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Introduction: Spending one’s last days and dying at home is a common wish of people with a life-limiting
illness. Home-based palliative care is essentially organised at the primary level to meet the needs of palliative
patients and their carers. The aim of this study was to identify the characteristics of home-based palliative
care, focusing on those who identify palliative patients, what their needs are and how this affects their length
of life and site of death.

Methods: This retrospective cohort study analysed routinely collected notes of patients enrolled in home-
based palliative care between 2015 and 2021. Palliative care was provided by a primary health care team in a
predominantly rural area.

Results: This study included 107 palliative patients, aged 71+11.4 years, 94% of whom had cancer. They were
enrolled in palliative care by their primary care team or by hospital staff. The enrolment by hospital staff (3%)
resulted in significantly shorter survival (p=0.008). Patients lived an average of 66 days, and 65% of patients
died at home. Home-based palliative care was found to respond to both basic and complex palliative medical
needs, but was weaker in addressing socio-economic, psychological or spiritual issues.

Conclusion: This exemplary primary-level palliative team provided home-based palliative care that has
improved over the years in terms of all the observed quality indicators: early enrolment, the proportion of
patients dying at home and the ability to address needs. Specialised mobile palliative teams, hospitals and
other palliative care settings complement home-based palliative care.

Uvod: Neozdravljivo bolni ljudje si pogosto Zelijo preZiveti zadnje obdobje svojega Zivljenja doma in doma tudi
umreti. Paliativno oskrbo na domu preteZzno pokriva osnovno zdravstvo, ki se odziva na potrebe paliativnih
bolnikov in njihovih oskrbovalcev. Namen raziskave je bil ugotoviti znacilnosti paliativne oskrbe na domu s
poudarkom na tem, kdo prepozna paliativne bolnike, kaksne so njihove potrebe in kako to vpliva na njihovo
dolZino Zivljenja in kraj smrti.

Metode: V retrospektivni kohortni studiji smo analizirali rutinsko zbrane zapise o oskrbi paliativnih pacientov,
vkljucenih v paliativno oskrbo na domu v letih 2015-2021. Paliativno oskrbo je zagotavljal tim osnovnega
zdravstva v pretezno ruralnem okolju.

Rezultati: V raziskavo je bilo vkljucenih 107 paliativnih bolnikov, starih 71 + 11,4 let, od katerih je imelo
94 % raka. V paliativno oskrbo jih je vkljucil primarni zdravstveni tim (tj. druZinski zdravnik, patronazna
medicinska sestra, deZurna/nujna sluzba) ali bolnisni¢no osebje. Pri bolnikih, ki jih je v paliativno oskrbo
vkljucilo bolnisnicno osebje, je bilo statisti¢cno znacilno krajse preZivetje (p = 0,008). Bolniki so v povprecju
Ziveli 66 dni in 65 % bolnikov je umrlo doma. Paliativna oskrba na domu zagotavlja oskrbo vecine osnovnih in
kompleksih zdravstvenih potreb paliativnih bolnikov, a je Sibkejsa pri obravnavi socio-ekonomskih, psiholoskih
ali duhovnih potreb.

Zakljucek: V opazovanih letih se je kakovost paliativne oskrbe na domu v tem primeru dobre prakse izboljsala
v vseh preucevanih kazalnikih: pri zgodnjem vkljuCevanju, deleZu pacientov, ki umirajo doma, ter odzivu na
potrebe paliativnih bolnikov in oskrbovalcev. Specializirani mobilni paliativni timi, bolnisni¢na in druge oblike
institucionalne paliativne oskrbe dopolnjujejo paliativno oskrbo na domu.

*Corresponding author: Tel. + 386 41 369 765; E-mail: vesna.homar@gmail.com

N | National Institute
of Public Health

© National Institute of Public Health, Slovenia. 48



10.2478/sjph-2023-0007

Zdr Varst. 2023;62(1):48-54

1 INTRODUCTION

Spending one’s last days and dying at home is a common
end-of-life preference of people enrolled in palliative care
(1, 2). To provide high-quality palliative care in a home
setting, the primary health care system must address
the basic needs of palliative patients and their carers to
an equal or greater extent than the hospice or hospital
setting. This includes early identification of palliative
patients, appropriate identification and management of
their complex needs, and multidisciplinary support for
both patients and their carers at all stages of the illness
and after death (3). These requirements are reflected in
international and national palliative care recommendations
and plans (3, 4)

