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Reactions of general practitioners, district
nurses and specialist providers to the
development of a community palliative care
service

Christine Ingleton School of Nursing and Midwifery, University of Sheffield, Sheffield, UK

Hospice care is evolving from the traditional in-patient bedded unit into a system of
support which is community focused. The cornerstone of this ‘community model’ of
palliative care rests on successful collaboration with the primary health care team
(PHCT). However, there is evidence that establishing a community service is not
straightforward, and acceptance in principle is not always translated into practice.
This article presents the findings of an evaluation of one such community palliative
care service from the perspective of local general practitioners (GPs) and district
nurses (DNs). A combination of interview and survey data is presented. A positive
picture emerges. The findings suggest that the task of promoting and integrating the
service in the community has been successful. The service was seen by members of
the PHCT as helping to provide a choice of care settings and helping patients to
remain at home. It was not perceived as having caused extra work or complicated
lines of communication. However, it is an area which will require constant attention
as other factors come into play.

Key words: community palliative care; evaluation; multidisciplinary research; needs
assessment; primary care; specialist palliative care

Introduction question of the type of care required by the variety
of patients who may be served by this expansion
The hospice movement began in the 1960s aso& services in a variety of care settings. Hospice
radical alternative to traditional cancer care. In itsare is evolving from the traditional in-patient bed-
development as a specialty, palliative care cuded unit into a system of support which includes
rently faces challenges on two fronts as resourcesme hospice beds but which now crosses the div-
move away from high-technology beds towardgle between primary care and tertiary care by
keeping people at home for as long as possiblallowing people to stay at home for as long as
and as palliative care providers are urged to extepadssible. The trend towards a more diverse service
their services to care for those with nonmalignamgrovision acknowledges that palliative care in not
terminal iliness. The question of the most effectivdependent on a building or even on beds (as
means of providing appropriate care to anew community-based services demonstrate), but
expanding population is a subject of current debatdepends on a patient-centred, holistic, caring
However, perhaps of greater importance is thepproach towards those who are terminally ill
(Kurti, 1993). This focus on community care has
a number of dimensions. It can be seen as part of
Address for correspondence: Dr Christine Ingleton, Lecturd Necessary diversification of hospice care into a
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more appropriately with a client-centred andtrong emphasis on the provision of community
needs-led approach to provision, since it allows faervices, calling for effective communication
flexible delivery of holistic care which may be tail-between different disciplines within the primary
ored to individual circumstances. The approadhealth care team, across the primary/secondary
lends itself in turn to a breakdown of the traditionainterface and between health-care professionals
emphasis on terminal care, in favour of continuousnd patients. This locates the PHCT centrally in
care throughout the progression of the diseagsbe provision of services and makes it pivotal to
Finally, and significantly in the context of spiral-the shaping and planning of local health services
ling costs of health care, community projects incun the future.
a relatively low cost, with the emphasis on service Thus asking community nurses and GPs what
development in the short term rather than fundraighey think about specialist palliative care services
ing for expensive buildings (Clark and Nealeis important for three reasons. First, an important
1994). criterion for assessing the effect of any new palli-
This paper presents the findings of an evaluatiative care service is the extent to which it is suc-
of one such community-based palliative care secessful in gaining the support of the existing
vice from the perspective of local GPs, DNs an®HCT. Secondly, it is an important way of dis-
specialist providers. The paper forms part of a pra@overing service gaps and problems. Thirdly, it is
spective longitudinal case study of the servicinportant to know why members of the PHCT are
which began in its pre-operational stage (Clarlsatisfied or dissatisfied with services.
1993) and which continued in a multidisciplinary
evaluation of the service commissioned after th8tudy setting
service became fully operational (Ingleton, 1997). The study is located in Newark, a market town
in the East Midlands of England. The town,
Background together with its surrounding catchment area has a
Most research on the views of other health-caopulation of approximately 104 000 people. A
professionals with regard to specialist palliativeange of services is provided by the PHCTs, which
care has focused on the primary health care teantlude 35 GPs and 27 DNs. Specialist palliative
(PHCT). Over the past 30 years there have beercare is provided by a Macmillan nurse who is
number of studies asking PHCTs to assess théiased in Newark and an in-patient hospice which
propensity to care for terminally ill patientsis located about 20 miles away and which became
(Wilkes, 1965; Haines and Booroff, 1986; Wakeeoperational in 1991. Marie Curie palliative nursing
field et al,, 1993; Dworkindet al., 1994; Robbins services, chiefly in the form of night-sitting, are
et al, 1994). In most cases, the results have beaiso available.
positive, reporting high levels of satisfaction with In 1991, Newark and District Hospice Aid
specialist services (Robbins, 1998). However, @&nown locally as Beaumond House), which is a
number of problems have been identified. Conpalliative care facility, started its information ser-
munication difficulties have been highlighted bwice. By the end of 1995 it was fully operational
many studies (Copperman, 1988; Boyd, 1993vith three respite beds, day-care, community-care
Robbins et al., 1996), together with confusionand bereavement-care services, educational pro-
about the respective roles of the specialist and novision and a welfare rights service. In developing
specialist services (Seamark and Thorne, 199Bie service, high priority has been given to forging
Robbinset al, 1996). A need for more educationinks with members of the PHCT and other pro-
and training, especially in relation to symptonfessionals within the locality. Prior to setting up
control, communications and caring for patientthe service a survey of need was undertaken, can-
with nonmalignant terminal conditions, is a convassing the opinion of members of the PHCT. The
tinuing theme (Boyd, 1993, 1995; Seamark anaverall message of the study was plain. A great
Thorne, 1993; Robbins, 1998). deal of unmet need was discernible within the local
Recent legislation, including thEhe New NHS: community served by the statutory services and the
Modern, DependabléDepartment of Health, 1997) planned new service (Clark and Neale, 1994), and
andA Policy Framework for Commissioning Can-there was clearly scope for promotion of Newark
cer ServicedDepartment of Health, 1995) placesand District Hospice Aid’s activities. Importantly,
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there was substantial agreement about the natlimdings

