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Executive summary 

• There has been a significant shift towards more people dying at home since March 2020, 

accelerating a pre-existing trend. This is changing where specialist level palliative care 

(SLPC) needs to be provided, and the balance of inpatient, community and home care 

services. Better information is needed on the costs of SLPC to appropriately develop local 

services to meet local needs. 

• SLPC is a holistic service delivered to patients with life-limiting illnesses by multi-

professional teams who have had specialist training and where their core business is 

palliative care. Specialist teams deliver care direct to patients, but also support generalist 

teams (in primary and secondary care) through advice and assessment. There are, 

however, many definitions and models of SLPC that exist both within the literature and in 

practice. 

• There is also wide variation in how SLPC is delivered across the country. Local areas 

offering a SLPC service have developed their models drawing on the national service 

specifications as well as local staffing and service context. Updated guidance on 

commissioning SLPC provides an opportunity for commissioners to examine what local 

models already exist and (if appropriate) how they might be built on or be adapted to meet 

current local needs. 

• There is a wide body of existing work which has examined the costs of providing palliative 

and end of life care and noted the challenges of doing this effectively. Our review aimed to 

build on this existing work by looking specifically at the costs of providing SLPC in the 

community (because of the shifts noted above). Although this briefing focuses on cost, it is 

important to recognise that there are other benefits of SLPC services such as supporting 

people and their families to have a positive end of life care experience. 

• Our review found that there is limited evidence in the UK, and evidence from international 

reviews has a number of caveats. We only found one study that examined the cost of 

children’s palliative care services.  

• Most evidence looks only at direct costs on health services (which we also used as the scope 

for our review), but in reality, distinguishing NHS costs from other costs is complex. Public 

Health England have noted that the implications of moving care into the community 

hospital care may be offset by an increase in other costs and that ideally costs from a 

societal perspective should be considered in any economic analysis. 

• Where costs were measured, SLPC services were associated with lower costs relative to 

usual care, but much of the analysis was uncertain or inconclusive. 
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• Despite this, a number of features were identified in the literature as being important 

enablers to the successful implementation of SLPC interventions. This included: 

collaborative working and good relationships, workforce training and development and 

continuity of care. The Covid-19 pandemic has also led to changes in how palliative care 

services are provided. Further evaluation is needed to understand these changes, and their 

impact on care quality and cost.   

• Focussing on local need and outcomes, rather than prescribing a specific model of SLPC 

may be valuable. But, there is an urgent need for improved data collection and analytic 

capability to better understand demand for services, how they are provided and their cost.   

• It is also important to consider wider costing and currencies policy alongside this work. 

This includes moving towards a ‘blended approach’ where activity costs should be better 

reflected and calculated across the relevant providers in the local system. The developing 

role of Integrated Care Systems (ICSs) could also provide an opportunity to do this more 

effectively.  
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About this briefing 

There has been a significant shift towards more people dying at home since March 2020, 

accelerating a pre-existing trend. This is changing where palliative care needs to be provided, 

and the balance of inpatient, community and home care services. Better information is 

needed on the costs of palliative care to appropriately develop local services to meet local 

needs. 

Service specifications for specialist level palliative care (SLPC) for adults and children and 

young people (CYP) are being updated in 2022. These describe what a service should/could 

look like, but not how much it might cost.  

The purpose of this project is to inform commissioners’ decision making surrounding SLPC 

by summarising the available evidence on the cost of SLPC services delivered in the 

community. This review complements a vast evidence base on the benefits of SLPC, such as 

improved quality of life for patients and improved carer satisfaction, but does not examine 

outcomes beyond costs.  

Introduction  

One-third more people have been dying at home since the Covid-19 pandemic began, 

highlighting the importance of providing people with high quality care at the end of life and 

the growing demand for services (Chalk and others, 2021).  This has accelerated a long-term 

trend towards more people dying at home, as a result of demographic change and shifts 

towards more deaths occurring at older ages (Bone and others, 2018). In the UK, but also 

across the world, palliative care services had to improvise and rely on a quick fix or making 

do (Dunleavy and others, 2021). Yet as the demand for palliative care increases, more and 

better information is needed on the costs, effectiveness and efficiency of different types of 

palliative care models, including on SLPC.  