Palliative care in Slovenia is provided at the primary,
secondary or tertiary health care level, depending on
the complexity of a patient’s needs (5). As the needs of
patients and their carers change over time, the level of
palliative care changes accordingly. Palliative care at home
is provided by an extended family medicine practice team:
family doctor, community nurse, and an out-of-hours and
emergency service (OOH/ES). In some Slovenian regions,
specialised mobile palliative teams have been established
to support primary care palliative teams and to address
complex and technically demanding palliative care issues
at home. Support services such as social services, hospice
volunteers and home care services are often involved in
palliative care (5, 6). Together with carers, they form
an informal palliative team (6, 7). When the need for
palliative care exceeds the capacity of primary care,
hospital-based palliative care services are required.

Early identification of palliative patients is a cornerstone
of advanced care planning (3). However, palliative patients
with non-cancer conditions, such as end-stage organ failure
(e.g. heart or lung disease) or frailty syndromes (e.g.
dementia), are usually identified very late in the course
of their illness (8). Many palliative care patients remain
unrecognised until they require medical intervention at
home due to acute deterioration, e.g. a home visit by an
outpatient service or an emergency service (9).

Some palliative care needs are easier to recognise at
home, where one has insight into the broader social
context of patients’ living conditions. On the other hand,
many needs cannot be met at home because of a lack
of diagnostic, therapeutic and care-giving opportunities.
This is reflected in patients’ preferences regarding the
preferred site of care and the preferred site of death.
For about three quarters of people enrolled in palliative
care, their own home is the preferred site of death, and
only one fifth of patients change their preference as their
illness progresses (2). Even patients admitted to hospital
continue to express the wish to die at home, but the
majority of patients experience an institutional death

(10). This argues for a focus on home-based palliative care
for patients with advanced illness, but urges policymakers
to secure hospice and other palliative care facilities for
those who think otherwise or who change their minds (2).
The aim of this study is to determine the characteristics
of home-based palliative care in Slovenia, focusing on who
identifies palliative patients, what their needs are and
how this affects their length of life and site of death.

2 METHODS
2.1 Population

This retrospective cohort study was conducted at Vrhnika
primary health care centre in Slovenia, which provides
health care to approximately 26,000 people in a suburban
and rural area. The study included data on all deceased
patients enrolled in palliative care between 2015 and
2021 who were living at home at the time of inclusion.
Palliative patients living in nursing homes at the time of
inclusion were excluded from the study. This yielded a
total of 107 patients included in the analysis.

Vrhnika primary health care centre began enrolling patients
to palliative care in 2017. Enrolment of an individual
patient to palliative care was done pragmatically, when
the patient needed medical assistance. Enrolment was
suggested by their family doctor, community nurse, OOH/
ES or hospital specialists. The family doctor made the
decision as to whether the patient would benefit from
palliative care. Palliative care always begun in agreement
with the patient and their carer. As the enrolment of
patients was not systematic, there was the potential for
missing certain patient groups, which is further discussed
in the section on limitations.

2.2 Data collection

A retrospective analysis of routinely collected notes on
palliative care from the Vrhnika palliative care registry
was conducted (Appendix 1). The forms were filled in by
family doctors, community nurses and the OOH/ES, and
were routinely collected to build a home-based palliative
care registry.

Two researchers (UP and VH) independently analysed
the palliative care notes of all patients. The notes were
analysed for a) demographic data, b) data on enrolment
and duration of palliative care, c) data on palliative needs
d) data on the site of death. Numerical data (demographic
data, date of enrolment, date of death, leading condition,
services involved in care) were first collected from notes
and then double-checked using the computer registry.

To determine palliative care needs, a raw text analysis
was conducted independently by both researchers. The
text was searched for different indicators of needs: a)
direct description of the need (e.g. nausea management),
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b) therapy for a specific need (e.g. analgesics for pain), c)
description of a medical procedure (e.g. wound care), d)
instructions for other team members (e.g. ‘Preferences
about preferred site of death need to be discussed
with the patient and carers’) or e) other meaningful
information (e.g. ‘The patient lives alone’). The needs
were categorised in the groups listed in Table 3.

The results of the needs analysis were compared. Any
discrepancy was discussed and a joint team decision on
the content was made.

