics, such as age and diagnosis, or patients having a limited life-expectancy. This is 14 

remarkable because it is recommended that referral to these services should not only be based on these 15 

characteristics but also on their needs and symptoms.4,14 This is particularly important for older people, 16 

who are often facing multiple chronic conditions with ambiguous medical prognoses.6,28  These older 17 

people have special needs, as the problems they are facing are often more complex compared to 18 

patients with other terminal diseases.2,6 In addition, previous research stated that the timing of referral 19 

to specialist palliative care services is also dependent on other factors such as the palliative care skills 20 

and knowledge of primary care physicians, local practice patterns and the availability of specialist 21 

palliative care services.29 Therefore, the optimal timing for referral to specialist palliative care services 22 

for older people in primary care is not a ‘one size fits all’ matter but is highly dependent on the complex 23 

interplay between the older patient, the family carer, their primary care physician and the specialist 24 

palliative care services.29 25 

Multidisciplinary teams provided specialist palliative care through a needs-based holistic 26 

approach, including education, information and the goals of care discussions with patients and/or family 27 

carers. Other activities of the specialist palliative care team were focused on coordination and 28 

collaboration with primary care providers and other specialists. This is in line with a previous review 29 

about the core elements of effective home-based palliative care models.30  Based on these findings, the 30 
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content and frequency of activities and procedures do not appear to differ between older patients (with 1 

or without a terminal diagnosis) and patients of any age with a terminal diagnosis. Yet, we might wonder 2 

if these services should be the same. The disease trajectory of older people with multiple chronic 3 

disorders is often characterized by highly complex and fluctuating needs,6  therefore the ideal frequency 4 

and content of visits by specialist palliative care services might be different compared to for example 5 

adult oncology patients (with a disease trajectory often characterized by maintaining comfort and 6 

functioning for a substantial period, followed by a relatively rapid decline in the final weeks and days 7 

before death).2 Older patients with multiple chronic diseases might have more benefit from a short-term 8 

specialist palliative care service, that is only involved in these periods of complex palliative care needs 9 

and problems. 2,7.8 10 

The specialist palliative care services included in the review were not homogenous and varied 11 

widely in the content and frequency of activities and procedures.  In addition, the articles included in the 12 

review did not always provide a full description of the intervention activities and procedures. Therefore, 13 

transparency was often lacking regarding which healthcare professional conducted home visits and with 14 

what frequency, or who attended (and who did not attend) the multidisciplinary team meetings. These 15 

incomplete descriptions are problematic, especially regarding the ‘active ingredients’ of such 16 

interventions and how they achieve their effects.30 Detailed information is needed to understand how 17 

the interventions might be replicated, as well as to generalise knowledge on how to implement the 18 

intervention and increase the potential impact of research on health.32,33 This highlights the need for 19 

improving the quality and completeness of reporting in specialist palliative care research for older people 20 

in primary care. In response to this crucial issue and on the basis of our findings, we recommend the 21 

use of standardised forms such as the Template for Intervention Description and Replication (TIDieR) 22 

checklist, which should be routinely completed by evaluators of interventions to ensure comprehensive 23 

reporting.32  24 

The reported outcomes of specialist palliative care for older people in primary care were in line 25 

with those reported in earlier published systematic reviews about integrated and coordinated palliative 26 

care for people with terminal diagnoses in primary care.34,35 We identified that the articles included in 27 

the review used a wide variety of outcomes such as self-confidence, symptom management and 28 

survival. Radwany et al.24 suggest that future interventions should focus on outcomes reflective of the 29 

Triple Aim to achieve better health, better care and lower costs. As we identified important outcomes on 30 
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the level of healthcare professionals as well, such as reduced stress of general practitioners, we suggest 1 

that outcomes should be reflective of the Quadruple aim, adding the goal of improving the working life 2 

of healthcare professionals.36 The wide variety of outcomes, targeting different levels (e.g. patient and/or 3 

family carer level, healthcare professionals) and reflecting short-, mid- or long-term outcomes, made 4 

comparisons between the included specialist palliative care services for older people in primary care 5 

complicated, but also hinders comparisons with services that target patients with other terminal 6 

diagnoses. Therefore, we highly recommend the use of a set of core outcomes, which is defined as ‘an 7 

agreed minimum set of outcomes to be measured and reported in all trials of a particular treatment or 8 

condition’.37 The routine measurement of the same core set of outcomes that evaluate the effectiveness 9 

of specialist palliative care services for older people in primary care will allow benchmarking of services. 10 

