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[bookmark: _Toc235099305]Abstract
The aim of this thesis was to investigate how a palliative care intervention was related to patients' quality of life in the end-of-life care setting. The physical level of comfort, the psychological support, social care, dignity and various models of palliative care were explored. A secondary qualitative research design was used. The interpretivist approach was adopted for the study which involved an analysis of the information from the peer-reviewed journal articles, systematic review and policy documents. Reflexive thematic analysis was used to identify key themes. 
The findings showed that palliative care improves quality of life when it is introduced early and delivered through a holistic and person-centred approach. Managing symptoms has helped to minimise physical pain, and psychological support has helped with emotional issues. Patient experiences also benefitted from family engagement and provision of multidisciplinary care. But a number of issues were identified in the study. The problems that were included were late referrals, unequal access to services, caregiver burden and poor coordination of services.
The study indicates that the implementation of high-quality palliative care should start early, be holistic and communication should be effective. This needs to be accompanied by better support for family carers and better service integration. These recommendations have the potential to assist health and social care staff in enhancing end-of-life care and adopting more pleasant, comfortable and dignified approaches to promoting quality of life for people who have life limiting conditions.
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[bookmark: _Toc235099306]Chapter 1: Introduction
[bookmark: _Toc235099307]Research Background
The role of palliative care in modern health and social care systems has become of primary focus because of the increasing life expectancy in the world and the increasing incidence of chronic and life-limiting diseases (Clark, 2025). The world health organisation (2023) defines palliative care as an endeavour to enhance the quality of life (QoL) of patients and their families’ experiencing issues linked with life-threatening diseases through avoiding and alleviating anguish. Contrary to curative methods which aim at eliminating the disease, palliative care emphasises comfort, dignity and holistic care towards the later stages of illness.
The health care systems of the United Kingdom and other regions of the world are also turning into more person centered and integrated care systems (World Health Organization, 2025). However, the availability of high-quality palliative care remains the same, despite the identification of policies and the rise in the number of services being offered. Judging by the reports provided by Marie Curie (2024), it is indicated that service delivery, human resource capacity, and referrals vary at the early stages. Also, there is a difference in evaluation of clinical outcomes (e.g. symptom reduction), which are frequently measured, but more prolonged aspects of quality-of-life (such as emotional well-being, dignity, social support, and spiritual comfort) are less regularly evaluated (Zheng et al., 2023). The quality of life at the end of life is a multidimensional, complex and very subjective issue. It is thus important to ensure that some palliative interventions are made to make sense of their implications on these areas (Yip et al., 2025). The available empirical studies should be critically reviewed in order to determine how far palliative care can enhance experience of the dying patients.
[bookmark: _Toc235099308]Problem Statement
Whereas it is universally recognised that palliative care is an important part of the end-of-life care, there is yet to be a clear understanding of how certain interventions affect the quality of life as a whole (Riera-Negre et al., 2024). A large part of the currently conducted research focuses more on clinical symptom management, which tends to ignore the psychological, social, and dignity-related outcomes, which are at the heart of patient experience. Moreover, according to Gwyther et al. (2026) changes in the service delivery models include hospice-based care, hospital-based care, and community-based care, which cause unevenness in patient outcomes. Lack of synthesised evidence, which is critical and consolidated, on the multidimensional effect of palliative care restricts the capacity of health and social care professionals to adopt evidence-based practice wholly (Wittayapun et al., 2025). Hence, the qualitative synthesis of the effectiveness of palliative care interventions in enhancing physical comfort, emotional performance, and dignity at the end-of-life care is required.
[bookmark: _Toc235099309]Research Aim and Objectives
Research Aim
This research will critically evaluate the effects of the palliative care interventions on the quality of life of patients who are at the end-of-life care. The study aims at assessing the role of physical, psychological, and social support interventions in ensuring patient comfort, dignity, and well-being at advanced stages of illness.
Research Objectives
· To define and critically examine the concept of quality of life within end-of-life and palliative care contexts.
· To evaluate empirical research on the physical, psychological, and social outcomes of palliative care interventions.
· To compare the effectiveness of different palliative care strategies in enhancing patient comfort, dignity, and emotional support.
· To develop evidence-based recommendations for health and social care professionals to improve quality-of-life outcomes in palliative settings.
[bookmark: _Toc235099310]Research Questions
1. How is quality of life conceptualised in the context of end-of-life care?
2. What impact do palliative care interventions have on physical symptom management and patient comfort?
3. How do psychosocial and emotional support interventions influence patient well-being and dignity?
4. Which palliative care strategies demonstrate the greatest effectiveness in improving overall quality of life?
[bookmark: _Toc235099311]Rationale and Justification
The study is justified by the increased need to have patient-centred and holistic end-of-life care in ageing populations. Although policy frameworks present a case of the necessity of palliative services, gaps in practice point at the necessity of critical evidence synthesis (Tang et al., 2025). This study can help advance professional knowledge and facilitate the establishment of evidence-based guidelines of practice by analysing multidimensional outcomes of quality of life. The results will be useful to healthcare professionals, policymakers, and organisations aiming at improving end-of-life care in terms of dignity and comfort. Outside professional relevance, this research is also a response to ethical and societal issues on equity and access in end-of-life care (Rodriguez et al., 2025). The accessibility of palliative services and their utilisation depend greatly on socioeconomic status, geographic location, and culture. The research will inform more caring, inclusive, and sustainable care practices in health and social care systems by critically examining the available evidence to identify disparities in care.