2.3 Ethical considerations

In this study, routinely collected records of palliative care
of patients were analysed. The data was anonymised. We
did not attempt to obtain informed consent from relatives.
The Slovenian National Medical Ethics Committee granted
ethical approval for this study (approval no 0120-
550/2021/3).

2.4 Statistical analysis

The observed characteristics were analysed using
descriptive and comparative statistics, the t-test, and
the one-way ANOVA for data with normal distribution
and the chi-square test for discrete data. A Kaplan-Meyer
plot was used to present survival. Statistical analysis was
performed using Minitab® Statistical Software (version
20.3, Minitab LLC, 2021, United States).

3 RESULTS
3.1 Demographic data

The palliative care notes of 107 patients were analysed.

The cohort consisted of adults aged between 45 and 90
(mean 71+11.4 years), predominantly male (60 males,
57%), all of Caucasian origin (Table 1).

Table 1. Characteristics of palliative patients and palliative care.

Cancer was the most common medical condition for
palliative care enrolment (n=101, 94%), followed by
progressive neurological disease (dementia, amyotrophic
lateral sclerosis, Parkinson’s disease), heart failure and
chronic obstructive pulmonary disease (Table 1).

3.2 Identification of palliative patients and enrolment
in palliative care

Admission of patients to palliative care was suggested by
family doctors, community nurses, OOH/ES or hospital
teams. In the first year, the identification of palliative
patients was most often done by OOH/ES. In subsequent
years, more palliative patients were identified by their
GPs and community nurses (Figure 1).

Patient’s site of death and enrolment by year
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Figure 1. Cumulative patient enrolment and their site of death
by year (bars) and enrolment by different primary
care services (lines).

N (%) Survival (days) mean+SD p Died at home N (%) p
Gender Male 61 (57%) 65+119 0.882 33 0.484
Female 46 (43%) 68+109 28
Age (years) 45-54 11 (10%) 45463 0.771 4 0.296
55-64 18 (17%) 55+124 11
65-74 32 (30%) 76+142 16
75-84 31 (29%) 59+85 20
85-90 14 (13%) 91+130 10
Leading condition Cancer 101 (94%) 63111 0.467 57 0.623
Non-cancer 6 (6%) 117+164 4
Enrolment by Family doctor 48 (45%) 76110 0.009 1 0.267
OOH/ES 36 (34%) 53+113 32
Community nurse 20 (19%) 72137 17
Hospital team 3 (3%) 2111 1

OOH - out-of-hours care; ES - emergency service; SD - survival days
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Table 2. Enrolled patients in years and their site of death.

Table 3. Categories of palliative needs.

Year No of patients Died at home Did not die

enrolled at home
2015 3 0 (0%) 3 (100%)
2016 17 9 (53%) 8 (47%)
2017 12 8 (67%) 4 (33%)
2018 13 9 (69%) 4 (31%)
2019 23 14 (61%) 9 (39%)
2020 16 12 (75%) 4 (25%)
2021 23 18 (78%) 5 (22%)

3.3 Survival and site of death

The average survival time from enrolment to death was 66
days, with the shortest survival time being 0 days and the
longest being 636 days (Figure 2).

Category

Pain

Dyspnoea, heavy breathing, cough
Loss of appetite, dysphagia, cachexia
Nausea, vomiting

Constipation, ileus, diarrhoea
Confusion, hallucinations, delirium, restlessness
Anxiety, depression

Dying

Medical procedures

Psychological support to patients
Psychological support to carers
Socio-economic status

Spiritual support
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Figure 2. Survival of palliative patients in time.

Palliative patients died at home in 65% of cases (N=70),
in hospital in 30% of cases (N=32), in a hospice in 3% of
cases (N=3) and in a nursing home in 2% of cases (N=2).
The proportion of patients who died at home increased
over the years from 0% to 78% in 2021 (Figure 1, Table
2). Survival was significantly shorter in patients who were
enrolled in palliative care by a hospital team compared
to those enrolled by family doctors (p=0.009). All other
variables (gender, age, leading condition, enrolment) did
not result in a statistically significant difference in survival
duration or site of death (Table 1).

