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Introduction 

Palliative medicine, as defined by the World Health Organization is a discipline concerned with 

the relief of health-related suffering, extending far beyond the management of physical 

symptoms alone (1). The field comprises expertise bridging many disciplines, including pain 

management, psychology and psychiatry, and spirituality. It can be accurately described as 

‘heaven for the few’ because the present – and future – demand for this crucial service 

unfortunately far outstrips supply, with only 14% of the global population estimated to have 

adequate access to end of life care (2,3). 

A ‘good death’ may be regarded as the end result of ‘good’ palliative care, but what constitutes 

such a death is highly dependent on the individual. Researchers have previously highlighted 

the difficulty in exploring this concept (4–6), however certain core areas of importance to 

patients approaching the end of life have been well elucidated in the existing literature (7). 

Improving access to ‘good’ palliative care to facilitate a ‘good death’ for all who need it, in a 

timely and culturally-sensitive fashion, is of the utmost importance.  

The following essay will approach this question predominantly through the lens of palliative 

care delivery in the United Kingdom (UK), however, points raised may also be applicable to 

other settings.  

 

Palliative medicine provision in the UK 

Hospices represent the cornerstone of palliative care provision in the UK. Since the 

establishment of the UK’s first hospice in 1967 by Dame Cicely Saunders (8), these settings 

have been delivering necessary end of life care to patients in need. Their functioning relies 

upon a complex combination of government and charitable funding, and a multidisciplinary 

team of professionals (9–11).  



 

 

With demand for palliative care projected to rise significantly in the coming years, there is an 

inherent need to maintain, and ideally bolster funding to ensure these needs are met. In England 

and Wales alone, for example, it is anticipated that there will be a 25-47% increase in need for 

these services by 2040 (12). Unfortunately, current investigations demonstrate that these 

critical services have seen a millions-strong reduction in their real-terms funding in recent years 

(13). Reports suggest that there will be a compensatory reduction in staff numbers and services 

provided (14).  

This predicament offers an area in which a significant improvement can be made, with the first 

step being to ensure that these funding needs are met to maintain current services. 

Subsequently, increasing funding beyond what is required for service maintenance will 

facilitate the expansion of services in preparation for the expected increase in demand. 

Furthermore, a sustainable increase in funding could facilitate enhanced staffing and training, 

targeted approaches to reach underserved populations, and new, innovative approaches to 

palliative care delivery.  

  

The palliative care workforce 

Presently, the palliative and hospice workforce consists of large numbers of healthcare 

professionals, such as doctors and nurses, allied staff, and a substantial network of volunteers 

(9). The above discussion highlights the need for an expansion of this workforce to meet the 

future needs of the population. Importantly, there is a growing international body of research 

exploring fatigue and burnout among workers in palliative care (15–17), so in addition to the 

expansion of the workforce, there should be efforts to ensure support to those providing these 

services.  



 

 

Palliative medicine has historically been a popular choice among medical graduates selecting 

their area of specialisation. In England in 2020, for example, 100% of the available training 

positions in the specialty were filled by interested applicants, of whom there were 2.8 for each 

post offered (18). However, there has been a recent reversal of this trend, such that only 31.7% 

of training positions were filled in 2022, without any significant increase to training post 

numbers (19). Despite this figure recovering somewhat to 63% in the most recent UK-wide 

application cycle (20), this presents a concerning trend, as it hints at the potential for a future 

shortage of palliative care specialists in the UK.  

This fall in popularity coincided with the launch of the new training curriculum (21), which 

introduced a requirement for palliative medicine trainees to also pursue higher training in 

general medicine. These changes align with the goal of the Chief Medical Officer of England: 

ensuring that specialist doctors maintain their generalist knowledge to better serve patients 

(22). This is a noble aim, but it appears to have had an impact on interest in palliative medicine 

among medics. Therefore, it would be prudent to take steps to limit the number of training 

vacancies in the specialty.  

Under the new curriculum, to become a specialist in palliative medicine will take a newly 

qualified doctor a minimum of nine years of training (including the mandatory two-year 

Foundation Programme), up from eight years under the previous curriculum (21,23,24). It may 

be an option to investigate reducing the length of training to line up with systems overseas, for 

example the United States or Canada, whose minimum training lengths are four and six years 

respectively (25,26). Alternatively, it could be feasible to transition to a competency-based 

training curriculum akin to one newly introduced for ophthalmology specialty training in the 

UK (27). These changes may make palliative medicine a more attractive career option for those 

with an interest in the specialty, and provide the added benefit of accelerating the throughput 

of palliative medicine trainees. 



 

 

Another important avenue to explore is garnering interest among medical students and early-

career doctors. Integrating formal palliative medicine experience into medical curricula can 

have a meaningful impact on students’ understanding and perception of the specialty (28). 

Extracurricular opportunities relating to the palliative medicine are also an excellent way of 

encouraging students to engage with the specialty, such as student-led societies and specialist 

society membership (29,30). 