[bookmark: _Toc235099312]Structure of Dissertation
In this dissertation, there are five chapters. Chapter 1 presents background of the research, problem and objectives. Chapter 2 is a critical literature review of the empirical evidence regarding the palliative care and quality of life. Chapter 3 describes the method of research and its analysis. Chapter 4 poses the discussion and findings of the theme. Lastly, Chapter 5 offers recommendations, limitations and the end of the research.



[bookmark: _Toc235099313]Chapter 2: Literature Review
[bookmark: _Toc235099314]Introduction of Chapter
The chapter critically analyses literature available in the topic of the effect of palliative care interventions on quality of life among end-of-life patients. It investigates theoretical insights into the quality of life, considers empirical data in the physical, psychological, and social spheres, and juxtaposes various care measures (Palachi et al., 2025). This chapter also brings out the theoretical framework on which the study was based and the gaps in the research that led to the need to conduct further qualitative synthesis.
[bookmark: _Toc235099315]Conceptualising Quality of Life in End-of-Life Care
Quality of life (QoL) is a highly subjective construct that is multidimensional and goes beyond the clinical measures of health as the end-of-life care (Malhotra et al., 2025). QoL is described as the perceptions of the individuals on their place in life both in terms of culture and values and therefore is a subject and context-specific concept as defined by the World Health Organisation (Karunarathna et al., 2024). In palliative context, the quality of life (QOL) includes physical comfort, psychological stability, social connectedness, spiritual peacefulness, and dignity.
According to Marginean, (2024) the measurement scales such as the McGill Quality of Life Questionnaire and the WHOQOL instruments are attempting to operationalise these dimensions, albeit the quantitative scales are not said to do enough to capture existential issues, personal meaning and relationship issues that lie in the middle of the end-of-life experiences. Further, the cultural diversity also influences the dignity, suffering, and acceptable care, which means that universal QoL indicators may not intervene in personal realities (Grassi et al., 2024). The clash of objective prescription of the symptoms and the subjective satisfaction with the life is one of the most valuable controversies of the literature. Šip et al. (2023) claims that in as much as reduction in the symptoms is an extremely crucial factor of comfort, the patients are more likely to appreciate the relational intimacy, autonomy and spiritual reconciliation than biomedical outcomes. Therefore, QoL must be conceptualised in end-of-life care as a holistic concept, which recognises quantifiable health gains and human experience which are not quantifiable (Nakamura et al., 2025). This complexity underlines how essential it is to synthesise qualitative evidence in a critical manner as compared to relying on clinical measures.
[bookmark: _Toc235099316]Impact of Palliative Care Interventions on Physical Well-being
One of the most apparent palliative care contributions is the management of physical symptoms. According to Mendonça et al. (2025) the main interventions aimed at decreasing patient pain, breathlessness, fatigue, nausea, and insomnia enhance patient comfort. The World Health Organisation (2025) focuses on the importance of timely detection, and impeccable evaluation of pain as a key to successful palliative practice. Empirical data have constantly shown that systematic pain management guidelines and multidisciplinary symptoms evaluation enhances patient-reported levels of comfort.
Nevertheless, a critical analysis shows that there are still challenges. Choe et al. (2023) explains that the availability of opioid analgesics is still inequitable in the areas, and the issue of addiction and regulatory limitations is the factor that prevents proper pain management in some cases. Moreover, physical interventions are frequently introduced later during the disease pathways and hence their potential effect is limited. It has been suggested that early palliative care integration with curative treatment increases the management of the symptoms and in some cases, may even improve the survival (Strang, 2022). Although there is overwhelming evidence that physical symptom management is useful, other researchers suggest that over-medicalisation may also lead to loss of holistic interaction. Hvalič-Touzery et al. (2024) explains that the use of pharmacological treatments is prone to overlooking non-clinical factors of comfort including environment adjustments, alternative medicine, and communication. Thus, even though physical well-being is one of the pillars of palliative care effectiveness, it should be complemented with a wider scope of care to make any significant change in the quality of life (Loong et al., 2025).
[bookmark: _Toc235099317]Psychological and Emotional Outcomes of Palliative Care
End-of-life patients are affected by psychological distress such as anxiety, depression, fear, and anticipatory grief. Counselling, therapeutic communication and emotional support are often used as intervention methods of palliative care to overcome these challenges (Jelly and Rochmawati, 2022). There are indications that depressive symptoms are lowered through structured psychosocial interventions and patients have a better sense of security and control. According to Grassi et al. (2024) communication is very important in emotional results. Clear but caring dialogues on prognosis and care choices have the potential to decrease the uncertainties and give patients some control over their own decision-making (Lohia, 2025). However, the research results show that there is inconsistency in the skill levels of communication among professionals, and some medical staff do not train effectively to resolve emotional and existential issues.