3.4 Palliative needs

The categories of palliative needs are presented in Table 3.
Pain was the most frequently addressed palliative need
at 89% (N=95), followed by other common medical needs:
nutritional and digestive problems, breathing difficulties,
psychological and cognitive changes, and the need for
medical procedures (e.g. wound care, subcutaneous
therapy, etc.). Psychological support was offered more

Figure 3. Needs addressed by primary-level palliative team.

frequently to caregivers than to patients (N=34 vs. N=14 or
32% vs. 12%). Socio-economic needs were addressed in less
than 15% of cases and spiritual support was documented
in only one case. Needs related to the process of dying
were documented by 16 patients (15%).

A more detailed list of palliative needs addressed is shown
in Figure 3. The inter-rater agreement in determining
which palliative needs were recognised and addressed
was 96.4%.

4 DISCUSSION

This study identified the characteristics of the home-
based palliative care service provided by one exemplary
primary-level palliative team. Palliative patients are
typically adults and elderly people with cancer who have
been enrolled in palliative care by their primary care team.
With advanced care planning, they live for an average of
two months, with most of them dying at home. Primary
care services were found to respond to a wide variety of
palliative medical needs, but were weaker in addressing
socioeconomic, psychological or spiritual issues.
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The prevalence of palliative patients with advanced
chronic conditions is estimated at 1.5% in the general
population, with a cancer to non-cancer ratio of 1 to 7
(11). In the population of 25,000 people we observed,
one would expect more than 350 people to be enrolled
in palliative care each year, of whom about 50 would be
cancer patients. In our study, the annual prevalence was
up to 23 patients, mainly cancer patients. This shows that
about half of cancer patients and the majority of non-
cancer palliative care patients remain unidentified. Even
taking into account nursing home and hospice residents,
who were not included in the study (4.5% of the Slovenian
population aged 65 live in nursing homes (12)), there are
still many patients who would benefit from inclusion in
home-based palliative care.

Several tools have been developed to facilitate the early
identification of patients in need of primary palliative
care (13): the PIG tool, (14), the SPICT tool (15), the
NECPAL tool (16) and the RADPAC tool (17). None of these
tools were systematically used in our population. Health
care workers relied on the ‘surprise question’ (18, 19)
(i.e. ‘Would you be surprised if this patient died in days/
weeks/months?’) and on an individual prediction of illness
trajectory. The use of assessment tools would probably
result in more identified palliative patients, especially
among people with terminal organ failure conditions and
frailty syndromes (13). Computer search tools that can
be used on existing primary care databases and identify
those patients who might be in the last phase of life (e.g.
EARLY identification tool, UK National Health Service) are
an alternative to individual assessment.

Patients are enrolled in palliative programmes by various
members of primary-care or hospital medical teams. Our
data shows a trend of increased enrolment of patients
by their family doctors and a fall in enrolment by OOH/
ES. Over the years, family doctors have enrolled more
palliative patients in response to extensive national
initiatives to integrate end-of-life care into all levels of
health care (4-6) and to the evident benefits of shared,
home-based palliative care. This has caused a decline in
patients recognised by OOH/ES, which is an important
achievement towards advanced care planning. Of course,
the role of OOH/ES in coping with sudden deteriorations
and unexpected needs still remains, and a 24/7 service is
essential for high-quality palliative care (20). The share
of patients enrolled by community nurses appears stable
over the years. Their insight into patients’ living conditions
and social networks is invaluable for detecting palliative
care needs sooner and among the most vulnerable
patients (21). Hospital initiatives to enrol patients in
home-based palliative care were scarce and carried out
too late. Most patients began with home-based palliative
care after discharge from the hospital and lived at home
for a very short time. This is reflected in a significantly

shorter survival time compared to patients enrolled by
their GPs. Palliative patients would benefit from a uniform
palliative care registry and a uniform system of home-
based palliative care. This compromises the transfer of
information on palliative care needs between the primary
and secondary/tertiary levels.

The goal of early palliative care enrolment is not only to
identify patients with palliative care needs, but also to
enrol them early enough. Our results show a mean survival
of 66 days, with a median of 23 days. The difference
between mean and median indicates that some patients
were indeed enrolled early, but more than half of them
received palliative care for less than one month, and
some of them only on the last day. A qualitative study
among family doctors in Belgium showed the same trend:
that they more often paid attention to the palliative
care needs of patients in the terminal phase (22). This is
another signal that a systematic and proactive search for
patients with palliative needs is justified.