of this need, and the newly-formed service based

at Beaumond House was perceived as being inTae findings elicited by the questionnaire survey

strong position to meet some of it. are presented alongside the qualitative data
This paper focuses on the extent to which thebtained from interviews and observation.

service has been successful in responding to unmet

needs that were identified 5 years earlier. Integrating into the service
The importance of good working relationships
Aims and methods with the PHCTs has been recognized by the Beau-

] , mond House staff, and steps have been taken to
The aims of this aspect of the study were twofoldjevelop these relationships. Members of the Beau-
The first aim was to assess the changes in knowhond House staff reflected on the ‘early days’

edge about and support for a newly developed afghen suspicions about the proposed service were
community-based palliative care service from thgyident:

viewpoint of local GPs and DNs. Secondly, we )
intended to evaluate how successful GPs and DNs You know it wasn't easy to go out there.
felt the service had been in integrating with exist- Sometimes it was like going into a lion’s den.
ing services and meeting perceived local needs. It didn't exactly make you feel good. It

The evaluation was conducted by a multidisci- would have been easy to retreat into your
plinary team and was guided by the methodolog- shell ... I think they thought we were tres-
ical principles of formative, qualitative evaluation Passing. | mean you think | don’t need this.
(Ingletonet al., 1997, 1998). The study was there- Then | remembered we kept going because
fore conducted along participatory lines whereby We believed in it (Beaumond House).
the overall aims and methodology reflected the |t \was hard, harder for some than others. . . .
interests and concerns of the service providers as| |ost heart a few times, | think we all did.
well as the evaluation team. This model of evalu- yyyx kept us going. It worked in the end.
ation utilizes both quantitative and qualitative They have accepted us | think . .. you will
approaches to data collection and draws upon ape aple to tell us if | am right or not.
variety of sources. For this aspect of the evaluation
the main method of soliciting the views of mem- The above excerpts illustrate some of the diffi-
bers of the PHCT was a questionnaire survegulties that new services face in gaining credibility
which was sent to all GPs and DNs in the servicend legitimacy in the eyes of established services.
catchment area. The questionnaire, which collectédthough the establishment of the service at Beau-
both quantitative and qualitative data, was a modinond House was not intended to supersede exist-
fied version of that used in other studies but it als®g provision, it did by definition suggest some
incorporated questions designed to replicate thog@dequacies within it.
asked in the earlier survey (see Appendix 1). In A belief in the philosophy underpinning the
total, 27 GPs (75%) and 14 DNs (56%) respondddlanned service galvanized members of the team
following the distribution of a reminder letter.into action at a time when rewards were sparse and
Semi-structured interviews using aide-nienoire difficult to define. It was felt that the community
were also conducted with members of staff ogare manager, through her enthusiasm, played an
Beaumond House and with local palliative carémportant part in rekindling a flagging team spirit
specialist providers, in order to elicit their perspecand was instrumental in uniting the group in a
tive on the development of the service. In additiorfommon sense of purpose.
the main researcher (C.l.) spent 2 days per week