This evidence-base would be highly valuable in the further development and evaluation of specialist 11 

palliative care services.38  12 

The authors of the included research stated areas for improvement of specialist palliative care 13 

services for older people in primary care. Geiger et al.20 reported a need for improved information flow 14 

between primary care providers and specialist palliative care services. Previous research also showed 15 

that multidisciplinary teamwork, in the shared care for this vulnerable population, is challenging.39 Older 16 

people with multiple chronic conditions are often cared for by numerous healthcare professionals from 17 

different organisational structures that use different communication tools and different patient medical 18 

record systems.39 High quality communication and collaboration between those professionals is needed 19 

to achieve a mutual understanding of the needs, goals and wishes of the older patient and to allow 20 

continuity and tailored patient-centered care.39,40 The communication between healthcare professionals 21 

could be facilitated by the implementation of shared online patient records and regular multidisciplinary 22 

meetings.39 In addition, suggestions are made for the inclusion of a skilled key worker in the care for 23 

older people, to coordinate their care and services.12 This is confirmed in a qualitative study, where older 24 

people with advanced diseases in hospices place a high value on having a named professional as a 25 

point of contact to coordinate their care.39  However, who this ‘point of contact’ should be is not clear. It 26 

could be any involved healthcare professional or even the patient and/or the family carer themselves.43 27 

Bone et al.12 suggested choosing the person with the greatest involvement in patient care, which may 28 

vary over time. Specialist palliative care services for older people could also be improved by greater in-29 

depth palliative care knowledge of case managers and social workers in the care for older people, 30 
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specifically regarding advance care planning and pain assessment.24,26 Older people have been found 1 

to be at a great risk of poor pain control, which might be due to communication problems and/or 2 

difficulties in pain assessment in this population.41 Radwany et al.24 suggesting the need for formal 3 

training for healthcare professionals, such as Respecting choices ®, which might facilitate the 4 

communication process between healthcare professionals and older people. Respecting choices ® is 5 

focused on a shared decision-making process that involves all healthcare providers, individuals and 6 

family carers and keeps the focus on patient-centered care.42 Lastly, family carers reported the need for 7 

more emotional support and advance information throughout the disease trajectory.21 As family carers 8 

play a pivotal role in the care of older people,44 we should acknowledge and consider their needs for 9 

support in the development and evaluation of specialist palliative care services.  10 

 11 

5.1 Strengths and limitations  12 

To the best of our knowledge, this is the first systematic review that provides an overview of all published 13 

articles regarding specialist palliative care services for older people in primary care. The strengths of 14 

this review are that we used a comprehensive search strategy in seven databases and a broad 15 

operational definition of specialist palliative care, and were therefore able to include articles that used 16 

terms other than ‘specialist palliative care’ to describe all interventions that in practice are specialist 17 

palliative care. The study also has several limitations. Firstly, there might be subjectivity in the quality 18 

and grading criteria; however, this involved independent reviewers, disagreement checks and the use 19 

of existing scales for quality appraisal which increase objectivity. Secondly, despite our broad search 20 

string, we may have missed potentially relevant studies that did not use the term ‘specialist palliative 21 

care’. Thirdly, due to the different study types we included in the review, comparison between 22 

methodological quality scores of different study types was not possible. Related to this, not all studies 23 

included in the review were of high quality, but still yielded valuable information on the provision of 24 

specialist palliative care services for older people in primary care.  25 

 26 

5.2 Conclusion 27 

This review shows that there is limited evidence available regarding specialist palliative care services 28 

for older people in primary care. Referral criteria were mainly based on limited patient characteristics, 29 

whereas it is more appropriate to base referral on patients’ needs. A wide variety of activities and 30 
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procedures, which were often poorly described, were included under the term specialist palliative care 1 

service. We therefore highly recommend the use of standardized intervention description tools to ensure 2 

comprehensive reporting. We identified a wide range of outcomes of specialist palliative care services; 3 

consensus-based outcomes are needed to facilitate comparisons and benchmarking of these specialist 4 

palliative care services. We identified areas for improvement of the quality of and access to specialist 5 

palliative care services for older people, such as increased information flow between healthcare 6 

professionals and emotional support for family carers.  7 
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Supplementary material 1 

