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anticipatory medications:
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Abstract
Background

GPs have a central role in decisions about
prescribing anticipatory medications to help
control symptoms at the end of life. Little is
known about GPs’ decision-making processes in
prescribing anticipatory medications, how they
discuss this with patients and families, or the
subsequent use of prescribed drugs.

Aim

To explore GPs’ decision-making processes in the
prescribing and use of anticipatory medications
for patients at the end of life.

Design and setting

A qualitative interview study with GPs working in
one English county.

Method

Semi-structured interviews were conducted
with a purposive sample of 13 GPs. Interview
transcripts were analysed inductively using
thematic analysis.

Results

Three themes were constructed from the
data: something we can do, getting the timing
right, and delegating care while retaining
responsibility. Anticipatory medications were a
tangible intervention GPs felt they could offer
patients approaching death (something we can
do). The prescribing of anticipatory medications
was recognised as a harbinger of death for
patients and their families. Nevertheless, GPs
preferred to discuss and prescribe anticipatory
medications weeks before death was expected
whenever possible (getting the timing right). After
prescribing medications, GPs relied on nurses to
assess when to administer drugs and keep them
updated about their use (delegating care while
retaining responsibility).

INTRODUCTION
Poor symptom management during the last
days of life at home can cause considerable
distress for patients, their families, and
clinicians.1–5 In the UK, Australia, and
New Zealand, the prescribing of injectable
anticipatory medications is promoted
to optimise symptom control in the last
days of life in the community and prevent
crisis hospital admissions.6–10 Anticipatory
medications are prescribed and dispensed
ahead of need to a named patient.6 These
are kept in the home and are used by visiting
doctors or nurses if the patient is unable
to take oral medications and develops
symptoms of pain, agitation, nausea and
vomiting, or respiratory secretions when
they are dying.6,7 The intervention is intended
to ensure rapid access to medications,
particularly out of hours when there can
be added delays in sourcing medication.11,12
Box 1 briefly describes standard practice
in prescribing anticipatory medications in
the UK.
Previous research into anticipatory
prescribing practice has primarily
focused on the views and experiences of
nurses.5,10,11,13,14 Nurses often report that
they initiate anticipatory prescribing,
requesting GPs prescribe the drugs weeks
before likely need.5,10,11,13–15 Only two studies
to date have investigated GPs’ views in
any detail.13,16 GPs report prescribing drugs

from a few days to short weeks before likely
need, depending on their personal clinical
preferences and the unpredictability of the
patient’s illness.16
Nurses consistently report some GPs
to be reluctant to prescribe anticipatory
medications.10,13,15,17 Prescribing drugs
ahead of need raises safety concerns for
GPs.13,16,18 The GP remains accountable for
the drugs they have prescribed, including
strong opioids, which may be in the home
for weeks. Once prescribed, permission
has been granted for nurses to use the
drugs based on their clinical assessment
that the person is dying and has distressing
symptoms.10,11,19 Drugs are open to misuse
if there is a history of drug abuse in the
home or they are given in inappropriate
doses by visiting clinicians.16
Nurses and GPs generally perceive that
ready access to anticipatory medications
provides patients and families with
reassurance.5,11,20 Community nurses
report tailoring conversations about drugs
depending on their own confidence and their
perception of patients’ and family members’
willingness to talk about end-of-life care.5
What information GPs discuss with patients
and families about anticipatory medications
has not been investigated to date. This study
explores GPs’ decision-making processes
in the prescribing and use of anticipatory
medications for patients at the end of life.

Conclusion

GPs view anticipatory medications as key to
symptom management for patients at the end of
life. The drugs are often presented as a clinical
recommendation to ensure patients and families
accept the prescription. GPs need regular access
to nurses and rely on their skills to administer
drugs appropriately. Patients’ and families’
experiences of anticipatory medications, and their
preferences for involvement in decision making,
warrant urgent investigation.
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How this fits in
The prescribing of anticipatory medications
to provide symptom relief in last days of
life care is recommended practice in the
UK, Australia, and New Zealand. GPs
have a central role in the prescribing of
anticipatory medications, but little is known
about their decision-making processes
and how they discuss these with patients
and families. This study found that GPs
are keen to prescribe drugs weeks
ahead of death even if they are unlikely
to be needed. GPs often recall framing
anticipatory medications as their clinical
recommendation to ensure that the
prescription is accepted by patients and
their families.