The importance of a robust workforce of palliative medicine specialists cannot be understated, 

however current demands on palliative care services mean that a majority of UK palliative care 

practitioners feel there is insufficient capacity to deliver high-quality end of life care (31). 

Doctors of all specialisms, at all levels, will encounter, and often deliver care to, patients with 

palliative care needs (32). To relieve stresses on the system, there is a need for the broad 

acquisition of ‘primary palliative care’ skills among medics: basic skills which enable them to 

care for patients with end of life needs (33). Specialist palliative physicians may then be called 

upon to deliver care to patients with more complex needs. This expansion of palliative medicine 

skills will greatly enhance access to end of life care. 

Although a core competency defined by the General Medical Council (34), there is significant 

variation in how students are exposed to the specialty between medical schools, with some 

institutions placing less emphasis on palliative care than others (35). As such, previous research 

has highlighted that newly qualified doctors are not always sufficiently equipped to deal with 

end of life care for patients. To achieve widespread acquisition of ‘primary palliative care’ 

skills, it is critical to introduce palliative medicine to medical students during their studies. An 

enlarged, upskilled workforce will be better equipped to care for people of all groups 

approaching the end of life, and hence improve access to this care. However, though medical 

staff play an important role, the services themselves must be designed to be accessible. 



 

 

Serving the underserved 

Though the UK’s palliative care system is regarded among the best in the world (36,37), access 

to care is distributed unequally across the country and between demographic groups. For 

instance, it is well documented that people’s eventual place of death is significantly influenced 

by their location, due to inconsistent access to services (38). Patients from more deprived parts 

of the UK are also more likely to die in hospital, even though most patients reportedly wish to 

be at home as they approach the end of their life (39,40). It has been suggested that this outsized 

burden of disease among people living in areas of socioeconomic deprivation leads to higher 

rates of hospital admission towards the end of life, thus impeding access to quality end of life 

care (39,41). This illustrates the interplay between socioeconomic factors – the “postcode 

lottery” – and access to palliative care.  

Unfortunately, inequalities in access are not limited only to people from different 

socioeconomic backgrounds. People with certain medical conditions, perhaps most notably 

heart disease and dementia, are also less likely to access the end of life care that they deserve 

(42). The Care Quality Commission (CQC) point out that this may be due to difficulties in 

recognising when people are in the last 12 months of life (43). Tools have been developed in 

pursuit of better outcomes in this area (44), but it is clear that there is still room for 

improvement.  

In a similar vein, there are challenges in accessing end of life care among people from 

minoritsed communities. Patients for whom English is not their first language, for instance, 

may be hindered by language barriers. Indeed, there are many other minoritised groups whose 

access to this care has also been limited due to flaws in the system (43). Researchers have 

called for thorough data collection in this area relevant to palliative medicine to better address 

inequalities (45). 



 

 

There are growing calls to increase the role of devolved, locally-administered approaches to 

health in the UK (46). This could better enable services to be tailored to the specific 

communities they serve. In the context of palliative medicine, local decision-makers are more 

likely to be cognisant of inequalities in accessing end of life care and can therefore direct 

resources accordingly. For instance, embedding palliative care navigators in the community – 

such as in primary care and hospices – could support patients in accessing these services. In 

conjunction with this, where speakers of specific languages are concentrated, interpreters could 

be employed locally to support patients to advocate for the care they need and deserve. These 

local efforts can be reinforced by measures taken on the national level, such as developing a 

national staff education scheme to improve the recognition of the end of life in conditions 

where this is more challenging. Patient information materials should also be offered in a wide 

range of languages. Local services can also report outcome data into large national datasets, 

the analysis of which could educate funding strategies and further staffing or educational 

adjustments.  

 

Conclusion 

The need for ‘good’ palliative care is evident, as are the reasons for the expected increase in 

demand for these services in years to come. For now, the UK provides some of the best end of 

life care in the world, its shortcomings notwithstanding, but we may be sleepwalking into a 

crisis by not effectively futureproofing these services.  

Real-terms loss of funding, staffing vacancies, and insufficient staff education threaten the 

future of palliative care provision. It is also probable that existing inequalities in access to these 

services will be exacerbated by such losses. To maintain – and expand – palliative care 

provision, we must take a proactive approach to the service. A sustainable boost to funding is 



 

 

a necessary first step, followed by inspiring and educating the next generation of health 

professionals in palliative care. These actions will improve access to this expertise across the 

board, with the potential for targeted approaches to be taken to support groups for whom 

accessing such care has historically been challenging. 

Ultimately, it is true that palliative care can be regarded ‘heaven for the few’, however we have 

the power to shift this narrative. We have the opportunity to offer ‘heaven for all who need it’. 

This is a lofty ambition, but it is what our patients deserve, and what we would want for those 

close to us should the time come. 
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