at Beaumond over a 6-month period. This provideReferral to the service and understanding of
the opportunity to analyse documents such dle aims of the service
minutes of meetings, teaching programmes and jobThe survey results showed that all 27 GPs and
descriptions. It also provided this researcher withO out of 14 DNs had referred patients to the ser-
the opportunity to talk informally with staff and tovice. Those DNs who had not referred a patient
take lunch and tea breaks with them. indicated that this was because of their junior
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position rather than being due to any desire not #lesser extent, DNs (see Figure 2), perceptions of
refer. In total, 26 out of 27 GPs and 13 of 14 DNshe service were based on a conception of hospice
felt that the aims of the service were relevant toare as a house-based terminal care facility rather
local need and that they were being achieved. Nban as a&ommunity-baseservice, thus supporting
difficulties had been experienced by either GPs éine notion that community effort still tends to be
DNs in referring patients to Beaumond Housanobilized around the tangible goal of a care setting
Both GPs and DNs had a comprehensive undemther than the provision of a service, which may
standing of the referral criteria although, surprishe relatively invisible (Clark and Neale, 1994).
ingly for a service which had been conceived as Examples of this perception of the service as
community focused, more emphasis was placed pnoviding ‘house-basedterminal care include the
respite services than on community care. A numbkck of knowledge of services directly and
of positive comments were offered: indirectly related to carers, such as the home-
e - sitting service, which is especially valuable to car-
gokedfgfgrl;{;el:’ ?IIDVKIaKlSOhSI)prI and willing to ers who need a break from their caring responsi-
' ' bilities, yet GPs were unaware of the service. This
They are very helpful and try very hard to may reflect GPs prioritizing the patient's needs
provide needed input of care. (DN No. 4) over those of the carer, and may be due to a tend-
ency to view informal carers as mere extensions of
he patient rather than as clients in their own right
Seale, 1991), with the result that the needs of car-
s become submerged and thus largely ignored.

Only two GPs had experienced difficulties, bot
of which concerned the initial lack of weeken
cover, and they acknowledged that this proble

had now been resolved.
. . . . The GPs and DNs were asked what they thought
A total of 11 GPs cited a diagnosis and termm%ere the aims of Beaumond House Theymajorchty
care as the main criterion for admission to Bea f GPs cited care and support for.terminally ill
tmhgnsdexi%:s\?vegetzg Fr'g\%ee cllgm-lr;]hueni?n-%lgge daeIT (l)gatients and their carers as being the main aim
P Y (n=23). It is noteworthy that only three GPs saw

¥'ﬁ§ aSTJd ng:t??huesibbr%ﬁ?orrq“tuglt Ce?/r:npc\(/)r:/elzsr:ocnd the aim of Beaumond House as being the provision
PP T community help. The original intention of Beau-

munity care is the prime objective, as in the casg,,q House was to provide a community-based
described here, there are factors which constrain rvice. However. over the course of the service's

execution, the most potent of these being attitUde&%-velopment this seems to have been translated

values and demands that exist in the local conly", ore house-based approach to care pro-
munity (which include professional as well as Ia)(l-

perceptions). Despite policy developments a’;%smn, which appears to be reflected in the GPs

h> rceptions of the aims of Beaumond House. Only
publicity efforts by Beaumond House GPs and, {f,"pNs cited care for terminally ill patients as