METHOD
Design
This interpretive descriptive study21,22 was
conducted in an English county with a
mixture of urban and rural communities.
Interviews were undertaken with 13 GPs
practising in 13 different GP surgeries, about
their views and experiences of decision
making about end-of-life anticipatory
medications. Potential participants were
identified through publicly accessible
information on GP practice websites.
Purposive sampling sought GPs with a
wide range of perspectives and experience,
including geographical location and out-ofhours work.
Thirty-two potential participants were
approached by letter inviting them to
participate, with the study information sheet
and reply form that requested information
concerning the number of years worked
as a GP and whether they had a particular
interest in palliative care. Sixteen GPs
replied to express interest in taking part.
Data collection
Interviews were semi-structured, in
depth, and conducted between June and

Box 1. Standard practice in prescribing anticipatory medications in
the UK5,7,11,19,20
• Injectable drugs are pre-emptively prescribed to be administered ‘if needed’ to manage pain, agitation,
nausea and vomiting, and respiratory secretions in the last days of life
• The drugs and doses prescribed vary depending on anticipated clinical need and local practice guidance,
and may include sublingual lorazepam
• A box or bag containing the medications, needles and syringes, patient information sheet, and signed
medication administration authorisation chart detailing doses to be given are kept in the patient’s home
• Visiting nurses or doctors make a clinical assessment before deciding whether to administer any
medications

December 2017 by one researcher, who is a
clinical academic and community palliative
care nurse with experience of conducting
qualitative research. Participants took
part in one-off audio recorded interviews
that lasted 26–48 minutes. An interview
guide explored participants’ perceived role
in end-of-life care, their decision making
about anticipatory medications in recent
patient cases, and associated conversations
with patients, their families, and other
healthcare professionals. The interview
guide was continually adapted in response
to early data collection and analysis (see
Supplementary data 1 for details).23
Twelve interviews were conducted
face-to-face at the GP participants’ place
of work or home address, and one was
conducted by telephone. No new themes
were identified after 11 interviews. However,
two further interviews were undertaken
to recruit participants with characteristics
of interest and ensure a range of rich
insights.23,24
Data analysis
Interview recordings were professionally
transcribed verbatim and checked by
the interviewer for accuracy. Data were
interpreted inductively using Braun and
Clarke’s six phases of thematic analysis:23
data familiarisation; generating initial codes;
constructing themes; reviewing potential
themes; defining and naming themes;
and producing the report. Transcripts
were coded by hand and then using NVivo
(version 11) by the interviewer.
To help reflexivity and rigour in interpreting
the data,25,26 a public contributor with some
experience in thematic analysis but no
clinical training, independently coded the
first three transcripts: and then compared
and reflected on the early coding decisions
together with the interviewer. A second
researcher also read six transcripts and
provided new insights throughout the coding
process. These iterative steps informed the
interviewer’s interpretative analysis.23,27–29
Data were synthesised to understand
patterns and differences in GPs’ accounts.
RESULTS
The sample comprised 10 GP principals
(mean 16 years working as GP, range
3–29 years) and three salaried GPs (mean
5 years working as GP, range 2–10 years);
five GPs also worked as out-of-hours
doctors. Eight GPs were male and five
female; five worked in urban practices,
eight in rural settings. Four worked fulltime and nine part-time, and five described
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themselves as having an interest in palliative
care.
Three interconnected themes were
constructed from the data (something
we can do, getting the timing right,
and delegating care while retaining
responsibility), and are set out below.
Pseudonyms are used throughout.
Something we can do
Anticipatory medications represented
a tangible intervention that GPs felt they
could offer for patients approaching death
when more active medical options became
inappropriate: ‘something we can do’. All
the GPs interviewed highlighted that it was
essential to have the drugs in place as an
insurance plan that could be used to provide
end-of-life symptom relief if needed:

‘There’s no crystal ball and it’s better to
have them in place than face some sort of
crisis.’ (Dr Brown, GP)
Participants recalled finding it hard to
accurately predict some patients’ likely death
and symptom control needs, especially
in fluctuating terminal illnesses such as
advanced dementia or multiple illnesses
and frailty. They generally prescribed drugs
while patients were relatively stable, as
it helped them manage the uncertainty.
In some recalled cases, prescribed drugs
remained in the home for months or went
unused. This was not considered to be
problematic, with potential risks perceived
to be outweighed by the benefits of giving
reassurance to patients, families, and
clinicians:

‘We’ve certainly had a few people we’ve
prescribed them so early they’ve gone out of
date, which is kind of a bit silly, but actually
if it’s giving them an extra bit of insurance
along the way then I guess that’s okay.’ (Dr
Smith, GP)
GPs wanted to put drugs in place to
prevent potential problems for patients,
families, and their colleagues out of hours.
However, the five participants working in
out-of-hours periods were not reliant on
anticipatory medications being in place.
They all had other strategies to get
medication quickly when needed, including
carrying limited supplies of drugs with them
or collecting medication ahead of visits if
they felt the patient was likely to need them:

‘We carry diamorphine and midazolam in a
little safe in the car … If you haven’t left the
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base yet, you can anticipate and take it.’ (Dr
Cook, GP and out-of-hours doctor)
Participants were working in, and
promoted, a culture where it was desirable
to plan for an expected death and prescribe
drugs well ahead of time:

‘One or two of the partners said, “I think
it’s a problem thinking when to do it”.
I said “Why? Why can’t you just leave it
[anticipatory medications] gathering dust ...
why can’t you do it early?”.’ (Dr Taylor, GP)
Anticipatory medications were also used
as a sign to alert other visiting clinicians to
the terminal nature of the patient’s condition.
Electronic records were not always shared
between services. Consequently, clinicians
unfamiliar with the patient’s situation had
limited information on which to base their
assessments. Having the drugs in the home
sent a clear sign that the focus of care
should be on providing end-of-life symptom
control. Their presence also enabled
doctors who did not know the patient to
make remote care decisions:

‘I think in one way it makes life easier.
Decisions can be made over the phone,
then, with the district nurses. It makes it
clear to everyone what’s going on, which I
think is useful.’ (Dr Riplin, GP and out-ofhours doctor)
Getting the timing right
The prescribing of anticipatory medications
was recognised as a ‘harbinger of death’ for
patients and their families: conversations
needed handling with sensitivity and skill.
Participants described some patients and
families as pragmatic and willing to have
the drugs in place, whereas others viewed
their introduction as an unwelcome sign of
approaching death:

‘I think some patients find it reassuring,
other patients I think find it about as
reassuring as seeing a coffin propped up
in the corner of the room. It’s about being
sensitive to the individual patients and their
needs and their wants as well.’ (Dr French,
GP)
Despite being aware of their symbolic
significance, 12 participants recalled
prescribing anticipatory drugs weeks
before expected death. In contrast, one GP
reported waiting until days before expected
death and prescribed drugs when patients
were unable to consistently swallow oral
medication. Several GPs recalled cases

where they had made the decision to
prescribe drugs when patients were
symptom-free but their care had overtly
changed from active treatment to endof-life care. These events stimulated GP
decision making and made it easier to bring
up the subject of anticipatory medications in
the context of planning for end-of-life care:

‘I tend to do it [prescribe drugs] at the same
time as we agree that we’re not going to
resuscitate or admit someone to hospital.’
(Dr Aplin, GP)
GPs reported being receptive to nurses
proactively requesting that they consider
prescribing drugs. They also commented
that it had become increasingly uncommon
for community nurses to request drugs
because community nursing services
were so overstretched. All but one of the
participants recalled that they would see the
patient in person to judge for themselves
if it was appropriate and acceptable to
prescribe the drugs. One GP recalled there
were occasions when they had prescribed
drugs remotely at the request of nurses who
they knew and trusted to have prescribing
discussions with patients and families.
Where patients were in nursing homes, the
GPs relied on experienced nurses to prompt
them to consider prescribing drugs:

‘It’s easier when I’m in the nursing home
with experienced nurses that are with
a patient all the time. We can have a
discussion, and then we decide, “No, we’ll
do it [prescribe anticipatory medications]
after the weekend, she’ll be okay, it doesn’t
look like it’s imminent,” or, “Yes, let’s get
everything ready before the weekend”.’ (Dr
Cox, GP)
GPs reported that they typically assumed
responsibility for initiating anticipatory
prescribing conversations with patients
and families. They described their
discussions with patients and families
about anticipatory medications being
incorporated in end-of-life advanced care
planning conversations exploring patient
and family understanding of the prognosis,
preferred place of care, and death, and do
not attempt cardiopulmonary resuscitation
decisions. Just how commonly GPs had
these conversations was unclear because
three participants struggled to recall a
recent end-of-life care case. Most GPs were
keen to get what were seen as potentially
difficult end-of-life conversations out of the
way early so that plans were in place.
Then patients, families, and participants did

not have to worry about having distressing
conversations in the future:

‘I like to have those conversations early.
To get them out of the way sounds like I’m
trying to avoid them, I think get them out of
the way for their benefit so that they don’t
have to, they can, there’s a lot to sort out,
“let’s get it all sorted out and then enjoy the
last time you have”.’ (Dr Matthews, GP and
out-of-hours doctor)
GPs reported framing the idea of
anticipatory medications in a way that
matched their perceptions of the patient’s
willingness to openly discuss death and
dying. If patients and families voiced
worries about dying in pain or distress,
GPs described going into detail about
what symptoms could occur and what
anticipatory medications would do in
specific situations. Conversely, if patients
and families were perceived as being
reluctant to consider what might happen
during the dying process, GPs described
providing minimal information about drugs
and their role in care:

‘My experiences of talking to them, they
vary as to what the patients seem to want to
know … I just sort of try and explain that it’s
there as a sort of mini pharmacy for people
who are qualified to be able to access and
sort of improve things without having to sort
of go through the process of trying to get
hold of the chemist.’ (Dr Taylor, GP)
Despite often recalling that patients and
families appreciated having anticipatory
medications prescribed, it was evident
that participants often expected patients
and families to be ambivalent about having
them issued. Ten GPs described presenting
anticipatory medications as a clinical
recommendation, while giving patients or
their families the opportunity to opt out of
having them. This allowed GPs to present
an illusion of supporting patient choice
when they were using varying tactics of
persuasion. For example, Dr Baker recalled
using their position of authority to convince
patients and families to have the drugs in
the home when they judged this was in their
best interests:

‘I’m sometimes a bit more paternalistic
than I normally am. I would sometimes say
“well actually these, this is the appropriate
time and this needs to be something that
we do”. So, I will sometimes slightly force
that discussion and then take time to
explain why but I would sometimes, kind
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of use the doctor card.’ (Dr Baker, GP and
out-of-hours doctor)
Delegating care while retaining
responsibility
GPs were aware that they remained
responsible for anticipatory medications
once prescribed, but had little knowledge
or control over when they were used:

‘I’ve prescribed it in a way to be used and I’d
expect them to use it … I don’t think every
time it’s used I need to know.’ (Dr Baker, GP
and out-of-hours doctor)
Delegating to unknown nurses or doctors
the responsibility for assessing when to
administer drugs caused concern at times:

‘There are some issues about writing up
potentially life-terminating drugs if used in
an inappropriate way … to be used at the
discretion of a third party, with no connection
between the third party who initiates them
and the prescriber.’ (Dr French, GP)
GPs were more concerned that drugs
might not be used when they were needed.
They were frustrated when nurses did not
recognise dying and failed to administer
drugs to relieve symptoms:

‘That was not a good death … she became
acutely unwell and breathless quite suddenly.
The son was very distressed because he
was with her and didn’t understand what
was happening, wasn’t able to be reassured
by the [nursing home nurses] that she was
dying ... They didn’t give her anything, they
just called an ambulance.’ (Dr Jones, GP)
GPs were reluctant to leave controlled
drugs in the home if there was a history
of drug misuse in the family. If drugs were
left in the home for extended periods, GPs
would often rely on nurses to monitor
for potential risks and provide feedback
on whether the prescriptions remained
appropriate:

‘So, it’s just not leaving boxes and ampoules
of medications, but doing it at a time when
the support network has been built in … and
assessing safety as well.’ (Dr Lewis, GP)
Having easy access to nurses was
perceived to be crucial in facilitating
good end-of-life care and the appropriate
use of anticipatory medications. All
participants highlighted the importance
of being able to have telephone or faceto-face conversations with nurses to get
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to know their skills and abilities, and to
keep updated on patients’ end-of-life care.
Structural changes to the community
nursing service meant that nurses were no
longer based in the same building as GPs
and communications went via a centralised
contact centre. Telephone and electronic
messages had replaced face-to-face and
informal routes of communication, which
had previously facilitated close working
relationships. GPs were frustrated with
this new arrangement and believed it had
a negative impact on interprofessional
relationships, communication, and patient
care:

‘It’s potentially quite disjointed from the
feedback we’ve had from patients … We
moved from the district nurses being in the
practice [who] we could see every day … to
now calling a number and not knowing who
we were going to speak to.’ (Dr Pegg, GP
and out-of-hours doctor)
With less personal contact with community
nurses, the GPs had become increasingly
reliant on shared electronic patient records
to review nursing care remotely. Participants
reported being keen to also maintain regular
interdisciplinary team meetings to discuss
patients’ end-of-life care needs. They
described increasing difficulty in ensuring that
community nurses attended these meetings,
commenting that patient care was suffering
as a result. Despite these issues, the role of
community nurses in end-of-life care was
highly valued by the GPs who recognised that
they prioritised these patients and worked
hard to meet their needs:

‘I know that there’s a lot of criticism about
the lack in district nursing support in
general … but in terms of end-of-life I think
they are really good because they are there
whenever I have people.’ (Dr Lewis, GP)
DISCUSSION
Summary
This study found that GPs prefer to prescribe
anticipatory medications weeks ahead of
likely need whenever possible. They recall
framing information about the drugs and
their uses in ways that ensure that patients
and families are willing to have them in
the home. After prescribing anticipatory
medicines, GPs rely on nurses to judge
when to administer drugs and to keep them
updated on patients’ end-of-life care.
Strengths and limitations
This study offers new and detailed insights
into GPs’ perceptions of their end-of-life

care prescribing and decision making, from
in-depth interviews with a diverse group
of GPs. Although limited to one English
county, the mixture of urban and rural
practice settings offers valuable insights
that are transferable across the UK.
The interviews reflect GPs’ accounts of
their own practice, rather than detailing
actual practice. Interviewees can focus on
notable cases or present versions of events,
which fit within acceptable professional
norms.30
The interviewer’s previous clinical role as
a community palliative care nurse helped
with understanding working cultures and
aided participant–researcher rapport.28 To
ensure data were not interpreted purely
through the interviewer’s personal clinical
lens, a public contributor and second
researcher contributed to data analysis.23,28,31
Key decision points in the analysis were
also debated with two researchers to help
achieve a comprehensive and reflexive
analysis.23,29
Comparison with existing literature
GPs’ accounts of actively leading the
decisions to prescribe anticipatory
medications in this study challenge the
published perspective that it is nurses who
routinely decide when drugs should be
issued.5,10,11,13,15 GPs have previously been
presented as being cautious of prescribing
anticipatory medications unless they are
likely to be needed within days or short
weeks.16 In contrast, the current study found
that most GPs reported they commonly
prescribe drugs weeks ahead of expected
death. Participating GPs considered it
important to have drugs available even if
they were unlikely to be needed, reflecting
national guidance,6,7 and the preferences
of nurses.5,10,11,14 Accounts of prescribing
drugs weeks or months ahead of death also
reflected the prognostic challenges in endof-life care for patients increasingly dying of
non-cancer conditions such as dementia,
ischaemic heart disease, and multimorbidity
in old age,16,32 for whom illness trajectories
are commonly less predictable and the
dying phase protracted.33,34
Leaving anticipatory medications in the
home for extended periods of time raises
safety concerns.16 Patient safety may be
compromised if drugs are administered
without a prior skilled clinical assessment
to rule out any reversible causes, diagnose
dying, and check that the prescription
remains appropriate.11,12,18 A 2019 analysis
of patient safety incident reports found a
recurring lack of knowledge or skills in

using anticipatory medications among outof-hours nursing and medical staff.35
The current study is the first to identify
that anticipatory medications are used as a
sign to alert other visiting clinicians to the
terminal nature of the patient’s condition.
Having the drugs in place enabled doctors
unfamiliar with the patient to make care
decisions without visiting. Regular reviews
by skilled clinicians who know the patient
and their situation are a central component
in high-quality end-of-life care.36–38 In a
climate where there are increasing
demands on overstretched GP and
community nursing services,37,39,40 there
is a danger that anticipatory medications
may be used to substitute regular clinical
reviews by familiar GPs and community
nurses. These risks are exacerbated during
the COVID-19 pandemic as medical reviews
by telephone or video are becoming the
norm.41
Mirroring the findings of a study of
community nurses’ experiences of
anticipatory medication prescribing
conversations,5 participating GPs reported
that patients and families could view the
drugs as an unwelcome reminder of
approaching death. Community nurses
reported that some patients were reluctant
to have drugs prescribed as a result.5
Patients and families may be more inclined
to accept GPs’ recommendations because
of a greater power imbalance in the
doctor–patient relationship.42,43 GPs in the
current study recalled framing anticipatory
medications as a clinical recommendation,
using persuasive language or their authority
to ensure the prescription was accepted.
Similar techniques of persuasion have
been reported in studies investigating how
clinicians’ selectively present information
about end-of-life care interventions
if patients are hesitant to accept care
or reluctant to have detailed end-of-life
discussions.44–46
In the current study, once GP
participants had prescribed anticipatory
medications they left nurses to manage
end-of-life care and decide if and when to
administer the drugs. This matches with
other researchers’ findings that GPs often
assume the role of ‘medical consultant’,
delegating day-to-day care to community
nurses, and relying on them to access GP
input only if needed.47,48 Previous research
has found that established relationships
of trust between GPs and nurses, respect
for each other’s expertise, and ease of
access to each other, is important in
ensuring that anticipatory medications are
prescribed and used appropriately.5,13 The
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current study found that even when GPs
have infrequent contact with community
nurses and have limited knowledge of their
skills, they still delegated care based on
historical relationships of trust. However,
relationships of trust are becoming
increasingly difficult to establish and
maintain as organisational changes have
resulted in more distant and fragmented
communication.13,49–51 This changing
relationship could have negative impacts
on established practices of anticipatory
prescribing,5,13 and on GPs’ confidence in
delegating day-to-day end-of-life care to
community nurses.47–49
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Implications for research and practice
Anticipatory medications are viewed
as a key component in community endof-life practice. It has become culturally
acceptable for GPs to prescribe anticipatory
medications weeks or even months before
death is expected, in part to address the
uncertainties of when the dying phase will
start.5,6,34 There is a risk that such advance
anticipatory prescribing might hinder the
recognition and treatment of reversible
causes of symptoms, especially when
decisions about care are made remotely,
and in the absence of skilled clinical faceto-face GP or specialist reviews of the
patient.18,41 Accounts of using the presence
of anticipatory medications to guide care
decisions in lieu of adequate sharing of
patient electronic care plans between