The other most important dimension is the preservation of dignity. Emotionality is also closely correlated with a sense of autonomy and respect. Seiler et al. (2024) highlights that dignity therapy and other interventions have been found to positively impact on creating meaning and alleviation of psychological distress. Nevertheless, in clinical practice, the provision of such interventions might be constrained by the resources and the excessive workloads (Riera-Negre et al., 2024). In general, even though psychological support is identified as a part of palliative care, the inconsistency in the implementation process and lack of integration of mental health professionals implies that emotional outcomes are still the field that needs more systematic development.
[bookmark: _Toc235099318]Social and Family-Centred Dimensions of Palliative Care
The end-of-life experiences are of great relation experiences that touch on the families and the caregivers as well as the patients. The essence of social support is strictly intertwined with the positive quality of life as in most situations’ patients find comfort in the meaningful relationships and the family (Karunarathna et al., 2024). The models of palliative care are based on the inclusion of the family in the planning of the care, and recognition of the caregivers as partners in the care and as the receivers of care (McCauley et al., 2023). Research has shown that the family-centred care enhances communication, reduces the amount of conflict in the decision-making process, and satisfied with care. However, Gwyther et al. (2026) highlights the issue of burden on caregivers remains a problem. The role overload, emotional workload and financial status may adversely affect the health of both the patient and caregiver. Though these challenges have been actualised, not every caregiver support services are well structured. The palliative care models based on community can help in the improvement of social integration as the patients are provided with the opportunity to be in familiar environment (Zheng, et al., 2023). Inequalities in access however occur due to disparities in access to services and funding. Mendonça et al. (2025) states that social and family-based interventions have therefore been observed to positively contribute to quality of life, and yet there are still systemic barriers inhibiting this of equitable provision.
[bookmark: _Toc235099319]Comparative Effectiveness of Palliative Care Strategies and -Practice Implications
The quality of the palliative care significantly depends on the model of the service delivery and intervention time. Comparative research indicates that hospice-based care can result in greater patient and family satisfaction, owing to its specialised interdisciplinary teams and holistic philosophy (Mendonça et al., 2023). The perceived quality of life is closely linked to the aspects of dignity, comfort, and psychosocial support, which are characteristic of hospice settings. According to McCauley et al. (2023) hospital-based palliative care, in its turn, can be better equipped to provide enhanced access to acute symptom management, however, might be limited by institutional priorities that are all about curative or life-prolonging treatments. Home based palliative care models have also become more recognised because of the ability of letting patients stay in the familiar environments thus improving feelings of emotional security and family engagement (Seiler et al., 2024). There is evidence that palliative care should be integrated at an early stage with active treatment aimed at enhancing the management of symptoms and lowering the rates of hospitalisation and improving end-of-life decision-making. Nevertheless, the differences in the community resources and workforce capacity can constrain the regular implementation (Lee et al., 2025).
More importantly, it is important to note that no single model is universally better, instead, its effectiveness seems to be dependent on coordination, early referral, and multidisciplinary collaboration. Loss of continuity of care can manifest itself through fragmentation between primary, secondary, and specialist services (Hvalič-Touzery et al., 2024). In practice, this underscores the need to design integrated care pathways, professional education in holistic assessment and standardised frameworks of referrals. To ensure equitable opportunities to receive all-embracing palliative care, it is more critical to strengthen cooperation between services to achieve maximum results in quality-of-life (Kim et al., 2025).
[bookmark: _Toc235099320]Theoretical Framework
The earlier research is based on Cicely Saunders Total Pain Theory, which theorises end-of-life care suffering as multidimensional. In this framework, pain is not physical only but it includes psychological distress, social discontinuity, and spiritual or existential pain (Wood, 2022). Total Pain Theory is opposed to reductionist biomedical models insisting on the idea that successful palliative care requires consideration of all the interrelated aspects of human experience (Elsner and Wilson, 2024). This view is especially applicable in the evaluation of quality of life because the enhancement of symptom management may not correspond to the improvement of the overall well-being in the case when the emotional or social needs are not addressed (Guo et al., 2025).
Besides, the study also relies on the Person-Centered Care Theory that values autonomy, dignity, and respect in the individual values. The person-centred models maintain the model of shared decision-making and whole assessment, making sure that care conforms to personal meanings and preferences of patients (Appleyard et al., 2023). Collectively, these structures offer a holistic perspective on the analysis of the literature, which adheres to the interpretivist approach, which respects subjective experience and overall well-being and does not depend only on clinical measures of effectiveness.