Direct enquiry and identification of preferences for end-
of-life care is associated with patients achieving their
preferred site of death, and patients whose preferred site
of death was unknown were more likely to be admitted to
hospital for end-of-life care (23). Our results show a major
improvement in increasing the share of patients dying at
home, starting from none in the first year to 78% in the last
observed year. The increase in the proportion of people
who died at home in 2020 and 2021 might be higher due to
the Covid-19 pandemic and the reduced access to hospital
services and nursing home placements. Furthermore,
there was a decline in the proportion of patients who
were enrolled in palliative care by community nurses and
OOH/ES. The proportion of patients enrolled by their GPs
increased, which could indicate a better accessibility of
GPs during the pandemic compared to other services.
Not all palliative patients want to die at home; indeed, for
16% of people, home is the least preferred place of death
(24, 25). Routine and ongoing assessment of preferred
site of death should therefore be included in home-based
palliative care, and facilities for those who do not wish to
die at home (hospices, nursing homes, hospitals) should be
available (2, 24, 25).

Primary-level palliative care refers to the basic skills and
competencies required of all doctors and other health
care professionals (26). The results of this study show that
the primary health care team recognised and managed
the basic and more complex medical needs of palliative
patients, but was weaker in addressing the psychological,
socioeconomic and spiritual needs of palliative patients
and their carers. There seems to be a perception among
patients and carers that the family doctor is the person
to appeal to in acute medical situations rather than for
non-medical palliative care needs (22). A multidisciplinary
palliative care team that includes social workers and
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psychologists would probably bridge this gap. An important
contribution can also be made by trained lay persons who
help palliative patients on a voluntary basis, such as the
Last Aid organisation (27).

Only 15% of patients were managed for symptoms related
to the process of dying. This indicates that patients and
relatives were prepared for the terminal phase. Some
patients needed to be hospitalised due to complex
conditions that could not be resolved at home (e.g.,
severe dyspnoea-related pleural effusion and ascites,
pain resistant to therapy). Based on years of regional
experience (28-31), Slovenia has been expanding the
network of specialised mobile palliative teams that
provide specialist consultation and specialist palliative
care at home. Further progress in home-based palliative
care is expected, especially for patients with complex
palliative needs (30).

4.1 Limitations

This study has several limitations. First, the study was
conducted at a single centre and the results were not
compared with other centres. To the best of our knowledge,
there is no other home-based palliative care registry in
Slovenia at the primary level. In many regions, palliative
care is fragmented, with information on palliative care
not being shared among primary care team members and
hospital palliative teams. The results of this study better
relate to what can be done in home-based palliative care.
They do not allow generalisations to be made regarding
overall home-based palliative care in Slovenia.

Second, the information for this study derived from
patients’ notes that were designed for sharing information
and not for further research work. However, this provided
us with untempered data on what was performed at home.
Finally, the relatively small sample is an important
weakness of this study. The most important reason for the
relatively small number of palliative patients is that the
population was not systematically screened for palliative
care patients (patients were enrolled pragmatically).
Therefore, this study does not provide any insight into the
experience of people who were not involved in palliative
care. The researchers are aware that the population
that refuses to participate in palliative care programmes
or patients who have not been identified as palliative
patients by primary care providers may have the most
unmet needs.

5 CONCLUSION AND FURTHER RESEARCH

This exemplary primary-level palliative team provided
home-based palliative care, which was available at all
times (24/7). The quality of palliative care has improved in
recent years for all observed indicators: early admission to

palliative care, the proportion of patients dying at home,
and the ability to address the basic and complex medical
needs of palliative patients and their carers. Family doctors
and community nurses identified the majority of palliative
patients and enrolled them in palliative care. OOH/ES
covered sudden deterioration and unexpected needs. The
most commonly addressed palliative care need was pain
and the least addressed was spiritual support. The study
demonstrates that primary-level palliative teams are not
a stand-alone service; rather, palliative care is one of the
areas in which different primary medical professionals
work together.

Further research into home-based palliative care should
focus on the early identification of palliative patients,
shifting from a recognition of patients who actively
seek medical assistance to a systematic identification
of potential palliative patients within a population.
The benefits and risks of such systematic identification
for palliative patients should be explored in detail.
Furthermore, research should also focus on strategies for
coping with unmet needs and a multidisciplinary approach
to psychological, socioeconomic and spiritual support
provided by services that complement primary-level
palliative teams.

CONFLICTS OF INTEREST

The authors declare that no conflicts of interest exist.