Diagnosis of cancer/terminalillness| =~~~ = Respite care

Debilitating illness [

Relief for carers |

For terminal care and resplte_:m Cancer/terminally ill patients
Respite for patients with chronic diseases | ]

Long-term stressful illness | |
Counselling/relief for relatives
For financial help

Patients with chronic illness

For terminal care

For day care |

Request for patient advice on terminal care For counselling ||
02 4 6 81012 01 2 345 6 7 8

Figure 1 Criteria for admission as defined by GPs (n = Figure2 Criteria for admission as defined by district
27). nurses (n = 14).
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being the aim of Beaumond House. The most confiere they have a clearer picture of what the services
mon theme was that of support for carens=(7), provide and how good they are.

followed by holistic palliative caren(= 6), both of Relationships with the local Macmillan nursing
which are important aims of the service. The aimservice have been given careful attention at Beau-
as stated by the DNs may reflect their more socialljond House. Discussing the establishment and
orientated approach to patient care: funding of Macmillan nurses, Taylor (1983) points

It is providing a valuable flexible service out that:
which was much needed in the community.

The service depends for its effectiveness on
(GP No. 25)

the willingness of other professionals to

| think Beaumond House has achieved what
it set out to do, deliver a good quality service
for a vulnerable group. They have our full

accept the advice and expertise which it prof-
fers. ... The setting up of specialist services
is not always welcomed, initially at least, by

doctors and nurses, who may not wish to
share responsibility for the care of their

patients and may be sensitive to the inter-
Satisfaction with service provision ference of outsiders on their ‘patch’.

The GPs and DNs were then asked to rate the (Taylor 1983:29)
services provided by Beaumond House (see Figure
3), and 26 of the 27 GPs and all 14 DNs completed The locality’s Macmillan nurse was based at
this section. Beaumond House and was a member of a four-
The most highly rated service was that providegerson team employed by the Trust. She was a
by the Macmillan nurse, followed by the day-caréighly visible member of the team, and her special-
and respite services. It is possible that these west knowledge combined with her diplomatic
rated higher than the other services because thayproach made for an effective working relation-
were more familiar to the respondents, and thership both within the ‘house’ and in the community.

support. (DN No. 4)

General practitioners District nurses
(n=27) (n=14)

Day care

Day care] -
Respite care

Equipment loan
Patient information
Welfare rights f— p—
0 5 10 15 20 25 30
Good/very good s Poor/very poor
. Don’t know/no reply

Respite care
Home-sitting
Bereavement care
Complementary therapies
Relative’s support
Macmillan nurse F=
Symptom control
Equipment loan [

Patient information
Welfare rights

0 2 4 6 8 10 12 14

Good/very good i Poor/very poor
Don’t know/no reply

Figure 3 Quality of services provided by Beaumond House.
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Furthermore, she appeared to act as a ‘structurayy events, attendance at all staff meetings and
facilitator’ between the local in-patient care unishared teaching sessions were tangible demon-
and Beaumond House. Her close proximity meastrations of the extent to which the Macmillan
that staff (and patients) at Beaumond House gainedrse appeared to be accepted and indeed wel-
increased access to her skills and expertise. Hesmed as a member of the team.

presence at both the in-patient unit and BeaumondFeatured as a ‘member of the Beaumond House
House was undoubtedly an influential mediatingeam’ in publicity material, this total integration of
factor, and was perceived by some as a bridge ththe Macmillan service into the team did, however,
could span the ‘different models’ of care in a coneause potential difficulties, as a member of staff
text where relationships on each side have be&om the in-patient hospice explained:

shrouded by a degree of mutual suspicion. As | am pleased with the way X [Macmillan

she explained: nurse] is integrated into the team there, it is
| like to think it [the arrangement] works well a great success, but on the brochure it looks
for both sides. Sometimes | feel a bit like like she is employed by them [Beaumond
piggy in the middle, but it is not a great prob- House], no acknowledgment is given to the
lem. | think | have the best of both worlds. fact she works for this Trust.