[bookmark: _Toc235099321]Research Gaps
Although there is a large body of literature on palliative care, a number of significant gaps prompt the need to conduct research. Initially, a sizeable percentage of the research is devoted to the analysis of clinical symptom reduction, whilst a smaller amount of research offers combined analyses of multidimensional quality-of-life outcomes. This fragmentation restricts in-depth study of the interaction between physical, psychological, and social realms in determining the experience of the patient (Strang, 2022). Second, most of the available evidence is based on the high-income Western healthcare systems, which limits cultural generalisability. The differences in social norms, family setup, and spiritual faiths could be of great impact on the perception of dignity and acceptable care, but they are not well examined (Choe et al., 2023). Third, the measurement tools used in different studies are inconsistent, which makes it difficult to compare and synthesise them across studies. Various quality-of-life instruments give weight to different areas thereby making it difficult to establish overall performance (Marginean, 2024). Also, little focus has been placed on early and late timing of referrals in affecting the long-term outcomes. These gaps demonstrate the need to conduct critical qualitative synthesis that would incorporate various empirical results, which would allow a more inclusive analysis of the effect of palliative care in end-of-life situations on the quality of life.
[bookmark: _Toc235099322]Chapter Summary
The chapter was a critical review of literature regarding the multidimensional effects of palliative care interventions on the quality of life. It discussed conceptual definitions, physical and psychosocial consequences, comparative of service models, and theoretical basis. Some of the research gaps were noted especially when it comes to integrated analysis and cultural variation. The discussion lays a strong conceptual and empirical foundation on how the approach of the next chapter will be conducted.


[bookmark: _Toc235099323]CHAPTER 3: Methods
[bookmark: _Toc235099324]Introduction
The chapter describes the methodological approach followed to critically examination of the study. The chapter describes the research design, data sources, search strategy, inclusion and exclusion criteria, quality appraisal and analysing procedure used.
[bookmark: _Toc235099325]Research Design and Philosophies
The type of research in this study is secondary qualitative research that is based on the interpretivist philosophy of research. Interpretivism is well suited for health and social care research because it has an emphasis on the subjectivity and social construction of human experiences such as illness, suffering and quality of life (Pius et al., 2020). Interpretivism acknowledges that meaning is produced in the co-construction of the social, cultural, and relational contexts of individuals (Denzin and Lincoln, 2017), unlike positivist approaches which are more concerned with objective and generalisable truths. As data is analyzed, the inductive approach in this study enables the themes to emerge from the data, instead of using preexisting theories to impose themes upon it (Braun and Clarke, 2021). 
[bookmark: _Toc235099326]Data Sources
This study uses secondary data sources such as peer-reviewed journal articles, and systematic reviews. Secondary qualitative analysis is the analysis, or processing of qualitative data that has been gathered by someone else or with the aim of answering a different research question (Ruggiano and Perry, 2019). This is a chance to get the most use out of the data, especially when combining data from several studies to answer larger research questions (Johnston, 2017).
[bookmark: _Toc235099327]Search Strategy
The literature search was conducted by adopting systematic search strategy. Medline/PubMed, Cumulative Index to Nursing and Allied Health Literature (CINAHL), PsycINFO, Scopus, Cochrane Library and Google Scholar were searched electronically. were included in the population terms. Hand searched other reference lists of included articles, key journals to look up additional relevant articles.
[bookmark: _Toc235099328]The Inclusion/Exclusion Criteria
Specific inclusion criteria were used to assure methodological differences and relevance. In addition, systematic reviews and meta-analyses, scoping reviews and policy reports from official organisational publications were considered. Studies that only included paediatric palliative care, but did not offer transferable insights, were not published since 2016, were not in English, and were opinion pieces, editorials or conference abstracts not detailed enough were excluded. 
[bookmark: _Toc235099329]Quality Appraisal
Each of the criteria was scored from 1 to 5 and the overall score used to rate the source as suitable or not. The sources with the scores of 1 or 2 were regarded as weak sources and were not recommended. This quality appraisal process was used to guarantee that only sources that are credible, relevant and authoritative were used in the overall analysis.