services raises questions about patient
safety. The safety of prescribing drugs
weeks ahead of possible need warrants
further research.12
Robust integrated systems are needed
across primary and community care
services to ensure that drugs and doses
are reviewed regularly and are only
administered when clinically appropriate.6,18
In order to feel comfortable delegating care
once they have prescribed anticipatory
medications, GPs need to have regular
contact with nurses and trust in their
skills to administer drugs when clinically
indicated. Informal routes of communication
and regular interdisciplinary team meetings
between GPs and nurses are also vital in
maintaining strong working relationships
and coordinating patient-centred end-oflife care.5,13,49,50
The way anticipatory medications are
framed in GPs’ accounts of their prescribing
conversations raises questions about how
well informed patients and their families are
about the drugs, potential side-effects, and
their role in end-of-life care at home. Relying
on clinicians’ assumptions that anticipatory
medications provide reassurance risks
misunderstanding patients’ and families’
concerns and wishes.5,52,53,54 No study to
date has investigated patients’ views and
experiences of anticipatory medications, and
their preference for involvement in decision
making.12 The authors have a study currently
underway addressing this knowledge gap.

REFERENCES

25.

Rapley T. Some pragmatics of qualitative data analysis. In: Silverman D, ed.
Qualitative research: theory, method and practice. 3rd edn. London: SAGE
Publications, 2011: 273–290.

1.

Gott M, Small N, Barnes S, et al. Older people’s views of a good death in heart
failure: implications for palliative care provision. Soc Sci Med 2008; 67(7):
1113–1121.

26.

2.

Terry W, Olson LG, Wilss L, Boulton-Lewis G. Experience of dying: concerns of
dying patients and of carers. Intern Med J 2006; 36(6): 338–346.

Cowley A, Kerr M, Darby J, Logan P. Reflections on qualitative data analysis
training for PPI partners and its implementation into practice. Res Involv
Engagem 2019; 5: 22.

27.

3.

Mehta A, Chan LS, Cohen SR. Flying blind: sources of distress for family
caregivers of palliative cancer patients managing pain at home. J Psychosoc
Oncol 2014; 32(1): 94–111.

Mauthner NS, Doucet A. Reflexive accounts and accounts of reflexivity in
qualitative data analysis. Sociology 2003; 37(3): 413–431.

28.

Dwyer SC, Buckle JL. The space between: on being an insider-outsider in
qualitative research. Int J Qual Methods 2009; 8(1): 54–63.

4.

Baillie J, Anagnostou D, Sivell S, et al. Symptom management, nutrition and
hydration at end-of-life: a qualitative exploration of patients’, carers’ and health
professionals’ experiences and further research questions. BMC Palliat Care
2018; 17(1): 60.

29.

Charmaz K. Constructing grounded theory: a practical guide through qualitative
analysis. London: SAGE Publications, 2006.

30.

May KA. Interview techniques in qualitative research: concerns and challenges.
In: Morse JM, ed. Qualitative nursing research: a contemporary dialogue.
Newbury Park, CA: SAGE Publications, 1991: 188–201.

31.

Locock L, Kirkpatrick S, Brading L, et al. Involving service users in the
qualitative analysis of patient narratives to support healthcare quality
improvement. Res Involv Engagem 2019; 5: 1.

32.