Supplementary Table 1. Search terms. 2 
1 .Embase 
('frail elderly'/de OR 'frailty'/de OR ('vulnerable population'/de AND 'very elderly'/de) OR (frail* OR 
(functional* NEAR/3  impair* NEAR/3  (elder* OR old*)) OR oldest-old* OR very-old* OR ((vulnerab* 
OR multimorbid*) NEAR/3 (old* OR elder*)) OR nonagenerian* OR octogenerian* OR centenarian* 
OR supercentenarian*):kw,ab,ti) AND ('palliative therapy'/exp OR 'palliative nursing'/de OR 'terminal 
care'/de OR 'end of life'/de OR 'terminal disease'/de OR 'terminally ill patient'/de OR (palliat* OR 
terminal* OR 'advance care' OR (end NEAR/3 life) OR (last NEAR/3 (hour* OR day* OR week* OR 
year* OR month*) NEAR/3 life) OR (last-phase NEAR/3 life)):kw,ab,ti) NOT ([Conference 
Abstract]/lim OR [Letter]/lim OR [Note]/lim OR [Editorial]/lim) and [english]/lim 
2. Medline 
(Frail Elderly/ OR (Vulnerable Populations/ AND Aged, 80 and over/) OR (frail* OR (impair* ADJ3  
(elder* OR old*)) OR oldest-old* OR very-old* OR ((vulnerab* OR multimorbid*) AND (old* OR 
elder*)) OR nonagenerian* OR octogenerian* OR centenarian* OR supercentenarian*).kw,ab,ti.) 
AND (Palliative Care/ OR Palliative Medicine/ OR "Hospice and Palliative Care Nursing"/ OR 
Terminal Care/ OR Terminally Ill/ OR (palliat* OR terminal* OR advance care OR (end ADJ3 life) 
OR (last ADJ3 (hour* OR day* OR week* OR year* OR month*) ADJ3 life) OR (last-phase ADJ3 
life)).kw,ab,ti.) NOT (letter OR news OR comment OR editorial OR congresses OR abstracts).pt. 
AND english.la. 
3. PsycINFO 
((frail* OR (functional* ADJ3  impair* ADJ3  (elder* OR old)) OR oldest-old* OR very-old* OR 
((vulnerab* OR multimorbid*) ADJ3 (old OR elder*)) OR nonagenerian* OR octogenerian* OR 
centenarian* OR supercentenarian*).ab,ti.) AND (Palliative Care/ OR Terminally Ill Patients/ OR 
(palliat* OR terminal* OR advance care OR (end ADJ3 life) OR (last ADJ3 (hour* OR day* OR 
week* OR year* OR month*) ADJ3 life) OR (last-phase ADJ3 life)).ab,ti.) NOT (letter OR news OR 
comment OR editorial OR congresses OR abstracts OR books).pt. AND english.la. 
4. Cinahl 
(MH Frail Elderly OR TI (frail* OR (functional* N2  impair* N2  (elder* OR old)) OR oldest-old* OR 
very-old* OR ((vulnerab* OR multimorbid*) N2 (old OR elder*)) OR nonagenerian* OR 
octogenerian* OR centenarian* OR supercentenarian*) OR AB (frail* OR (functional* N2  impair* N2  
(elder* OR old)) OR oldest-old* OR very-old* OR ((vulnerab* OR multimorbid*) N2 (old OR elder*)) 
OR nonagenerian* OR octogenerian* OR centenarian* OR supercentenarian*)) AND (MH Palliative 
Care OR MH "Hospice and Palliative Nursing" OR MH Terminal Care OR MH Terminally Ill Patients 
OR TI (palliat* OR terminal* OR advance care OR (end N2 life) OR (last N2 (hour* OR day* OR 
week* OR year* OR month*) N2 life) OR (last-phase N2 life)) OR AB (palliat* OR terminal* OR 
advance care OR (end N2 life) OR (last N2 (hour* OR day* OR week* OR year* OR month*) N2 
life) OR (last-phase N2 life))) NOT PT (letter OR news OR comment OR editorial OR congresses 
OR abstracts OR books) AND LA(english) 
5. Cochrane 
((frail* OR (functional* NEAR/3  impair* NEAR/3  (elder* OR old)) OR oldest-old* OR very-old* OR 
((vulnerab* OR multimorbid*) NEAR/3 (old OR elder*)) OR nonagenerian* OR octogenerian* OR 
centenarian* OR supercentenarian*):kw,ab,ti) AND ((palliat* OR terminal* OR 'advance care' OR 
(end NEAR/3 life) OR (last NEAR/3 (hour* OR day* OR week* OR year* OR month*) NEAR/3 life) 
OR (last-phase NEAR/3 life)):kw,ab,ti) 
6. Web of Science 
TS=(((frail* OR (functional* NEAR/2  impair* NEAR/2  (elder* OR old)) OR oldest-old* OR very-old* 
OR ((vulnerab* OR multimorbid*) NEAR/2 (old OR elder*)) OR nonagenerian* OR octogenerian* 
OR centenarian* OR supercentenarian*)) AND ((palliat* OR terminal* OR "advance care" OR (end 
NEAR/2 life) OR (last NEAR/2 (hour* OR day* OR week* OR year* OR month*) NEAR/2 life) OR 
(last-phase NEAR/2 life)))) AND DT=(article) AND LA=(english) 
7. Google scholar 
"frail|oldest|very|vulnerable old|elderly" palliative|terminal|terminally|"advance care"|"end of life" 
"primary health|care|healthcare"|"home care"|"general|family 
practitioner|practice|physician|doctor"|community|"in|at home"|hospice|"independent living" 

 3 
 4 
 5 
 6 



Table 1. Characteristics of the included articles (n = 10). 
Qualitative study design (n = 3) 
First author, 
year  

Country Research question(s) Data collection Participants Quality score a  

(range: 0 – 30) 

Deitrick, 2011 USA The examine 1) the role of the nurse practitioner from the 
perspective of themselves and other staff members and 2) 
the implications of this service model for an expanded role 
for nurse practitioners.  