[bookmark: _Toc235099330]PRISMA Diagram
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[bookmark: _Toc234322482][bookmark: _Toc235099331]CRAAP Table
	Article
	Currency
	Relevance
	Authority
	Accuracy
	Purpose
	Score

	Karunarathna et al. (2024)
	5
	5
	4
	5
	5
	5/5

	McCauley et al. (2023)
	5
	5
	5
	5
	5
	5/5

	Seiler et al. (2024)
	5
	5
	5
	5
	5
	5/5

	Choe et al. (2023)
	5
	3
	4
	4
	4
	3/5

	Zheng et al. (2023)
	5
	5
	5
	5
	5
	5/5

	Hvalič-Touzery et al. (2024)
	5
	2
	4
	4
	3
	2/5

	Strang (2022)
	5
	5
	5
	5
	5
	5/5

	Gwyther et al. (2026)
	5
	3
	5
	5
	4
	4/5

	Riera-Negre et al. (2024)
	5
	4
	4
	5
	4
	4/5

	Malhotra et al. (2025)
	5
	5
	5
	5
	5
	5/5



[bookmark: _Toc235099332]Data Analysis
Thematic analysis was chosen as the analysis technique for this study as it proved to be flexible, easily accessible and suitable to uncover patterns and meanings in qualitative data (Braun and Clarke, 2021). Saunders et al. (2023) state that one of the most popular and versatile ways of analyzing qualitative data gathered during health services research (HSR). The analysis used the six phases of reflexive thematic analysis (Braun and Clarke, 2021), which highlight the active (co)construction of themes by the researcher, rather than their discovery. The first stage was to familiarise with the data which included reading all sources included, and re-reading the sources to gain a deep understanding of the content, initial impressions and potential patterns were noted. In the second phase, initial codes were generated, which involved systematically coding the data, but codes were generated inductively, which meant that they emerged from the data, rather than being predetermined. The third stage was to develop initial themes, which entailed clustering codes and organizing them into themes that emerged from the data and represented important patterns in the data, as well as finding connections between codes and thinking through the relationship of codes to the research questions. The fourth phase was to review themes - potential themes were reviewed and adapted to be coherent, distinct and supported with the data and themes were tested against the original data to check for validity. The fifth phase was the process of defining and naming themes, here the themes were well defined and named, with a short description of the scope and content of each theme, and the theme was analysed in detail. The sixth step was the report writing stage during which the final analysis was put into words, the themes and supporting evidence from the sources were presented.
[bookmark: _Toc235099333]Ethical Considerations
This study is a secondary analysis of published literature and approval from the authors of the original articles was requested. A few ethical aspects, however, guided the research process. Plagiarism and cheating were avoided by correctly quoting and referencing all sources in the Harvard referencing style to give credit to the original authors. Plagiarism was avoided by giving credit to all sources of information for ideas, findings and quotations. This study is not directly related to contact with the research subjects but nevertheless respects the dignity and experience of patients and/or their families whose voices are represented in the primary studies.
[bookmark: _Toc235099334]Methodological Limitations
Several methodological restrictions must be noted. This study is a secondary qualitative study, which is dependent on the quality and scope of the primary data available. The search was restricted to literature in English and thus may not include literature published in other languages. Sources published in the last decade have been included, which might mean that foundational studies are not included. The interpretivist approach is the approach which emphasizes the interpretation of the findings by the researcher instead of the objective facts.
[bookmark: _Toc235099335]Chapter Summary
This chapter has explained the methodological processes followed for this study, such as the interpretivist research design, secondary qualitative data sources, systematic search strategy, and quality appraisal by CRAAP framework. The results of the thematic analysis are presented in the next chapter and the implications of the results for palliative care practice is discussed.


[bookmark: _Toc235099336]CHAPTER 4: Results and Discussion
[bookmark: _Toc235099337]Introduction
The sections present the results using the thematic analysis with the discussion of the research questions and related literature. The themes relate to the findings and fulfilling the research aims and theory. This chapter also serves as a link between the literature and the final recommendations, as it offers an interpretation of the evidence discussed in relation to practice in health and social care. The discussion is organized according to the themes to enable each finding to be related to the research questions and to the theoretical concepts utilized in the dissertation. It is important to note that the themes do not need to be viewed as distinct categories as quality of life in the context of end-of-life care is influenced by the interplay of physical, emotional, family and dignity and spiritual peace. The chapter therefore understands palliative care to be a holistic approach and not just a clinical service. This aligns with the broader concept of palliative care which aims to ensure a better quality of life through early identification, assessment and treatment of physical, psychosocial and spiritual issues (WHO, 2020). The chapter therefore considers palliative care's ability to enhance quality of life and how this happens.
[bookmark: _Toc235099338]Theme 1: Identification of Feeling Comfortable and Managing the Symptoms
The first theme emphasizes the importance of palliative care as a component of the management of physical symptoms and improving patients' comfort. The symptom control was identified as a key criterion of the effectiveness of palliative care in all the sources reviewed. Karunarathna et al. (2024) showed that systematic management of symptoms such as pain, breathlessness and fatigue were helpful and meaningful to patient comfort. Timeliness of detection and “perfection” of assessment of pain are key to successful palliative practice, the World Health Organization (2025) emphasises. This discovery agrees with the recent trend to establish palliative care earlier as opposed to its terminal use. Mendonça et al. (2025) pointed out that physical interventions are often only implemented late in the pathway of the disease and thus have limited impact. This indicates that there are ongoing barriers to the effectiveness of physical symptom management, such as delays in referral and lack of workforce capacity. A serious conflict between the medicalization and a holistic approach to care arose. Pharmacological treatments may be inadequate, overlooking the non-clinical aspects of comfort such as the environment, complementary therapies and therapeutic communication (Hvalič-Touzery et al., 2024). This finding echoes the Total Pain Theory (Saunders, 2022) that successful palliative care care involves caring for the physical, psychological, social and spiritual aspects of pain. The results support the essential role of physical symptom management in palliative care in being effective. The fact that access inequalities persist and delays in accessing services exist, however, suggests that there is a need for system-level improvements. 