Office for National Statistics. Deaths registered in England and Wales:
2018. 2019. https://www.ons.gov.uk/peoplepopulationandcommunity/
birthsdeathsandmarriages/deaths/bulletins/
deathsregistrationsummarytables/2018 (accessed 20 Aug 2020).

33.

Pollock K, Seymour J. Reappraising ‘the good death’ for populations in the age
of ageing. Age Ageing 2018; 47(3): 328–330.

34.

Gold Standards Framework Centre. The GSF prognostic indicator guidance. 4th
edn. 2011. https://www.goldstandardsframework.org.uk/cd-content/uploads/
files/General%20Files/Prognostic%20Indicator%20Guidance%20October%20
2011.pdf (accessed 20 Aug 2020).

35.

Williams H, Donaldson L, Noble S, et al. Quality improvement priorities for
safer out-of-hours palliative care: lessons from a mixed-methods analysis of a
national incident-reporting database. Palliat Med 2019; 33(3): 346–356.

36.

Walshe C, Caress A, Chew-Graham C, Todd C. Nurses’ feelings of ‘ownership’
of palliative care patients: findings from a qualitative case study. Prog Palliat
Care 2010; 18(6): 346–351.

37.

Mitchell S, Loew J, Millington-Sanders C, Dale J. Providing end-of-life care in
general practice: findings of a national GP questionnaire survey. Br J Gen Pract
2016; DOI: https://doi.org/10.3399/bjgp16X686113.

38.

Herrmann A, Carey M, Zucca A, et al. General practitioners’ perceptions of best
practice care at the end of life: a qualitative study. BJGP Open 2019; DOI: https://
doi.org/10.3399/bjgpopen19X101660.

5.

Bowers B, Redsell SA. A qualitative study of community nurses’ decisionmaking around the anticipatory prescribing of end-of-life medications. J Adv
Nurs 2017; 73(10): 2385–2394.

6.

National Institute for Health and Care Excellence. Care of dying adults in the
last days of life. NG31. London: NICE, 2015.

7.

Healthcare Improvement Scotland. Scottish palliative care guidelines:
anticipatory prescribing. 2020. https://www.palliativecareguidelines.scot.nhs.uk/
guidelines/pain/Anticipatory-Prescribing.aspx (accessed 20 Aug 2020).

8.

Ministry of Health, New Zealand Government. Te Ara Whakapiri: principles and
guidance for the last days of life. 2017. https://www.health.govt.nz/system/files/
documents/publications/te-ara-whakapiri-principles-guidance-last-days-oflife-apr17.pdf (accessed 20 Aug 2020).

9.

Victoria State Government. Anticipatory medications. https://www2.health.vic.
gov.au/hospitals-and-health-services/patient-care/end-of-life-care/palliativecare/ready-for-community/anticipatory-medicines (accessed 20 Aug 2020).

10.

Wilson E, Seymour J, Seale C. Anticipatory prescribing for end of life care: a
survey of community nurses in England. Primary Health Care 2016; 26(9):
22–27.

11.

Wilson E, Morbey H, Brown J, et al. Administering anticipatory medications in
end-of-life care: a qualitative study of nursing practice in the community and in
nursing homes. Palliat Med 2015; 29(1): 60–70.

12.

Bowers B, Ryan R, Kuhn I, Barclay S. Anticipatory prescribing of injectable
medications for adults at the end of life in the community: a systematic
literature review and narrative synthesis. Palliat Med 2019; 33(2): 160–177.

13.

Wilson E, Seymour J. The importance of interdisciplinary communication in the
process of anticipatory prescribing. Int J Palliat Nurs 2017; 23(3): 129–135.

14.

Perkins E, Gambles M, Houten R, et al. The care of dying people in nursing
homes and intensive care units: a qualitative mixed-methods study.
Southampton: NIHR Journals Library, 2016.

39.

15.

Griggs C. Community nurses’ perceptions of a good death: a qualitative
exploratory study. Int J Palliat Nurs 2010; 16(3): 140–149.

Maybin J, Charles A, Honeyman M. Understanding quality in district nursing
services: learning from patients, carers and staff. London: The King’s Fund,
2016.

40.

16.

Faull C, Windridge K, Ockleford E, Hudson M. Anticipatory prescribing in
terminal care at home: what challenges do community health professionals
encounter? BMJ Support Palliat Care 2013; 3(1): 91–97.

Baird B, Charles A, Honeyman M, et al. Understanding pressures in general
practice. London: The King’s Fund, 2016.

41.

17.

Lawton S, Denholm M, Macaulay L, et al. Timely symptom management at end
of life using ‘just in case’ boxes. Br J Community Nurs 2012; 17(4): 182–188.