Semi-structured 
in-depth 
interviews 

Nurse practitioners (n = 3), medical 
director (n = 1), program director (n 
= 1) and the clinical coordinator of 
the palliative medicine outpatient 
service (n = 1) 

14 

Geiger, 2016 Germany  To identify 1) which tasks and challenges general 
practitioners see with regard to the care for frail older people 
in the last phase of life and 2) what self-awareness do 
general practitioners have regarding their own role and 
responsibilities in this healthcare setting.  

Semi-structured 
interviews 

General practitioners (n = 14) 18 

Lee, 2013 Taiwan To examine the family’s experiences and needs over a 1-
year data collection period in relation to the provision of 
hospice home care to the terminally ill elderly people with 
cancer in Taiwan 

Field notes and 
semi-structured 
interviews 

Family caregivers (n = 44)  14 

Quantitative study design (n = 3) 
First author, 
year 

Region Research question(s) Data collection Participants Quality score a  

(range: 0 – 16) 

Chen, 2014 USA To investigate the effectiveness of a home-based palliative 
care service model for vulnerable patients with life-limiting 
disease in Rochester, Minnesota in reducing the frequency of 
hospitalizations, length of hospital stays, and proper 
addressing of advanced directives.  

Chart review Home-bound high-risk, frail patients 
with life-limiting illnesses 
(Intervention group: n = 54; Control 
group: n = 108) 

11 

Martoni, 2018  Italy To compare the oldest-old patients with younger groups 
within the patient population assisted by the comprehensive 
home palliative care program in the Bologna metropolitan 
area. 

Electronic patient 
database review 

Home-bound patients with advanced 
(metastatic or locally advanced) 
cancer (compare different age 
groups, total n = 1777)  

11 

Radwany, 
2014 

USA To describe the feasibility and present the outcomes of the 
advance care for elders randomized pilot study. 

Randomised pilot 
study 

Patients (> 60 years old) with chronic 
illnesses (Intervention group: n = 40; 
Control group: n = 40) 

12 

Mixed-method study design (n = 3) 
First author, 
year 

Region Research question(s) Data collection Participants Quality score a 

Qual. design 
(range: 0 – 30),  
Quan. design 
(range: 0 – 16) 

Bone, 2016 England To elicit and synthesize perspectives from older people, 
carers and other key stakeholders to inform model 
development prior to a feasibility evaluation in clinical 
practice. 

Stakeholder 
consultations and 
consensus 

Stakeholder consultation and 
consensus survey respectively: 
informal carers (n = 4; 2), volunteer 
carers (n = 2; 0), general 

Qual. design: 23 
Quan. design: 7 
  



survey, and focus 
groups 

practitioners (n = 5; 5), community 
nursing services (n = 11; 7), 
palliative medicine consultants (n = 
4; 4), specialist palliative care nurses 
(n = 7; 3), other specialist nurses 
e.g. heart failure (n = 3; 3), hospice 
e.g. education and management 
leads (n = 2; 1), allied health 
professional (n = 0; 1), care home 
e.g. manager (n = 1; 1), end-of-life 
care commissioner (n = 1; 0), 
voluntary sector representatives e.g. 
Alzheimer's Society (n = 12; 8), 
academic/researchers (n =11; 7). 
Focus groups: nursing home 
residents (n = 6), day centre 
attendees (n = 2), informal carers (n 
= 2), volunteer carers (n = 7) 

Holley, 2009 USA To understand 1) how caregivers of patients who died 
defined a successful home palliative care experience and 2) 
to use these definitions to improve care and help avoid 
terminal hospitalization in cases in which home death was 
preferred, the predominant preference of most patients.  

Chart review, 
telephone 
interviews and in-
depth interviews 

Chart review: patients (n = 74). 
Telephone interviews: primary 
caregivers (n = 22). Face-to-face in-
depth interviews: primary caregivers 
(n = 13). 

Qual. design: 19 
Quan. design: 8 
 

Kramer, 2013 USA To understand 1) what are the end-of-life care needs most 
frequently addressed by social workers, 2) to what extent will 
social workers report high levels of perceived success in 
addressing end-of-life care needs that they address, 3) What 
roles do social workers have in assisting older adults, family 
caregivers, and team members in the care Wisconsin 
partnership program and 4) how do perceptions of the social 
workers’ roles compare between elderly, family caregivers, 
team members and social workers.  

Surveys, in-depth 
interviews and 
focus-groups 

Surveys completed by social 
workers: client deaths (n = 120). In-
depth interviews: older people (n = 
14) and informal caregivers (n = 10). 
Five discipline-specific focus-groups: 
registered nurses (n = 2), nurse 
practitioners (n = 1), social workers 
(n = 2). 