This review has found, like others before it (see for example, Public Health England, 2017), 

that there is a dearth of high-quality economic evidence on SLPC. We recognise that 

healthcare decision makers need to maximise ‘value for money’ when commissioning 

palliative care services, yet data which underpin these decisions are lacking (Gardiner and 

others, 2018). We hope that by mapping the evidence on SLPC and highlighting specific gaps 

and developing practical next steps, this moves us closer to gathering new evidence. We agree 

with Luta and others (2021) that ‘new evidence will be crucial to developing new models of 
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care that have the potential to improve the experience of patients and their relatives, as well 

as potentially reduce healthcare costs’. 

What is specialist level palliative care (SLPC)? 

As described in the National Service Specification for Specialist Level Palliative Care, SLPC is 

required by people with progressive life-limiting illness, with or without comorbidities, where 

the focus of care is on quality of life and who have unresolved complex needs that cannot be 

met by their current care team. These needs might be physical, psychological, social and/or 

spiritual, and may also fluctuate in intensity– requiring different levels of health and social 

care at different points in their illness sometimes episodically, sometimes for prolonged 

periods. Many of their needs may be able to be met by a generalist NHS team, such as the GP 

and community nursing service in primary care. They may also require expert assessment, 

advice, care and support from professionals who specialise in palliative care (NHS England 

and Improvement, forthcoming). 

For the purposes of this review we have focused on SLPC provided in community settings, an 

area of particular interest because of the increase in the numbers of deaths occurring in the 

community. We describe the team composition, and the types of activities they might be 

involved with, in the table below to bring to life some of the interventions that are described 

in the summaries of evidence later. However, we recognise that in reality services may look 

different, and there is wide variation in how models of SLPC are defined and delivered 

locally. Local areas offering a SLPC service have developed their models drawing on the 

national service specifications as well as local staffing and existing generalist or intermediate 

palliative care service context, whereby the breadth of coverage of the SLPC service 

‘contracts’ or ‘expands’ based on what local generalist/intermediate palliative care services 

can or can’t address. Updated guidance on commissioning SLPC provides an opportunity for 

commissioners to examine what local models already exist and (if appropriate) how they 

might be built on or be adapted to meet current local needs. 

Given this variation there is no single evidence base which can support commissioning of the 

wide spectrum of home-based or hospice-based services. 

Who delivers SLPC services? What type of services and activities are provided? 

Multi-professional teams who 
have had specialist training 
and where their core business 
is palliative care. At a 
minimum, teams would 
include a specialist 
consultant, specialist nurse 

▪ Detailed, specialised and holistic assessments of need 
across physical, psychological, social and spiritual domains 

▪ Direct clinical care to patients and those important to them 
(often in partnership with colleagues in primary, secondary 
and social care) 

▪ Case management/case leadership  
▪ Dedicated night-care teams 
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(such as Clinical Nurse 
Specialist (CNS) in palliative 
care or nurse consultant in 
palliative care) with formal 
access to a pool of allied 
health professionals.  

▪ Intermittent hospice at home 
▪ Outpatient appointments in hospices 
▪ Support to colleagues in general or core teams on clinical, 

ethical care (via telephone or in person advice models) 
during core and out-of-hours 

▪ Multidisciplinary community meetings – including disease-
specific meetings 

▪ Facilitate education and training across topics according to 
local need on symptom control, advance care planning, 
communication skills  

 

What costs are examined in the review? 

The intended scope of this review was NHS funded care whether provided in NHS 

organisations or in the voluntary, community and social enterprise (VCSE) sector. In practice 

studies may have included costs of services funded by the VCSE, as they are difficult to 

distinguish. We aimed to exclude any costs borne directly by individuals receiving SLPC 

services, their families and informal carers, or services funded by charities. It also does not 

include any costs that occur after the death of the person who received care, such as 

throughout bereavement, which would have required a much wider lens. In some ways this 

scope was directed by the available evidence often using a narrow lens to examine costs, but 

we recognise the importance of taking a wider view and emphasise this in the implications 

section.  

Identifying the evidence 

We systematically identified evidence across four phases of searches. We searched for (1) 

systematic reviews in the Cochrane database, as well as within three ‘overviews’ or 

metareviews covering studies carried out in high-income countries (Bainbridge and others, 

2016; Brereton and others 2017; Luta and others, 2021); (2) single studies carried out in the 

UK; (3) grey literature on the websites of relevant SLPC stakeholders; and (4) case studies 

through interviews with key informants. More information on our approach is available in 

Appendix A.  

