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Background

Further exploration of the current situation 

Strategies for change 

Understanding the current situation

Work in progress… 

Key reflections and learning 

Highparks Medical Practice received three formal written complaints in 2023-2024 relating to 
palliative and end of life care. Common themes of poor communication between clinical 
teams, lack of continuity of care and limited accessibility to care were highlighted. This project 
explored these themes in more detail to identify areas for change, which are sustainable for 
the GP practice. 

Patient receiving palliative and end of life care and their families need tailored clinical support, 
handled with sensitivity and compassion. Embarking on this project has been difficult because of 
this but I am hopeful that the changes will have a positive impact that matters. It has been 
challenging to engage stakeholders in my project due to other clinical priorities and part time 
working, which resulted in delays in reaching different stakeholders to discuss proposal for 
change and improvement. Highparks Medical Practice is however a practice with low changeover 
of staff and therefore time to test the PDSA cycle. 

Providing high quality of palliative and end of life care is an important part of general practice. 
It is a highly sensitive and challenging time for patients and their families, which can be 
severely impacted by lack of staff, resources, and variable training and education in the 
specialty.  

To establish perception of quality of palliative care provision, feedback from those who 
provided the care and those who received the care were obtained. Feedback was received 
from 10 clinical staff members including GPs, nurses, and paramedic. Feedback was received 
from 12 patients/carers out of 35 patients who were invited. 

It was important that feedback from patients and families were collected in a sensitive 
manner. Patients on the palliative care register were contacted individually by phone to obtain 
consent for feedback forms to be sent. This ensured that the patients were not confronted 
with unexpected, unwanted communication from the practice and provided an opportunity for 
verbal feedback where they were not prepared to offer formal written feedback. 

“Better 
communication 
as I am not sure 
what is available 
to me”

“Doctors who know the patient 
and read notes before 
communicating with patient and 
family. It is a tough time for 
patients and family carers and 
frustrating when it appears the 
doctor is not aware of facts and 
history.”

“Your teams 
could work 
together rather 
than 
independently” 

Feedback from clinicians and patients & families provided a valuable insight into how quality of 
palliative care provision could be improved. The findings were presented at the monthly 
palliative care meeting and decision for palliative care to be prioritized was made. To engage 
clinicians who were not at the meeting, emails were sent requesting feedback. Their feedback 
were collated and discussed at the following palliative care meeting. Further recommendations 
were made by clinicians present at the meeting and a strategy for change was agreed for 
implementation. 

1. Having allocated GP and paramedic team to patients on the palliative care register will likely 
lead to most impactful change for continuity of care as this will allow for better identification of 
clinical change and deterioration in patients and improved satisfaction of care. GP/paramedic 
teams have been created for patient allocation. Two GPs have been included in each team for 
full 5-day coverage. 

2. A document will be created, collating contacts and resources for  patients and families to be 
used as a reference guide. This will include sections on how to access healthcare services in and 
out of hours, what to do when your loved one dies, and charities/local services who could offer 
additional help. 
3. An educational programme has been created to cover important clinical topics at each 
monthly palliative care meeting. This teaching will be delivered by GPs. It will also be an 
opportunity for trainees to take part in training. A PCN wide PLT with focus on palliative care has 
been set in February 2025. 

After 6 months of the above changes being implemented, feedback will be collected from 
clinicians & patients/families. I hope to see a 25% improvement in perception of quality of 
palliative care provision by clinicians and patients/families.  