Qual. design: 16 
Quan. design: 3 
 

Review (n = 1) 
First author, 
year 

 Research question(s) Review type No. of studies included in our 
review b  

Quality score a 

(range: 0 – 11) 
Ladha, 2013  To describe 1) frailty among the elderly, 2) how frail patients 

might benefit from palliative care and 3) several community-
based programs that can improve the quality of life for home-
bound frail elders.  

Narrative review 2 2 

a Quality score: concerning qualitative research using the guidelines for methodological quality assessment of the Dutch Cochrane Centre (range: 0 – 30), concerning quantitative research using the 
COREQ checklist (range: 0 – 16), studies using both quantitative and qualitative research were evaluated using both scales, and review was classified using AMSTAR tool (range: 0 – 11). 
b Studies included in the review that met our inclusion criteria: Holley et al., 2009 and Deitrick et al., 2011.  
 



Table 2. Articles reporting about specialist palliative care in primary care for older people. 
Qualitative study design (n = 3) 
 Research 

question 1 
 Research question 2  Research question 3 Research question 4 

First 
author, 
year 

Referral criteria 
for older people 
to specialist 
palliative care 
services 

Who is involved in 
specialist palliative 
care services  

Through which activities is 
specialist palliative care 
provided 
 
 

Frequency of 
specialist 
palliative care 
provision 
 

Outcomes of specialist 
palliative care  
 
Level a 

How could the provision 
of specialist palliative 
care be improved 
 

Deitrick, 
2011 

- Patients with a 
serious, 
progressive 
complex illness, 
identified as 
Advanced 
Complex Illness. 

- Optimising 
Advanced Complex 
Illness Support 
program provided by 
physicians and nurse 
practitioners. 
- Operated from an 
academic community 
hospital in 
Pennsylvania. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

- The nurse practitioner 
gathered all health care 
providers involved in the 
patient's care together into a 
team. 
- The nurse practitioner 
provided medical knowledge 
and specialist training in 
palliative care to primary care 
and specialist physicians.  
- Home visits were conducted 
by the nurse practitioner who 
provided an initial 
comprehensive patient 
assessment and ongoing care 
management and 
coordination, medical 
management, psychosocial 
support, education about the 
prognosis and treatment 
options, and supported 
patient-empowerment and 
conversations about goals of 
care and helped to ensure a 
smooth transition to hospice 
care.  

- Initial house call 
visits, duration 1 – 2 
hours.  
- Follow-up house 
call visits, duration 
45 minutes, every 3 
weeks to 3 months. 
- Intervening phone 
calls in case of 
emerging health 
issues and 
exacerbations. 
 
 
 
 
 
 
 
 
 
 
 

Outcomes according to 
experiences/views of 
respondents 
 
Healthcare professionals 
level 
- Increased viability, 
productivity and shared 
learning with referring 
physicians through 
collaboratively caring for 
this population.  
 
Patient and/or their family 
carers level 
- Better and more effective 
patient care.  
- Better symptom control. 
- Avoiding hospitalisations. 
- Increased medical 
knowledge and palliative 
care skills of patients and 
relatives 
- Better adherence to 
treatment protocols. 
- Increased calmness and 
reduced anxiety of patients 
and relatives. 
- Increased quality of life of 
the patient. 

- Authors stated that the 
full utilisation of nurse 
practitioners in the 
provision of specialised 
palliative care services 
could increase the access 
and quality of specialist 
palliative care at a lower 
cost than a comparable 
physician service.  

Geiger, 
2016 

- Community-
dwelling elderly 
patients with 
moderate to 

No description No description 
 

- Specialist 
palliative care 
teams provided a 

Outcomes according to 
experiences/views of 
respondents 
 

- General practitioners 
stated a need for improved 
information flow from the 
specialist palliative care 



severe frailty 
(stage 6/7 
according to the 
CSHA-Clinical 
Frailty Scale) and 
being frail 
according to 
SHARE FI, age ≥ 
70 years.  

qualified 24/7 call 
service. 

Healthcare professionals 
level 
-  Reduced personal 
workload and 
psychological stress of 
general practitioners. 
 
Patient and/or their family 
carers level 
- Improved quality of 
patient care. 

services in the joint care of 
patients. 
 

Lee, 2013 
 

- Patients with 
advanced cancer, 
age ≥ 65 years. 

- Hospice home care 
organisation was 
affiliated with a 
hospital in Northern 
Taiwan. 

- Hospice home care staff 
meetings. 
- Home visits were conducted 
by the nurse who provided 
symptom alleviation and 
holistic supportive care 
(physical, emotional, and 
spiritual aspects). 

- Weekly hospice 
home care staff 
meeting. 
- Home visits twice 
weekly for 6 
months.  
 

Outcomes according to 
experiences/views of 
respondents 
 
Patient and/or their family 
carers level 
- Increased self-confidence 
of family carers in caring 
for the patient at home. 