Results 

We included 21 reviews covering international evidence published between 2002 and 2021, 

and eight UK-based studies published from 2010 onwards. A summary of all the papers 

examined can be found in Appendix B. 
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All evidence was limited by poor descriptions of interventions and ‘usual’, ‘standard’ or 

‘conventional’ care. The reviews were additionally challenged by reviewers grouping results 

by setting (for example home or hospice), which meant that there was significant variation in 

models delivered in the same setting, especially across international settings where cost 

implications for services and individuals can vary.  

With these caveats in mind, the evidence points to some interesting trends that speak to the 

SLPC model described in the National Specifications, but do need to be interpreted with 

caution.  

There are multiple ways of defining SLPC and different 

interventions were identified in the literature 

There is variation in how SLPC interventions and models are defined and analysed in the 

literature. Below are some examples but it’s important to note that at times it was difficult to 

conclude whether the intervention met the definition for SLPC as outlined in the service 

specification. More detail on the models and their features can be found in Appendix B.   

• A Hospice at Home service comprising visits from GPs, district nurses, specialist nurses, 

hospice nurses, Marie Curie/ Macmillan, social services/ formal carers and other services 

such as occupational therapy and physiotherapy (Spiro and others, 2020) 

• A short-term integrated palliative and supportive care intervention (‘SIPScare’), comprising 

specialist community palliative care integrated with district and community nursing and 

general practice for older people with chronic noncancer conditions and frailty (Evans and 

others, 2021)  

• The Midhurst Specialist Palliative Care Service, a consultant-led multidisciplinary service 

for patients with cancer (Noble and others, 2015)  

• A dementia specific service which included palliative care delivered by a consultant in old-

age psychiatry, several specialist nurses and a dementia social worker (Sonola and others, 

2013) 

• The ‘Compassion intervention’ aimed at supporting people with advanced dementia 

towards the end of life in nursing homes: two components were integrated, 

interdisciplinary assessment and care and; education and support for paid and family 

carers led by an ‘Interdisciplinary Care Leader’ (Moore and others, 2017)  

• A collaborative palliative care service for people with chronic heart failure (Pattenden and 

others, 2012) 

There were also other models identified in the review which either did not meet the criteria 

for inclusion (for example, because they were delivered in hospital) or did not include cost 

data but may be interesting to look at.  
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Where costs were measured, studies used a number of approaches 

to do this, but acknowledged the limitations   

There is a wide body of existing work which has examined the costs of providing palliative 

and end of life care and noted the challenges of doing this effectively (see for example, 

Georghiou and Bardsley, 2014; Petersdorff, 2021; Public Health England, 2017; Smith and 

others, 2014). These issues were also reflected in the studies we examined:    

• Noble and others (2015) conducted an Activity Based Costing Analysis of the services used 

in the last 12 months of life by those using the intervention (the Midhurst Specialist 

Palliative Care Service), those using local hospices and those not known to have used either. 

However, retrospectively measuring resource use may be inaccurate and/or underestimate 

true costs. One study used a diary method to try to address this by recording services used 

contemporaneously (see Evans and others, 2021).  

• Other studies calculated the costs of the intervention based on an estimate of the numbers 

of hospital inpatient admissions avoided. Sonola and others (2013) for example used a tool 

developed by the Department of Health (England) to calculate the cost of the average length 

of stay for a person with dementia following an emergency admission. But, they note being 

unable to conduct a full cost-effectiveness analysis due to limited analytical support.  

• One study examined the costs of a pilot intervention by measuring the costs associated with 

secondary care usage for those with a primary diagnosis of heart failure (Pattenden and 

others, 2012). But, the authors noted that it was difficult to determine causality between the 

intervention and costs. They were also unable to identify outpatient, community and 

primary care costs.  

• Studies also noted the importance of other costs such as equipment, travel time (for 

healthcare professionals supporting people in the community), and informal care. But, 

these are difficult to measure and were therefore not always captured within the analysis. 

For example, Evans and others (2021) noted that with regards to health care costs, the 

intervention was cost-effective but sensitivity analysis adding informal care indicated 

uncertainty around cost-effectiveness.  