The results indicate that physical comfort is generally the initial and most obvious benefit that patients and families perceive because of palliative care. Patients may experience pain, breathlessness, fatigue, nausea, insomnia and reduced mobility which have a direct impact on their everyday functioning and may lead to feelings of dependency, insecurity and distress (Ashley Leak Bryant et al., 2023). This is why symptom management is important in improving quality of life as it will help the patient to experience less suffering and be calmer and in control during the later stages of illness. But there's more to symptom control than just drugs. Positioning, personal care, setting, communication and sleep support and reassurance by people involved may also be important for comfort. This is crucial as the physical symptoms can interact with emotional distress. Breathlessness if not well managed can increase fear; continuous pain can decrease mood, sleep and family interaction (Hill et al., 2023). So, it is a theme that is based on Total Pain Theory, which is that there is no such thing as being in pain physically without psychological, social and spiritual pain. It is also made clear in the evidence that early palliative care is significant as there is limited time to consider symptoms, plan for care and engage families if referral is made late. The guidance from the World Health Organization (WHO) states that early palliative care can enhance quality of life and decrease unnecessary hospital admissions and health service use (World Health Organization, 2020). Comfort is a part of quality of life and is best served when coupled with whole-of-life support. 
[bookmark: _Toc235099339]Theme 2: Psychological and Emotional Well-being
The second theme is about the psychological and emotional results of palliative care interventions. Anxiety, depression, fear and anticipatory grief are frequently symptoms of end-of-life and psychologic support is crucial to improving the quality of life. Riera-Negre et al. (2024) found that whilst psychological support is seen as essential to palliative care, there were unsuccessful implementation of psychological support in an integrated way with mental health professionals, leaving emotional outcomes as a dimension that still needs to be developed systematically. This theme should be explored further as for people facing the end of their lives emotional distress may be as much an issue as physical pain. Patients can be fearful of dying, losing independence, leaving unfinished tasks, family, financial concerns and being a burden. Although physical symptoms may be treated, these concerns can diminish the quality of life. Thus, psychological support is not an extra service but should be considered as an integral component of palliative care. Fears can be expressed and isolation alleviated with therapeutic communication, counselling, spiritual support and reassurance and shared decision making. The results also indicate that communication is key to emotional health. Discussions on prognosis, treatment options and future care can be honest, but sensitive, and help to diminish uncertainty and provide some control for the patient. This is a connection to the Person-Centred Care Theory as patients feel emotionally secure when their preferences, values and choices are respected. NICE has highlighted a number of key areas for adult end-of-life care including advance care planning, co-ordinated care, out of hours' care and support for carers (NICE, 2021). One important dilemma is that while in principle psychological support may be accepted, in practice it is not applied. Emotional concerns might be neglected due to time pressure, shortage of resources and employees, and lack of specialist mental health support (Zhang et al., 2024). This indicates a need for more psychological assessment in routine practice for palliative care services. As it applies to the research question, psychosocial interventions can help patients feel heard, respected and supported, boosting their well-being and dignity.
[bookmark: _Toc235099340]Theme 3: Social Support and Family Centred Care
The third theme is about the social and family focused aspects of palliative care. End of life experiences are very relational – impacting families/caregivers as well as patients. Karunarathna et al. (2024) highlighted that social support is an inherent part of good quality of life as patients are likely to find comfort in meaningful relationships and family support. Increasingly, models in palliative care recognise the importance of involving families in planning the care and consider the family carer as a partner to care as well as a caraee (McCauley et al., 2023). Studies have shown that family-centred care improves communication, decreases the conflict in decision-making and increases satisfaction with care. Gwyther et al., (2026) noted, however, that burden of caring is still a major issue. 
Hvalič-Touzery et al. (2024) examined technology acceptance among nurses who care for the older population and highlighted the barriers and facilitators to technology adoption. Even though this study was not primarily concerned with palliative care, there was a potential for welfare technology to help with families' care and to alleviate the burden of caregivers, which means opportunities for innovation. Technology has the potential to assist family centred care and further research is needed, especially in low resource community locations. These results are very supportive of the theoretical framework with its focus on social dimensions of suffering as expressed in Total Pain Theory (Finkelstein et al., 2025).
The analysis shows that family-centered care is needed as end-of-life care impacts on the patient and their loved ones. Family members are often comforting to patients emotionally, and meaningful conversations and the sense of continuity of one's relationships is comforting to patients. Families can also take part in decision making, watch for signs of illness, offer care to the person and talk with professionals (Montori et al., 2022). This can be particularly beneficial to the longevity of quality of life, which can be enhanced by reducing loneliness and ensuring that care is aligned with the patient's values.
The findings, however, also reveal that family-centred care can be a burden in the absence of adequate supports for carers. Feelings of emotional exhaustion, worry and lack of preparedness can occur among family members, especially if the patient is receiving care at home. The carer's job might be to provide medication, care, night-time monitoring and challenging decisions. The Better End of Life report by Marie Curie shows that many individuals are dying without the services and support required by them and their unpaid carers (Marie Curie, 2024). This reinforces the notion that family-centred care should involve practical and emotional support for carers and not just leave carers to deal with complex care.