- Family carers stated a 
need for emotional support 
and advanced information 
throughout the entire 
caring process.   

Quantitative study design (n = 3) 
 Research 

question 1 
 Research question 2  Research question 3 Research question 4 

First 
author, 
year 

Referral criteria 
for older people 
to specialist 
palliative care 
services  

Who is involved in 
specialist palliative 
care services 

Through which activities is 
specialist palliative care 
provided 
 
 

Frequency of 
specialist 
palliative care 
provision 
 

Outcomes of specialist 
palliative care  
 
Level a 

How could the provision 
of specialist palliative 
care be improved 
 

Chen, 
2015 

- Homebound, 
high risk and frail 
individuals with 
life-limiting 
illnesses. 
Eligibility: Elder 
Risk Assessment 
score cut-off >16, 
four-year mortality 
prognostic index 
>14, and 
homebound (as 
defined by Centres 
for Medicare and 

- Palliative Care 
Homebound Program 
provided by 
registered nurses, 
nurse practitioners, 
geriatricians, and 
palliative care 
consultants. Social 
services, 
pharmacists, and 
case management 
services also readily 
available.  
- In terms of staffing, 
one full time nurse 

- Interdisciplinary team 
meetings. 
- Registered nurses were 
assigned to service hospital 
enrolment, phone triage, 
follow-up calls, scheduling, 
and liaison with community-
based organisations. 
- Home visits were conducted 
by the nurse practitioner who 
provided consistent advance 
care planning and goals of 
care discussion. Additionally, 
chronic disease management, 
home safety assessments, 

- Weekly one-hour 
interdisciplinary 
team meeting.  
- Twice annually on 
average home visits 
by the medical 
doctor.  
- Acute visits within 
one business day of 
an acute symptom 
report. 

Outcomes of chart review 
 
Patient and/or their family 
carers level 
- Intervention group had 
decreased hospital 
admission rate and 
average total hospital days 
compared to control group. 
- Intervention group had 
increased number of 
scanned advance care 
directive documentation 
and goals of care 

Not stated 



Medicaid 
services). 
- Referrals made 
by primary care 
physicians or 
hospital discharge 
patients who fit the 
criteria. 

practitioner covered a 
panel of 20-35 
patients at a time. 
One registered nurse 
for two nurse 
practitioner panels. 
- Operated from the 
Mayo Clinic in 
Rochester, a 
combined internal 
medicine and family 
medicine practice.  

community resource referrals, 
education on self-
management of illness, 
contingency planning 
strategies, and emergency 
contacts if the symptoms are 
not under control. 

discussions compared to 
control group. 
- Intervention group had a 
steeper decline in overall 
survival within the first five 
months compared to the 
control group. 

Martoni, 
2018 

- Homebound 
patients with 
advanced 
(metastatic or 
locally advanced) 
cancer aged ≥ 18 
years. 
- Patients may 
request their 
general 
practitioner to 
activate the 
Comprehensive 
Home Care 
Program instead 
of community 
home care 
services. 

- Program provided 
by doctors and 
nurses (experts in 
palliative care), and 
psychologists.  
- Program integrated 
into the palliative 
care network of the 
local public 
healthcare system.  

- Home visits were conducted 
by doctors and nurses who 
provided psychological 
support, social and health 
services (e.g. rehabilitation, 
enteral/parenteral nutritional 
support, pharmaceutical 
coverage, and health facility 
provision).  

- Multidisciplinary 
team of doctors 
provided 24-hour 
home care 
assistance.   

Outcomes of chart review 
 
Patient and/or their family 
carers level 
- Greater proportion of 
people aged 85 years and 
older died at home 
compared to the other age 
groups (18 – 64 years and 
65 – 84 years).  
 

Not stated 

Radwany, 
2014 

- New enrollees in 
Ohio’s community-
based long-term 
care Medicaid 
waver program, 
age ≥ 65 years, 
who passed a 
mental status 
screening and had 
one of the 
following: 
congestive heart 
failure and being 

- Promoting Effective 
Advance Care for 
Elders program 
provided by hospice 
and palliative 
medicine specialist, 
geriatrician, care 
manager, palliative 
care nurse specialist, 
social worker, 
spiritual advisor, and 
a pharmacist. 
Extended team 

- Interdisciplinary team 
meetings to review the 
findings of the care manager’s 
assessment and development 
of care plans. 
- Care manager collaborated 
with a health system-based 
geriatrics/palliative care 
interdisciplinary team and the 
client’s primary care physician.   
- Initial home visit was 
conducted by the care 
manager who provided first a 

- Interdisciplinary 
team meeting after 
the second home 
visit of the care 
manager.  
- First three home 
visits by care 
manager. 
- Follow-up 
meetings by 
telephone, at least 
monthly, for 12 
months. 