The two places are different, each with their

different problems. | feel | can see things It may be viewed as paradoxical that, whereas

from both sides and | think for that reason | " the past the practice of involving the Macmillan
can say ‘eh look at it from the other side’. service in new community ventures was‘crumal,
there now exists a concern that they may ‘become
From the outset, then, this arrangement has workexb integrated’ and lose their identity.
well from the perspective of both staff at Beau- The GPs and DNs were asked to consider a ser-
mond House and the Macmillan nurse herself. Boibs of attitude statements, the results of which indi-
sides have succeeded in working effectivelgated a high level of satisfaction with the services
together while maintaining their respective evolvprovided by Beaumond House. All but one GP and
ing roles. None of the problems experienced byne DN felt that Beaumond House Aid was
similar organizations elsewhere, such as concerimsportant to the provision of palliative care in their
over duplication of work, and ‘encroachment’area. The services were also regarded as having a
were detectable (see, for example, Neale, 199psitive effect on local care, without inconvenienc-
Concerted efforts were made both by managersiat) the GPs or DNs by causing more work or com-
Beaumond House and by the Macmillan nurse fglicating lines of communication (see Figure 4).
work closely together in order to avoid duplication
and provide an integrated service for patients arieducation and training
carers. The different skills and managerial styles In the 1991 survey, GPs and DN had requested
were described as complementary by a number ioformation/education in pain relief, symptom con-
staff. The community care manager explained: trol and counselling skills. By 1996, a large pro-
I think X [Macmillan nurse] has very differ- pc]zrtlon t.Of GfPs anéj DNs h%d l_r|ece|vedt ﬁ?uﬁt'on/
ent skills both in terms of her expertise in informa |or(11 rlt()_? hegur?onb ouse S?j - N or-h
palliative care issues and in her approach to mation and skills had also been passed on to the
GPs and DNs, but not formally and not to the same

{ﬁ#gess | hévzhgﬂ:zr Zigz':i'gﬁ céofr?n?orgi dai?d extent. The training received at the time of the
ferent background ... not so much experi- study Is summarized in Table 1.

It appears that the DNs had greater access to
; ; the information provided by Beaumond House. In
grlwé(r’;h:lttrelr?g%spmblem’ we play to each some cases, twipe as many DNs as GPs had
' received information or education in the subject
The explanation for the success of this arrangerea.
ment appears to lie in a willingness of both sides Ongoing informal feedback was given to GPs,
to share expertise in a milieu of openness and trusind the monthly meetings which are held between
Carrying out joint assessments, attending fundraiBNs and staff at Beaumond House had served to
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District nurses (n = 14)

Service has filled a gap in care provision F

Service has helped to provide a choice of h
care settings ]

Service has helped patients to remain atk
home

Service has caused extra work

Service has complicated lines of |
communications

Service has the expertise to cope with ]
final-phase care | ]

0 2 4 6 8 10 12 14

O Strongly agree/agree @ Strongly disagree/disagree B Don't know/no replyl

General practitioners (n = 27)

Service has filled a gap in care provision I

Service has helped to provide a choice of
care settings ]

Service has helped patients to remain at V
home

Service has caused extra work

Service has complicated lines of
communications

Service has the expertise to cope with
final-phase care J

0 5 10 15 20 25 30

O Strongly agree/agreel@ Strongly disagree/disagree B Don't know/no replyl

Figure 4 Attitude to services provided by Beaumond House.

foster good working relationships. GPs and DNs Beaumond House provides a service which
were regular visitors to Beaumond House, not only is invaluable to our service. (DN No. 7)

in their ‘official’ capacity at pre-arranged times in
order to visit patients, but also as colleagues who
needed no invitation to ‘drop in’.