• Economic analysis of children’s palliative care services is particularly difficult given the 

complexity of children’s palliative care services, and challenges defining life-limiting 

conditions and their trajectory. But, a study of children’s palliative care in Wales from 2013 

found that costs of hospices and continuing care represent about 83% of total cost of 

children's palliative care (Noyes, 2013). Palliative care services in this study included 

specialist palliative care services (care delivered by specialist providers such as specialist in-

patient facilities); core palliative care services (care delivered by people whose primary care 

focus is palliative care such as community nursing teams) and universal palliative care 

services (care delivered by generalist health and social care providers such as GPs and social 

workers) (Noyes, 2013).  

• Yi and others (2020) calculated aggregate care costs by grouping palliative care services. 

This included: services from a dedicated palliative care unit (for example within specific 

units in hospitals or inpatient hospices), specialist palliative care teams and dedicated or 

specialist nurses.  
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In spite of these caveats, SLPC interventions have been associated 

with lower costs relative to usual care  

• A small number of international reviews suggest that SLPC, when delivered in various 

models that could be described as ‘home hospice care’ or ‘community palliative care teams’, 

can reduce resource use and costs relative to usual care (i.e. routine community and general 

hospital/oncology services) (Bainbridge and others 2016; Candy and others, 2011; Datla 

and others, 2019; Finlay and others, 2002; Higginson and others, 2002, 2003, 2010).  

• Reviewers have attributed cost savings to a range of factors, such as a reduction in general 

health care use and emergency care use (Candy and others, 2011), differences in hospital 

costs (Zimmerman and others, 2008), hospital visits (Datla and others, 2019); inpatient 

stays (Garcia-Perez and others, 2008), length of stay (Higginson and others, 2003), as well 

as transfer of costs from hospital to home (Higginson and others, 2002). Furthermore, 

Smith and others (2014) examined palliative care in hospitals, homes and hospices, and 

found that palliative care was consistently less costly than usual care, in part due to shorter 

lengths of stay and differences in hospital readmission rates compared to patients receiving 

‘usual care’. It was not clear whether the cost savings were attributable to SLPC, however we 

highlight this evidence as the authors made clear caveats that they did not consider out of 

pocket expenses or informal care costs – an important consideration for future research. 

• In the UK, an evaluation of the Midhurst Specialist Palliative Care Service found that total 

costs in last year of life were substantially lower when a referral was made to the service 

either before or after the first inpatient stay (Noble and others, 2015).  

• A case study of the Macmillan Specialist Palliative Care Social Worker role suggested that 

the role could lead to cost-savings by enabling other healthcare professionals (such as 

Clinical Nurse Specialists) to deliver core clinical functions (Macmillan, no date). 

• Despite supportive evidence above, there were examples of no or weak cost evidence for 

SLPC compared to generalist care (Gaertner and others, 2017).  

 

Studies identify important features of SLPC interventions  

• While some authors, such as Brereton and others (2017), suggest that the heterogeneous 

nature and the poor quality of reporting about the components of the models make it 

difficult to draw any conclusions about which models are most appropriate in different 

contexts or for different patient groups, others like Garcia Perez and others (2009) and 

Bainbridge and others (2016) have attempted to overcome challenges. 

o Garcia-Perez and others (2009) reviewed a range of specialised palliative care 

programmes (i.e. full palliative care team; telephone palliative care team; in patient 

and home hospices and specialist palliative care unit) and found that no specific 

model of specialised palliative care was more effective or cost effective than others 

with regard to symptom control, quality of life, emotional support and satisfaction.  

o Bainbridge and others (2016) found that most of the reviews they examined 

suggested that palliative care programmes had a positive influence, but that there 

was a need to better understand the individual effect of the different models of 

specialised end of life care in the community. They then focused in on nine team-

based palliative care models that had been found to be cost saving (N.B. the models 

may not have been strictly SLPC, but had components) – and analysed which 

components might be correlated with the cost savings identified. These included 
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the service: (1) being on call around the clock, (2) around-the-clock with home 

visits available, (3) patients having a customised care plan driven by individual 

needs, and (4) having linkage with hospital.  

• Researchers tend to agree there is value in staff working in multi-professional teams and to 

have had training in palliative care to improve patient outcomes (Finlay, 2002), however 

Francke’s (2000) review found low evidence that teams reduce or increase care 

consumption and costs and a study by Huan and others (2017) found no differences in cost 

evidence when comparing SLPC teams as part of integrated care versus generic palliative 

coordinated care for people with advanced cancer.  

• A number of reviews recommended that instead of offering SLPC to everyone, it be made 

available to only patients with ongoing needs identified through screening (c.f. Gaertner 

and others, 2000). It was suggested that such routine screening (for example, for symptom 

burden) could reduce emergency admissions (as well as increase patient quality of life) 

(Basch and others. 2016).  