Outcomes of randomised 
pilot study 
 
Patient and/or their family 
carers level 
- No significant differences 
between the intervention 
group and the control 
group for the primary 
outcomes (symptom 
management, quality of 
life, mood, decision 

- Authors stated that the 
model could be improved 
by hiring a single trained 
palliative care specialist 
care manager who could 
more easily assure that 
comprehensive 
assessments, consumer 
goal setting, and advance 
care planning all take 
place.  
- Authors stated that the 
model could be improved if 



actively treated; 
chronic obstructive 
pulmonary disease 
and on home 
oxygen; diabetes 
with renal disease, 
neuropathy, visual 
problems, or 
coronary artery 
disease; end-
stage liver disease 
or cirrhosis; 
cancer except skin 
cancer; renal 
disease and 
actively receiving 
dialysis; 
amyotrophic 
lateral sclerosis 
with history of 
aspiration; 
Parkinson’s 
disease stages 3 
and 4; or 
pulmonary 
hypertension. 

members, consulted 
when needed, 
included physical and 
occupational 
therapists, dietitian, 
geriatric advanced 
practice nurse, and a 
psychologist.  
 

geriatric / palliative care 
biopsychosocial needs 
assessment, second visit 
concentrated on consumer 
goal setting, during the third 
visit, the care plans were 
discussed and follow-up 
meetings intended to 
implement the care plan, 
based on: teaching disease 
and symptom management, 
identifying symptom 
management needs, 
developing an emergency 
response plan, addressing 
functional needs, teaching 
caregivers about 
disease/symptom 
management, assisting with 
access to community 
resources, referring to a 
counsellor as needed for 
psychological support, 
assessing/assisting with 
spiritual needs, addressing 
unmet medical needs, 
reviewing medications, 
facilitating client/primary care 
physician/family 
communication, and 
completing legal documents. 

- 24-hour availability 
of the care manager 
or a hospital-based 
team member. 
 

making/care planning and 
spirituality). 
- Intervention group had 
fewer hospital visits and 
nursing facility placements 
compared to the control 
group.  
  

care managers are trained 
through a formal training 
model such as the 
Respecting Choices 
certification course. 
- Authors stated that 
outcomes should reflect 
the Triple Aim (i.e. 
measure the medication 
appropriateness, health 
care utilization, patient 
activation, activities of 
daily living, and 
instrumental activities of 
daily living, hospice 
enrolment/place of death, 
consumer satisfaction, 
completion of the modified 
POLST, spirituality, 
anxiety, depression, and 
quality of life). 
 

Mixed-method study design (n = 3)  
 Research 

question 1 
 Research question 2  Research question 3 Research question 4 

First 
author, 
year 

Referral criteria 
for older people 
to specialist 
palliative care 
services 

Who is involved in 
specialist palliative 
care services 

Through which activities is 
specialist palliative care 
provided 
 
 

Frequency of 
specialist 
palliative care 
provision 
 

Outcomes of specialist 
palliative care   
 
Level a 

How could the provision 
of specialist palliative 
care be improved 
 

Bone, 
2016 

- Frail older 
people, age ≥ 75 
years, with non-
malignant 

- Short-term 
integrated palliative 
and supportive care 
(SIPS) model.  

- Integrated professional 
working between specialist 
and generalist for advice and 
support, including single 

- Short-term service 
of 1 – 3 visits. 
 

Hypothesised outcomes 
 
Patient and/or their family 
carers level 

- Authors stated a need for 
a skilled key worker. Could 
be the one with the 
greatest care involvement 



conditions living at 
home or in a care 
home. 
- Referral to 
specialist palliative 
care by the 
primary care 
physician if there 
is complex 
symptom 
presentation.  
 

 phone contact point for 
specialist palliative care. 
- Patient and carer holistic 
assessment (i.e. symptom 
management, encompassing 
physical and psychosocial 
distress, facilitate end-of-life 
discussions). 
- Skilled key worker to be the 
point of contact for patients 
and carers to coordinate 
services and care.   

- SIPS model potentially 
improves symptom 
management (including 
psychosocial such as 
anxiety). 
- SIPS model potentially 
improves carer wellbeing 
and management or carer 
burden. 
- SIPS model potentially 
reduces hospital admission 
rate. 

or could vary depending 
on patients’ need and 
corresponding service 
involvement.  

Holley, 
2009 

- Patients, age ≥ 
65 years, enrolled 
in Medicare Part 
B, existing 
University of 
Chicago affiliation, 
homebound (as 
defined by 
Medicare), and 
have a limited life-
expectancy 
defined by the 
patient's primary 
care provider as 
"not being 
surprised if the 
patient died in the 
next year". 

- Palliative Access 
Through Care at 
Home (PATCH) 
program provided by 
geriatricians, 
advanced practice 
nurse, social worker. 
- PATCH developed 
through the 
University of 
Chicago’s Section of 
Geriatrics and 
Palliative Medicine.  