FUNDING

The study was financed by Department of Family Medicine,
Faculty of Medicine, University of Ljubljana.

ETHICAL APPROVAL AND REGISTRATION

The authors of this paper hereby declare that the study
complies with the Declaration of Helsinki and has been
approved by the Slovenian National Medical Ethics
Committee (0120-550/2021/3).

REFERENCES

1. Benedik J. Oskrba bolnika ob koncu Zzivljenja. Onkologija.
2011;15(1):52-8.

2. Gomes B, Calanzani N, Gysels M, Hall S, Higginson IJ. Heterogeneity
and changes in preferences for dying at home: a systematic review.
BMC Palliat Care. 2013;12(1):7. doi: 10.1186/1472-684X-12-7.

3. Integrating palliative care and symptom relief into primary health
care: a WHO guide for health-care planners, implementers and
managers. Accessed August 10th, 2022 at: https://www.euro.who.
int/__data/assets/pdf_file/0006/74688/E83747.pdf.

53



10.2478/sjph-2023-0007

Zdr Varst. 2023;62(1):48-54

20.

2

=

Drzavni program paliativne oskrbe. Accessed August 10th, 2022 at:
https://www.gov.si/assets/Ministrstva/MZ/DOKUMENTI/pomembni-
dokumenti/47cbef2cb3/Drzavni-program-paliativne-oskrbe.pdf.
Ebert Moltara M, Malac¢i¢ S, Gumilar I. Paliativna oskrba: prirocnik.
1st ed. Ljubljana: Slovensko zdruzenje paliativne in hospic oskrbe
Slovenskega zdravniskega drustva, 2021.

Zelko E, Rotar-Pavli¢ D, editors. Paliativna oskrba odraslih bolnikov v
druzinski medicini: priro¢nik za zdravnike na primarni ravni. Ljubljana:
Zavod za razvoj druzinske medicine, 2021.

Pavlic DR, Maksuti A, Pani¢ A, Pavlekovi¢ K. Informal care in the
context of long-term health care for the elderly in Slovenia: a
qualitative study. Zdr Varst. 2021;60(3):167-75. doi: 10.2478/sjph-
2021-0024.

Seow H, O’Leary E, Perez R, Tanuseputro P. Access to palliative care by
disease trajectory: a population-based cohort of Ontario decedents.
BMJ Open. 2018;8(4):e021147. doi: 10.1136/bmjopen-2017-021147.
Ouchi K, Strout T, Haydar S, Baker O, Wang W, Bernacki R, et al.
Association of emergency clinicians’ assessment of mortality risk
with actual 1-month mortality among older adults admitted to
the hospital. JAMA Netw Open. 2019;2(9):e1911139. doi: 10.1001/
jamanetworkopen.2019.11139.

. Fischer S, Min S-J, Cervantes L, Kutner J. Where do you want to spend

your last days of life? Low concordance between preferred and actual
site of death among hospitalized adults: low concordance for site of
death. J Hosp Med. 2013;8(4):178-83. doi: 10.1002/jhm.2018.

. Gomez-Batiste X, Martinez-Mufioz M, Blay C, Amblas J, Vila L, Costa

X, et al. Prevalence and characteristics of patients with advanced
chronic conditions in need of palliative care in the general population:
a cross-sectional study. Palliat Med. 2014;28(4):302-11. doi:
10.1177/0269216313518266.

. Statistical office of the Republic of Slovenia. International day of

older persons. Accessed August 10th, 2022 at: https://www.stat.si/
StatWeb/en/News/Index/6952.

. Walsh RI, Mitchell G, Francis L, van Driel ML. What diagnostic tools

exist for the early identification of palliative care patients in general
practice? A systematic review. J Palliat Care. 2015;31(2):118-23. doi:
10.1177/082585971503100208.

. The gold standards framework prognostic indicator guidance. Accessed

August  10th, 2022 at: https://www.goldstandardsframework.
org.uk/cd-content/uploads/files/General%20Files/Prognostic%20
Indicator%20Guidance%200ctober%202011.pdf.

. Highet G, Crawford D, Murray SA, Boyd K. Development and evaluation

of the Supportive and Palliative Care Indicators Tool (SPICT): a mixed-
methods study. BMJ Support Palliat Care. 2014;4(3):285-90. doi:
10.1136/bmjspcare-2013-000488.