• Individual circumstances and complexity are relevant to cost with increased service use 

associated with proximity to end of life. An evaluation of a Hospice at Home service found 

that those who died had a higher average daily cost of care compared to those who did not 

due to an increasing number of visits from GPs and district nurses (Spiro and others, 

2020).   

• A community-based short-term integrated palliative care model for older people with 

chronic non-cancer conditions was found to be cost effective and appropriate (Evans and 

others, 2021) but they found that ensuring continuity of care was considered key to 

sustaining the benefit.  

• Pattenden and others (2012) explored the impact of an intervention for patients with 

chronic heart failure and noted the importance of collaboration in enabling people to die in 

the place of their choice. They also noted the need to ensure access to palliative and end of 

life care for people with conditions with an uncertain or unpredictable trajectory.   

• An evaluation of the Midhurst model noted that the important features for replicating the 

service included breadth of services offered at home, role flexibility and early referral; 

effective local clinical management with minimal intervention from management (Noble 

and others, 2015). 

 

Given differences in service configuration and local demographics, 

taking account of population need is important   

Studies noted the relevance of population characteristics and demographics within their 

analysis, noting that findings may not be generalisable as a result.  

• Pattenden and others (2012) analysed a pilot intervention with patients with chronic heart 

failure across two trust sites. One served a mostly urban population with significant 

deprivation and residents from ethnic minorities. The other served city and rural residents 

with a large number of elderly patients. There were also significant differences in the heart 

failure service configuration between the two areas. 

• Evans and others (2021) noted that they recruited participants from four GP practices 

serving predominantly white populations so findings may not be generalisable.  
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• Moore and others (2017) examined the role of an Interdisciplinary Care Leader in 

supporting patients with advanced dementia at the end of life in nursing homes. They noted 

that successful implementation would be dependent on a number of factors within the local 

context including local system funding priorities and the relationships between the 

multidisciplinary care providers across specialist and generalist services. 

• Yi and others (2020) looked at the cost of providing end of life care across four countries, in 

four major cities. This suggested that poverty, increased age and poor home care were 

drivers of high costs.    

Strengths and limitations of the review 

One of the strengths of this review is that it is the first known study exclusively examining 

SLPC in the community. However, there is also a limitation to focusing on SLPC, because the 

review team had to make interpretations about which interventions were being delivered at 

the specialist level based on sometimes vague descriptions of the interventions. This may 

have led to inappropriate exclusions, but possibly unsuitable inclusions where authors had 

used ‘specialist’ terminology inappropriately (and the review team had incomplete 

information to refute the label).  

The scope of this project was to examine the direct costs to the NHS during the life of the 

patient. Most included studies used narrow costings perspectives that would have excluded 

the costs to the people receiving care, such as transport, non-NHS providers often covered 

through charity fundraising or grants. The costs to informal carers (including young carers) 

were also overlooked in most studies, which if the analyses had encompassed all societal 

costs including informal caring costs, it is likely that the cost differences between types of 

care would have been narrower. There are also known costs to the NHS and society post 

bereavement for family and carers, which were not captured in most studies. 

Implications for commissioning 

1 NHS commissioning structures are being consolidated into larger footprints as Integrated 

Care Systems in 2022. ICS-wide working provides an opportunity for commissioning 

more holistic provision and funding of SLPC services across local providers. This may be 

particularly helpful for children’s palliative care services, which require partnership-

working across health, social care and education. It may also provide opportunities to iron 

out any differences that might have existed in local CCGs’ SLPC budget per patient, where 

fluctuation has been noted (Lancaster and others, 2018). Garcia-Perez and others (2009) 

found no differences between a range of SLPC models, suggesting there may be value in 

commissioners focusing on outcomes rather than prescribing a specific model of SLPC. 
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2 To inform commissioning approaches, however, there is a need for better and more 

consistent data across local geographies (Lancaster and others, 2018). At a minimum this 

would include ICSs having data on the number of deaths and palliative care needs of their 

population in different settings, including understanding who is in the last year of life. On 

the provider side, it would also require the whole (local) system of providers, in particular 

community health providers and the VCSE, to improve capture of activity data via the 

Community Services Data Set and new community currencies, to improve understandings 

of the demand and cost of SLPC at a local level. Information requirements and flows need 

to be considered by commissioners when specifying services.  