- Advanced practice nurse 
coordinated communication 
with pharmacies, home health 
agencies, and other 
professionals.  
- Advanced practice nurse 
coordinated referrals, 
scheduling, and 
communication with patients 
and family carers 
- Home visits included: 
symptom management, 
education regarding 
medication use, coordination 
of care, home assessment, 
discussions of prognosis and 
about cardiopulmonary 
resuscitation, documentation 
of patient and family wishes 
regarding rehospitalisation, 
explanation of hospice and 
referral when appropriate, 
counselling of family about 
disease management, and 
determination of caregiver 
burden. 

- Frequency of visits 
based on patients’ 
needs, from weekly 
to every 3 months.  
 - Advanced 
practice nurse 
available by phone 
daily to triage and 
manage emergent 
patient issues.  
- Social worker 
available for home 
visits as well as by 
phone and in clinic. 
- 24-hour answering 
service with direct 
access to an on-call 
geriatrician.  
 

Outcomes of chart review 
 
Patient and/or their family 
carers level 
- Greater proportion of 
intervention group died at 
home or in an inpatient 
hospice setting compared 
to control group. 
 
Outcomes according to 
experiences/views of 
respondents 
 
Patient and/or their family 
carers level 
- Increased feelings of 
reassurance experienced 
by patients and family 
carers.  
- Better transition between 
acute, hospital-based care 
and home-based, end-of-
life care.   

Not stated 

Kramer, 
2013 

- Older people with 
advanced chronic 
diseases who 
were frail (i.e. 
eligible for nursing 

- Care Wisconsin 
Partnership Program 
consists of: 
nurse practitioner, a 
master's level social 

- Interdisciplinary team 
meeting to review the care 
plans of older people. 
- Social workers redirected the 
team to focus on the person’s 

- Weekly 
interdisciplinary 
team meetings.  
- Frequency of visits 
based on patient’s 

Outcomes according to 
experiences/views of 
respondents 
 

- Authors stated a need for 
additional training for 
social workers in the 
factors influencing the 
perception of pain, ethical 



home level of 
care) and poor 
(i.e. Medicaid 
recipients). 
 
 

worker, and two 
registered nurses 
(experts in palliative 
care). This team 
worked with the 
patient’s physician.  
- This is a program of 
the Elder Care of 
Dane County, a not-
for-profit 
organisation, a 
community-based 
service that 
integrates primary 
and acute care 
services with long-
term care services.  
 
  
 

wishes, taught communication 
skills, provided emotional 
support and back-up relief, 
and facilitated acceptation of 
non-action.  
- Interdisciplinary team worked 
with the patient to create a 
comprehensive, personalised, 
biopsychosocial service plan. 
- At least one of the team 
members accompanied the 
patient to medical 
appointments.  
- Nurses monitored health, 
identified home care needs, 
and provided health and 
prevention education. 
- Social workers addressed 
emotional, social, and mental 
health needs, provided 
resources and supportive 
counselling to the patient and 
family carers, and coordinated 
mental health, financial, 
housing and community 
services.    

functioning and 
needs.  
 

Patient and/or their family 
carers level 
- Increased feelings of 
being cared for by patients 
and family carers.  

consideration, and how to 
assess and intervene 
appropriately employing a 
wide variety of 
nonpharmacological 
interventions and serving 
as advocates for medical 
intervention.  

Review (n = 1) 
 Research 

question 1 
 Research question 2  Research question 3 Research question 4 

First 
author, 
year 

Referral criteria 
for older people 
to specialist 
palliative care 
services 

Who is involved in 
specialist palliative 
care services 

Through which activities is 
specialist palliative care 
provided 
 
 

Frequency of 
specialist 
palliative care 
provision 
 

Outcomes of specialist 
palliative care 
 
Level a 

How could the provision 
of specialist palliative 
care be improved 
 

Ladha, 
2014 

- Patients 
diagnosed with 
frailty syndrome. 

- Interdisciplinary 
team consisted of 
physicians trained in 
palliative medicine.   
 

- Assistance of palliative care 
providers to primary care 
physicians in discussions 
about treatments and patient’s 
goals and priorities.  
- Interdisciplinary team 
provided symptom 
management and shared 

No description Outcomes according to a 
narrative review 
 
Patient and/or their family 
carers level 
- Increased quality of life. 
- Best care provided for the 
frail elders.  

- Authors stated that 
discussions regarding 
goals tend not to be one-
time event and shared 
decision-making needs to 
evolve as the patient’s 
clinical status and 
psychosocial situation 
changes. 



decision-making with patients 
and family carers. 

- Authors stated that 
providing specialist 
palliative care will not 
necessarily require the 
invention of new programs 
or new resources. 
Communities often have 
comprehensive home-care 
programs for frail elderly 
people that include 
components 
of palliative care. 

a Outcomes assigned to the level of healthcare professionals and the level of patients and/or their family caregivers.  

 