I am highly impressed with the services that
Beaumond House provides for patients, car-

. e ers and relatives and it is of great value to
The only (constructive) criticism related to the ;
need to have regular updates on what equipmentthe DN service. (DN No. 2)
and residential care were available. We are very pleased to have the help and
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Table 1 Training received by Beaumond House at the time of the study

Skill area GPs District nurses
(n=27) (n=14)

Symptom control 12 (44%) 9 (64%)

Pain relief 10 (37%) 10 (71%)

Counselling skills 6 (22%) 6 (43%)

Communication skills 5 (19%) 5 (36%)

Bereavement counselling 7 (26%) 7 (50%)

support of Beaumond House. They are an seems to have been achieved to a large extent by
excellent team and provide an essential ser- willingness to share ideas and expertise, coupled
vice. In fact we would have difficulty manag- with sustained effort by Beaumond House staff ‘to
ing without them. (DN No. 1) go out’ and promote a community service among
An excellent service which should be & 9roup of nonspecialist providers who had
expanded. (GP No. 2) expressed initial scepticism about the planned ser-
) i vice. Importantly, the role of the primary health
Very happy so far, kind supportive staff, care team was taken into account in order to avoid
thank you. (GP No. 6) duplication of effort and to establish clear lines of
What did we do without it? Excellent service ~accountability for the welfare of the patient.
with pleasant professional attitude, support-  However, it is worth looking critically at some
ing the PHCT, provides enhanced palliative Of the possible underlying reasons for such a posi-
care in the community. (GP No. 3) tive response. Four points are salient here. First, as
death has become more institutionalized over the
st 40 years, nonspecialist providers may not have
e same degree of experience of dealing with ter-
minally ill patients and their carers that they once
had (Doyle, 1980). It is estimated that GPs care
for less than six terminally ill patients a year, and
doctors can lose skills and confidence in dealing
ith people who are dying (Haines and Booroff,
¥

These quotes appear to be typical of the way
which the GPs and DNs viewed the Beaumo
House staff and services.

Discussion

The need for a local specialist palliative care set-
vice was recognized in 1991 and, as a responseo0): Thus they may not be the best placed group

Beaumond House, in collaboration with comOf Professionals to make judgements about the
gppropriateness or quality of a service for this

this need. particular client group. _ _

However, new community services can face the 1h€ second inter-related point reinforces the
potential problem of finding a ‘market niche'fIr'st. Pragmatically, GPs and DNs may be relieved
(Clark and Nea'e' 1994) Wh|Ch Complements an@f the burden Of I’eSpOI’ISIblllty Of care fOI’ Very |”
augments rather than supplants existing provisiopatients by referral to another agency. Generally,
There is evidence that establishing a communifjlost members of primary health care teams have
service is less than straightforward and acceptan@ad little specialist training, and may have yet to
and support in principle are not always translate@grasp the hospice ideals of open communication,
into practice (Carstens, 1986; Neale 1993). Potetiformed choice and intensive emotional support
tial hostility to the idea of specialist provision forfor both patient and carer (Addington-Hagt al,
palliative care may stem from a wish to retain cont991; Seale, 1992). The challenging nature of car-
trol of patients in their care. This did not appeaing for a terminally ill patient and their family, in
to be the case in this study. Here GPs and DNsrms of providing both physical care but perhaps
present a positive picture of the service, and thimore notably psychosocial care, in a context of
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‘open awareness’ where a terminal prognosis maplicy context has changed, and this may hold
be known, may have prompted a more positivlirther challenges for the commissioning of palli-
response among the nonspecialist providers to théve care services. The 1997 White Paper has sig-
service provided by Beaumond House. naled major changes in GPs’ roles in com-
Thirdly, under present funding arrangementsiissioning. In general, palliative care is ranked as
GPs receive services for terminally ill patient® high priority, and such services are therefore
without cost. In short, there could be an elemetikely to be early candidates for commissioning
of ‘it is the best we can get and free’. (Barclayet al., 1999). Within the new strategy for
Fourthly, separating the effects of inadequate @ommissioning services, various forms of GP pur-
insufficient mainstream provision from the satisehasing are to be replaced by primary care groups
faction felt with specialist services because thefPCGs), in which both GPs and DNs are to be
fill a gap’, rather than because of their particulamvolved in commissioning services. This could
contribution to patient care, is problematic. It is foprove to be less than straightforward. For example,
this reason that it is important to knowhy GPs in a study by Barclayet al. (1999) which sought
and community-based staff were satisfied with th® ascertain the views of GPs and DNs concerning
specialist services. their priorities for the future planning of local palli-
That said, the empirical data support the viewtive care services, it was revealed that views of
that Beaumond House was seen by GPs and DBsrvice adequacy and priorities for future develop-
as having helped to provide a choice of care sement differed significantly between the two pro-
tings, it was viewed as helping patients to remaifessional groups. Resolution of these differences
at home, and it has not been perceived to havell need to be achieved within these PCGs in
caused them extra work or to have complicatetthe future.
lines of communication.
On the basis of the evidence presented above,
the task of promoting and integrating the servicAcknowledgements
in the community has been successful. However,
it is an area which will require constant nurturing | would like to thank Professor David Clark,
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could be argued that there is now a greater choie@d Fiona White, who assisted with data collection.
of care available to the patients and their carers @he study was commissioned and funded by North
virtually no extra cost to GPs. The annual cost tNottinghamshire Health Authority. The paliiative
the NHS is low. Just over 13% of the local healtlzare service has given its permission to be named
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Reactions to development of a community palliative care serv&te
Appendix 1 Beaumond House Evaluation