3 Tools and guidance have been developed that can inform decision-making for 

commissioners:  

a)     To improve the availability and accessibility of information and intelligence around 

palliative and end of life care, profiles have been produced by the National End of Life 

Care Intelligence Network. To ensure that commissioning is needs-based, at a minimum 

this would include ICSs having data on the number of deaths and palliative care needs of 

their population in different settings.  

b)     To improve the transparency and accuracy of commissioners’ payments to providers, 

NHS England worked with providers and commissioners to calculate Community 

Currencies across a range of services. Community currencies attempt to define 

community activity on a pathway basis rather than as a single intervention. A currency is 

a way of grouping patients’ activities into units that are clinically similar and have broadly 

similar resource needs. It is effectively a unit of healthcare (Day and Mitchell, 2022). As 

part of NHS England’s work, Specialist Palliative Care Currencies were developed for 

adults and children. The use of currencies in SLPC commissioning can improve 

transparency around the work required to provide community-based SLPC (which was 

previously hidden in block contracts), as well as enable an analysis of the alignment 

between the costs of services and allocation of SLPC funding. Underpinning all currencies 

is a requirement for robust data from providers – more engagement between 

commissioners and providers on currencies is needed before they can become 

commonplace.  

4 Better data can enable the use of SLPC currencies, which capture volume of activity for 

patients with similar clinical needs. Improved data collection by providers over time, can 

enable a review of how costs of services and funding are aligned. The use of currencies 

will improve transparency around the work required to provide community-based SLPC 

(which was previously hidden in block contracts). Analytic capabilities will be needed to 
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https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fprotect-eu.mimecast.com%2Fs%2F2ycqCK6w6h88Lmc3g89b%3Fdomain%3Dgbr01.safelinks.protection.outlook.com&data=04%7C01%7Cstephanie.kumpunen%40nuffieldtrust.org.uk%7Cdd8439cd6c8641dc481c08d9ea3cec9c%7C3b831e3bee9b4e4194dc5d5c15ce9f27%7C0%7C0%7C637798369649684677%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=ttUNkURxRh1kNqvgOaWJaD8WC5S1RXr83h%2F7cgDbW6M%3D&reserved=0


 

Cost of specialist level palliative care: Evidence review 

12 

12 

support improve data collection and take the next step to understand costs and develop 

blended payments at the System level. Better quality data is also important to improve the 

identification of people who may need palliative care services, including people in the last 

year of life.  

5 Variation across local areas will inevitably exist – not only in the unit costs, who provides 

SLPC and how, but also in the funding arrangements at a local level. Costing can also be 

dependent on local workforce pressures and how the workforce is deployed across the 

system and who does what. This can have implications for resource use, as well as 

measuring costs of services themselves.   

6 As noted earlier, models of care and their cost are also influenced by the local workforce 

context including service configuration and the availability of staff. Given workforce 

pressures, and potential increase in people requiring palliative care services, it will be 

important for local commissioners to consider workforce requirements when developing 

services for the local population. Good relationships and staff training both within SLPC 

and between other services will also be important for services to be implemented 

effectively. 

7 Investment and recruitment in analytic staff at System and Place levels will no doubt be 

needed in many areas, as well as improved data collection across community services.   

8 There are also other studies which may be interesting to note but which fell outside of our 

inclusion criteria (see for example, Coyle and others, 1999). This a developing area, and 

this review complements other ongoing research on the cost of providing end-of life-care 

(see for example, Guo and others, 2018).  

Implications for researchers  

1 Seek out funding to carry out empirical studies gathering cost data on SLPC (ideally 

looking at a range of populations including non-cancer conditions, older people, and in 

particular children and young people, where there is very little evidence) (Association for 

Palliative Medicine of Great Britain and Ireland, 2012). This research should also include 

a focus on health inequalities to understand the experience of people from a diverse range 

of backgrounds, and how this may impact on the costs of delivering palliative care 

services.  
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2 While carrying out that empirical work, clearly describe the intervention possibly using 

frameworks such the TIDieR framework (Hoffman and others, 2014) or the models of 

care described by Firther and others (2019);  

3 When carrying out empirical work, carefully think through how to both minimise and 

manage missing data (which can compromise the quality of results and the ability for 

reviewers to conduct meta-analysis); and  

4 When reviewing the evidence base, grouping services by generalist versus specialist (with 

transparency) would help. 
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