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Since the beginning of the 1970’s, when the basis of pal-
liative care was established, until the present day, we have
witnessed a progressive awareness in health circles on the
importance of the care of terminally ill patients. Despite
the principles of this care fitting perfectly within the con-
ceptual elements of primary care,1 a progressive loss of its
prominent role in taking on the care of the terminally ill
patient has occurred for several reasons: increased depen-
dency by the patient on the hospital services, coordination
difficulties between health settings, organisational pro-
blems, and lack of specific training.2

In recent years, international bodies have emphasised the
need to set up palliative care programmes in all health care
fields.3

Our country has adopted those recommendations. It is
obvious that integrated models are required which allow
training in all health care settings will make it easier to co-
ordinate the care of patients at the end of their life and will
work according to the complexity of each case. The pro-
blem stems from the specific model adopted. Given the
clear preference of the patients to remain at home, it seems
obvious that these programmes should be based in prima-
ry care. A review of studies on patient and carers satisfac-
tion with different models of palliative care concluded that
the home care models were better received and, among
them, the programmes based on primary care were more
valued than those dependent on hospital services.4

Studies carried out using questionnaires sent to family
doctors on models of palliative care organisation in coun-
tries who have implemented these services over a relative-
ly long period found that those services closer to primary
care were better valued. Although there is a high satisfac-
tion with these services, they particularly mentioned lack
of coordination and flexibility to carry out a proper shared
care.5,6 However, there are few studies which evaluate the
impact of these programmes on the primary care activity
regarding terminal patients.
The study by Rocafort et al attempts to answer the ques-
tion of whether it is really possible to develop a second
care level that may give support and not replace the first
care level. This question is crucial, as one of the basic ob-

jectives of support teams is to promote adequate care at
the end of life in primary care and not to act indepen-
dently. The results of their study indicate that this can be
achieved. The authors found two support team activity
variables particulary associated with the increase in activi-
ty by primary care teams with these patients: joint visits
and teaching sessions. These results are not surprising.
Given the complexity of domiciled patients, it has been
proposed for several years that a shared care model could
be a suitable response. On the other hand, there is a defi-
nite need for specific training, and one of the best ways to
achieve this is the analysis of real cases. However, the
study has obvious limitations. It is a retrospective study
and may also be influenced by the derived effect of the first
years of activity of the programme.
Therefore, these results must be confirmed in the next few
years, when the programme is definitely consolidated. On
the other hand, the results of the programme have not
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been evaluated, just the process indicators. We would need
to confirm that the activities carried out are accompanied
by improved care of terminal patients.
In our opinion, the most important value of this study is
its contribution in creating indicators of care quality of
support teams. The basic function of these groups is to
contribute to improving the care of patients at the end of
their lives, particularly through better training of primary
care teams and improving coordination with other health
areas to ensure continuity of care. The implementation of
these programmes has to have an adequate system of eval-
uation that will ensure completion of the objectives for
which they have been created. This study provides us with
some indicators which could be useful. Firstly, to include
its activity in the normal primary care record systems and
to comply with the criteria of only working by request of
the corresponding family doctor. Secondly, to ensure
shared care by means of joint visits and teaching sessions.
Lastly, we have to be capable of creating easy to use eva-
luation indicators that can measure whether the coordina-
tion is functioning well and in particular, the overall re-
sults. Insofar as we are capable of creating these evaluation
tools for primary care programmes, we should be able to
measure their effectiveness and ensure the necessary de-
velopment of primary care.7 Otherwise, these pro-
grammes, and particularly the support teams, will not im-

prove the primary care field as a whole, and at the most,
would benefit few patients.
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Description of Service 314 “Care of Terminal Patients” of Primary Care Provision of Services List (INSALUD 1995): 
Care of Terminal Patients

Cover indicator No. of terminal patients attended to

in the previous year

————————————————— × 100

Total No. inhabitants in the sector

Term Inclusion criteria

No. of terminal patients attended in the All the patients where the diagnosis/illness appears in the clinical history that 

previous year led to their inclusion as a terminal patient, the date when the terminal character

of the patient is established and which consists of, at least, one visit with its 

contents in the evaluation period

Included in the coverage numbers will be:

– Patients included in the service and, therefore, defined as terminal patients, 

those who have died during that year, which should be placed in the clinical 

histories of successes until the evaluation period is over

– Patients who, included in the service, may have exceeded the prognosis 

of 6 months of life, since that prognosis only implies an estimated time

Technical guidelines will 314.1 The date of the inclusion of the patient in the service and the diagnosis/illness 

initially be registered… which led to the inclusion of the patient in this service will always be recorded 

in the clinical history

314.2 At least the following symptoms:

– Pain

– Constipation

– Insomnia

– Anorexia

– State of consciousness

– Symptoms of anxiety/depression

314.3 At least the following symptoms:

– Control of sphincters

– State of skin and mucosa

– Walking/bedridden

314.4 Identifition of:

– Patient carers

– Evaluation of the social/family situation

– The level of information and the attitude to the illness that the patient

and family have

314.5 Care plan, which should include at least:

– Identified problems

– Interventions and/or activities depending on the identified 

problems

314.6 At least one visit per fortnight, minimum, will be made to each patient 

included in the service, in which, at least, will be recorded:

– The evolution and appearance of physical or psychic symptoms

314.7 At least one visit per fortnight, minimum, will be made to each patient 

included in the service, in which, at least, will be recorded:

– Review of the care plan
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Mean, 95% Confidence Limits and Normality 
of the Variables Analysed

Variable Mean Confidence Interval Obtained P (Normality)

Minimum Maximum Kolmogorov-Smirnov Saphiro-Wilk

Percentage service improvement 5.79 1.89 9.69 .196 .066

Total home visits 648.42 368.14 928.70 .200 .206

Joint visits 183.01 65.42 300.60 .200 .063

Professional assessments 346.14 180.06 512.21 .200 .885

Teaching sessions 27.80 15.91 39.69 .141 .465
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