Antunes B, Bowers B, Winterburn I, et al. Anticipatory prescribing in community
end-of-life care in the UK and Ireland during the COVID-19 pandemic: online
survey. BMJ Support Palliat Care 2020;10: 343–349.

42.

18.

British Medical Association. Anticipatory prescribing for end-of-life care.
2020. https://www.bma.org.uk/advice-and-support/gp-practices/prescribing/
anticipatory-prescribing-for-end-of-life-care (accessed 20 Aug 2020).

Joseph-Williams N, Elwyn G, Edwards A. Knowledge is not power for patients:
a systematic review and thematic synthesis of patient-reported barriers and
facilitators to shared decision making. Patient Educ Couns 2014; 94(3): 291–
309.

19.

Twycross R, Wilcock A, Howard P, eds. Palliative care formulary. 6th edn.
London: Pharmaceutical Press, 2018.

43.

20.

Amass C, Allen M. How a ‘just in case’ approach can improve out-of-hours
palliative care. Pharm J 2015; 275: 22. https://www.pharmaceutical-journal.
com/opinion/comment/how-a-just-in-case-approach-can-improve-out-ofhours-palliative-care/10019364.article (accessed 20 Aug 2020).

Nimmon L, Stenfors-Hayes T. The ‘handling’ of power in the physician-patient
encounter: perceptions from experienced physicians. BMC Med Educ 2016; 16:
114.

44.

Dzeng E. Habermasian communication pathologies in do-not-resuscitate
discussions at the end of life: manipulation as an unintended consequence of
an ideology of patient autonomy. Sociol Health Illn 2019; 41(2): 325–342.

21.

Guba EG, Lincoln YS. Competing paradigms in qualitative research. In: Denzin
NK, Lincoln YS, eds. Handbook of qualitative research. Thousand Oaks, CA:
Sage, 1994: 105–117.

45.

Drought TS, Koenig BA. ‘Choice’ in end-of-life decision making: researching
fact or fiction? Gerontologist 2002; 42(Spec No 3): 114–128.

46.

22.

Sandelowski M. Whatever happened to qualitative description? Res Nurs
Health 2000; 23(4): 334–340.

Deckx L, Mitchell G, Rosenberg J, et al. General practitioners’ engagement in
end-of-life care: a semi-structured interview study. BMJ Support Palliat Care
2019; DOI: 10.1136/bmjspcare-2019-001817.

23.

Braun V, Clarke V. Successful qualitative research: a practical guide for
beginners. London: SAGE Publications, 2013.

47.

24.

Malterud K, Siersma VD, Guassora AD. Sample size in qualitative interview
studies: guided by information power. Qual Health Res 2016; 26(13): 1753–
1760.

Modin S, Törnkvist L, Furhoff AK, Hylander I. Family physicians’ effort to stay
in charge of the medical treatment when patients have home care by district
nurses. A grounded theory study. BMC Fam Pract 2009; 10: 45.

48.

Speed S, Luker KA. Getting a visit: how district nurses and general practitioners
‘organise’ each other in primary care. Sociol Health Illn 2006; 28(7): 883–902.

British Journal of General Practice, Online First 2020 8

49.

Kelly B, Varghese FT, Burnett P, et al. General practitioners’ experiences of the

Mahmood-Yousuf K, Munday D, King N, Dale J. Interprofessional relationships
and communication in primary palliative care: impact of the Gold Standards
Framework. Br J Gen Pract 2008; 58(549): 256–263.

52.

50.

Walshe C, Todd C, Caress AL, Chew-Graham C. Judgements about fellow
professionals and the management of patients receiving palliative care
in primary care: a qualitative study. Br J Gen Pract 2008; DOI: https://doi.
org/10.3399/bjgp08X279652.

53.

51.

Fanning A. Outstanding models of district nursing: a joint project identifying
what makes an outstanding district nursing service. 2019. https://www.qni.
org.uk/wp-content/uploads/2019/05/Oustanding-Models-of-District-NursingReport-web.pdf (accessed 20 Aug 2020).

Pollock K, Wilson E. Care and communication between health professionals
and patients affected by severe or chronic illness in community care settings: a
qualitative study of care at the end of life. Southampton: NIHR Journals Library,
2015.

54.

Bowers B, Pollock K, Barclay S. Administration of end-of-life drugs by family

9 British Journal of General Practice, Online First 2020

psychological aspects in the care of a dying patient. Palliat Support Care 2008;
6(2): 125–131.

caregivers during covid-19 pandemic. BMJ 2020; 369: doi: https://www.bmj.
com/content/369/bmj.m1615.