. Gomez-Batiste X, Martinez-Munoz M, Blay C, Amblas J, Vila L, Costa X,

et al. Identifying patients with chronic conditions in need of palliative
care in the general population: development of the NECPAL tool and
preliminary prevalence rates in Catalonia. BMJ Support Palliat Care.
2013;3(3):300-8. doi: 10.1136/bmjspcare-2012-00021.

. Thoonsen B, Engels Y, van Rijswijk E, Verhagen S, van Weel C, Groot

M, et al. Early identification of palliative care patients in general
practice: development of RADboud indicators for PAlliative Care
Needs (RADPAC). Br J Gen Pract. 2012;62(602):e625-31. doi: 10.3399/
bjgp12X654597.

. Christakis NA. Death foretold: prophecy and prognosis in medical

care. Chicago: University of Chicago Pres, 2001.

. Klok L, Engels Y, Veldhoven C, Rotar-Pavli¢ D. Early identification of

patients in need of palliative care in Slovenian general practice. Zdr
Varst. 2018;57(2):55-64. doi:10.2478/sjph-2018-0008.

Mills SEE, Buchanan D, Donnan PT, Smith BH. Death from cancer:
frequent unscheduled care. BMJ Support Palliat Care. 2022;12:1-6.
doi:10.1136/bmjspcare-2021-003448.

. Luker KA, Austin L, Caress A, Hallett CE. The importance of “knowing

the patient”: community nurses’ constructions of quality in providing
palliative care. J Adv Nurs. 2000;31(4):775-82. doi: 10.1046/j.1365-
2648.2000.01364.x.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Beernaert K, Deliens L, De Vleminck A, Devroey D, Pardon K, Van den
Block L, et al. Early identification of palliative care needs by family
physicians: a qualitative study of barriers and facilitators from the
perspective of family physicians, community nurses, and patients.
Palliat Med. 2014;28(6):480-90. doi: 10.1177/0269216314522318.

Ali M, Capel M, Jones G, Gazi T. The importance of identifying
preferred place of death. BMJ Support Palliat Care. 2019;9(1):84-91.
doi: 10.1136/bmjspcare-2015-000878.

Higginson IJ, Daveson BA, Morrison RS, Yi D, Meier D, Smith M, et al.
Social and clinical determinants of preferences and their achievement
at the end of life: prospective cohort study of older adults receiving
palliative care in three countries. BMC Geriatr. 2017;17(1):271. doi:
10.1186/512877-017-0648-4.

Arnold E, Finucane AM, Oxenham D. Preferred place of death for
patients referred to a specialist palliative care service. BMJ Support
Palliat Care. 2015;5(3):294-6. doi: 10.1136/bmjspcare-2012-000338.
von Gunten CF. Secondary and tertiary palliative care in US hospitals.
JAMA. 2002;287(7):875-81. doi: 10.1001/jama.287.7.875.

Zelko E, Kréevski-Skvaré N. “Last Aid” tudi v Sloveniji. Isis.
2019;28(12):50.

Lopuh M, Mozina M, Ridi¢ A, et al. Izkusnje mobilne paliativne enote
SB Jesenice v Casu epidemije virusa SARS-CoV-2. Isis. 2021;30(2):43-5.
Lopuh M. Desetletje vlozeno - vidik drzavne koordinacije razvoja
paliativne oskrbe. In: Kauci¢ BM, Poredos M, Presker Planko A, editors.
Cas za sistemsko ureditev paliativne oskrbe: XI stiki zdravstvene nege.
Visoka zdravstvena Sola, 2021;8-16.

Ebert Moltara M. Mobilni paliativni tim Onkoloski institut Ljubljana:
realnost ali utopija. In: Ebert Moltara M, editor. Na sti¢iscu: paliativna
oskrba in onkologija. Slovensko zdruzenje paliativne in hospic oskrbe,
SZD; 2019;41-7.

. Bogataj D, Bogataj M, Kavsek M. Development dynamics of health and

social infrastructure for the long-term care - the case of the Posavje
region. Zdr Varst. 2021;60(4):269-77. doi: 10.2478/sjph-2021-0036.

Appendix 1: Palliative care assessment note.

Palliative care: YES/NO

Name and surname of

the patient

Birth date
Address Phene
Responsible relative Phone
General practitioner Phone
Community nurse Phone
Diagnoses
Medical, nursing, social preblems
Therapy
Other
Date Medical professional
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