Inequality in social support is also emphasised. Good social support, financial security and good local services may be associated with better quality of life for patients than social isolation or living in areas with less provision. According to Marie Curie 2024, approximately 100,000 individuals die every year in the UK without receiving palliative care, access to care is lower for those living in lower socio-economic groups, ethnic minority groups and non-cancer diagnosis groups (Dramba et al., 2025). So social support is not just personal, but also an issue of equity and service organisation.
[bookmark: _Toc235099341]Theme 4: A Right to Dignity and Holistic Care 
The fourth theme focuses on maintaining dignity and on giving care which includes the four components – physical, psychological, social and spiritual. The results of the study conducted by Zheng et al. (2023) are compelling enough to suggest that dignity therapy is beneficial to the psycho-spiritual well-being and quality of life of terminally ill patients. Their systematic review and meta-analysis showed that interventions focusing on dignity improved emotional health, spiritual comfort and quality of life, suggesting that dignity therapy should be implemented into EoLC. Seiler et al. (2024) also reported that dignity therapy helped to decrease psychological distress and increase levels of meaning and dignity. They were confirmed by Grassi et al. (2024) who investigated the concept of dignity in medicine and found that dignity-centred evaluation and treatment are crucial factors in palliative care. 
The Total Pain Theory (Saunders, 2022) was used as a theoretical framework to explore the understanding of dignity and holistic care. It is a framework that postulates that the experience of end-of-life suffering is a multidimensional phenomenon involving physical, psychological, social and spiritual or existential components (Wood, 2022). Total Pain Theory is a theory that argues against reductionist biomedical approaches, and states that a holistic approach is necessary to palliative care and that all aspects of the human experience are interrelated (Elsner and Wilson, 2024). While these dimensions are generally measured qualitatively, in quantitative scales they are trying to capture these dimensions, as pointed out by Marginean (2024), there are scales that try to operationalise these, but they aren't necessarily going to capture the existential issues, the personal meaning, the quality of relationships at the heart of end-of-life experiences. This is congruent with the Total Pain Theory linking to the effective palliative care approach that requires consideration of many aspects of suffering. The current tools, however, have limitations in measurement, and therefore, a qualitative method to assess patients' experience of the quality of life is desirable. It is important to note that the findings can be understood through the lens of the Person-Centered Care Theory that has a focus on autonomy, dignity and respect for individual values (Appleyard et al., 2023).
Results demonstrate that dignity is not only a moral value, but it is also a practical consequence of good palliative care. Patients who are treated like persons with histories, identities, beliefs and preferences, instead of as passive recipients of clinical treatment, are treated with dignity. Dignity can be supported by means of privacy, respectful language, shared decisions and cultural sensitivity, spiritual care and attention to what is important to the patient. This is relevant to quality of life, as patients might experience emotional damage if they feel a loss of control, poor communication or lack of respect (Ahmed et al., 2025). The theme also demonstrates that dignity cannot be preserved with symptom relief alone, such as is provided by other therapies, and that care which provides dignity must be holistic. A patient can have the pain under control and yet if his fears, relationships, privacy or spiritual issues are not addressed he can feel distressed (García-Navarro, Garcia Navarro and Cáceres-Titos, 2023). This is in keeping with Total Pain Theory which considers suffering as multi-dimensional. It's also the underpinning of Person-Centred Care Theory as dignity is about acknowledging “the person who has the illness.” According to the World Health Organisation guidelines, palliative care is acknowledged as part of the human right to health, and should be provided through integrated, person-centred services focussed on people's needs and preferences (World Health Organisation, 2020). However, dignity is hard to maintain in over-extended services. There might be more focus on clinical processes, risk management and discharge planning, and less time for more in-depth discussions in hospital settings (Yip et al., 2025). This demonstrates that dignity is enhanced when staff are professionally committed and conditions of service enable them to provide individually tailored and compassionate care.
[bookmark: _Toc235099342]The Comparative Effectiveness
The fifth theme focuses on the effectiveness of the different models of palliative care service delivery and their implications on the quality-of-life outcomes. Comparative research suggests that hospice care may lead to higher levels of patient and family satisfaction, as it offers a more holistic approach and has interdisciplinary teams which are more specialized than those found in other care settings (Mendonça et al., 2025). Perceived quality of life is strongly associated with items that are characteristic of hospice settings such as aspects of dignity, comfort and psychosocial support. McCauley et al. (2023) concluded that palliative care in the hospital setting could offer greater access to the management of acute symptoms but may be less available by other institutional priorities that focus on the care of the patient's life or his/her cure. This conflict between 'cure' and 'palliation' in hospital continues to be a major problem. The palliative care models that are in place in homes have been increasingly recognised, due to the benefits they offer to patients staying at home which include enhanced emotional security and family engagement (Seiler et al., 2024). But variations in the resources available in communities and the capacity of the workforce can limit the ability to implement consistently. The timing of integration of palliative care was identified as a key factor. Strang (2022) gave evidence that early palliative care involvement with curative care resulted in better symptom management, fewer hospitalisations and better end-of-life decision making. This is in line with the emerging recognition of the need to implement palliative care earlier in the disease cycle (Wittayapun et al., 2025).