1 Are you aware of the services provided by Beaumond House?

Yes[] No [
2 Have you referred any of your patients to Beaumond House during the last year?
Yes[] No []

2a If no, please would you give a reason:

3 Do you feel you have enough information to know which patients it would be appropriate to refer
to the service?

Yes[] No []
3a What is your understanding of the criteria for referring patients to the service?

4 How would you rate the following services provided by Beaumond House?

Very Good Poor Very Don't
good poor  know

Day care

Respite care
Home-sitting
Bereavement care
Complementary therapies
Relatives’ support
Macmillan nurse
Symptom control
Equipment loan
Patient information
Welfare rights

OoOooooooood
Oo0OOooooogod
Oo0OOooooogod
OoOooooooood
OoOooooooood

5 What do you understand to be the aims of Beaumond House?

6 Do you consider the aims to be relevant to local needs?

Yes [ No [
7 Do you feel Beaumond House is achieving its aims?
Yes[] No []
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7a For what reasons do you feel Beaumond House is/is not achieving its aims?
8 How important is the contribution of Beaumond House to the provision of palliative care in

your area?
Very Important Don't Not very Unimportant
important know important
O O 0 O 0

Thinking about specific aspects of the service provided by Beaumond House, please tick the box
which most closely matches your response

9 The service has filled an important gap in care provision.

Strongly Agree Don't Disagree Strongly
agree know disagree
O O 0 O 0
10 The service has helped to provide a choice of care settings.
Strongly Agree Don't Disagree Strongly
agree know disagree
O O 0 O 0
11 The service has helped patients to remain at home when they wanted to.
Strongly Agree Don't Disagree Strongly
agree know disagree
O O O O O
12 The service has caused extra work for GPs/District Nurses.
Strongly Agree Don't Disagree Strongly
agree know disagree
O O O O O
13 The service has complicated lines of communication.
Strongly Agree Don't Disagree Strongly
agree know disagree
O O O O O
14 Beaumond House has the expertise to cope with patients in the final phase of their iliness.
Strongly Agree Don't Disagree Strongly
agree know disagree
O O O O O
15 Has Beaumond provided you with if not, would you like
House: information/education provision to be made?
on any of the
following?
Symptom control O 0
Pain relief [ [
Counselling skills ] [
Communication skills O 0
Bereavement counselling ] [
Other (please state) O [
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Please add any comments you would like to make about the service.
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