Gwyther et al. (2026) have estimated the economic costs of investing in palliative care services, showing that palliative care has the potential to decrease admission to hospital, reduce the cost of health care and draw in more resources. This study has been done mainly to gather data on financial and policy outcomes, but it was important for the greater value of palliative care to be gathered as well. Building on the work of Malhotra et al., (2025) an umbrella review of patient and carer reported measures for assessing outcomes of quality of palliative care was conducted, providing a deeper understanding of the multidimensional aspects of quality of life and underlining the need to consider the perspectives of both patients and caregivers in measuring the effectiveness of palliative care. Riera-Negre et al. (2024) found service delivery challenges and future improvements to palliative care systems such as the need for personalised care, family engagement and emotional support. They point out problems and possibilities in achieving a better quality of life through palliative care in their systematic review. There is evidence that there is no one best way to deliver a service - that effectiveness comes down to the elements of coordination, early referral and multidisciplinary working. There is a risk of the fragmentation between primary, secondary and specialist services leading to loss of continuity of services, care (Hvalič-Touzery et al., 2024). This highlights the importance of interprofessional working, training and education in holistic assessment, and the need for a standardised referral system. The economic evidence offered by Gwyther et al. (2026) bolsters the case for investment in palliative care, but the emphasis on economic outcomes as opposed to clinical or humanistic outcomes confirms the need for a balanced picture of evidence that integrates both with the clinical and humanistic outcomes.
Comparative results indicate that it is not the setting of palliative care per se, but timely, coordinated and responsive palliative care that is effective. Because hospice care is often focused on comfort, dignity, psychosocial support and family involvement, it may be effective (Seiler et al., 2024). There may be specialist hospice teams who are more used to dealing with the complex end of life needs and supporting relatives. But not every patient will have access to hospice and some may be referred too late to benefit from it. There are various strengths of hospital-based palliative care. Hospitals offer quick clinical evaluation, control of acute symptoms and medications. This can be significant if the patient has extreme pain or difficulty breathing or has a sudden change in condition. But curative priorities, ward pressure, lack of privacy and discharge pressure can also influence the care received in a hospital. This makes it more difficult to sustain the 'whole person' approach of palliative care unless specialist palliative care (SPC) teams are engaged from an early stage. Emotional security may be provided by home based palliative care as many prefer to be in a familiar environment and near family (Staats et al., 2025). However, home care relies on community nursing, general practice, medication, equipment and out of hours advice being available. Marie Curie highlights an ongoing postcode lottery, whereby individuals may receive integrated services which would allow them to stay at home at the end of their lives and reduce distressing ambulance calls and A&E visits (Marie Curie, 2024). All in all, there is no one single best model (Tang et al., 2025). Optimal palliative care approaches include early referral, multi-disciplinary working, the involvement of families and symptom control and dignity-based practice.
[bookmark: _Toc235099343]Summary of Findings
The thematic analysis resulted in five general themes that gave the whole picture of the impact of palliative care interventions on end-of-life patients' quality of life. Palliative care is effective at providing physical comfort and symptom management; there are inequalities in access to palliative care and it often comes too late. Dignity therapy and therapeutic communication help to enhance the psychological and emotional wellbeing, but it has implementation challenges. Social support and family centred care contributes to improving the quality of life but the burden of the caregiver and gaps in support should be addressed. The care and service delivery must be focused on dignity and holistic care but may not adequately represent existential aspects. Effectiveness of service delivery models is not consistent as there is no single best practice model, it relies on coordination, timing and integration.
The findings demonstrate how the five themes are interrelated. Physical comfort can help to alleviate anxiety, emotional support can boost dignity, family involvement can help to decrease isolation and coordinated services can help with all aspects of quality of life. Weakness in one can be destructive of the others, however. For instance, emotional distress can result from poor symptom control and the sense of caregiver burden and lack of trust can come from poor communication. For this reason, palliative care will have the greatest impact on improving quality of life when it is provided as a whole person approach.
[bookmark: _Toc235099344]Relationship to Research Questions
The results directly answer all four of the research questions. The analysis shows that quality of life for palliative care is a multi-dimensional concept, comprising of physical comfort, psychological well-being, social support, dignity and spiritual peace (Karunarathna et al., 2024). This conceptualisation is quite similar to the World Health Organization (WHO) definition and the Total Pain Theory (Saunders 2022) that focuses on the interrelatedness of the dimensions of pain. Taking a multi-disciplinary team approach, starting palliative care early, and using interventions that focus on a person's dignity are the most effective palliative care strategies for improving their overall quality of life (Strang, 2022). But effectiveness needs to be contextualized such as service coordination, workforce capacity and individual patients' preferences (Riera-Negre et al., 2024).
The first research question is answered by demonstrating that quality of life is of a multidimensional nature and includes comfort, autonomy, emotional peace, family connection, dignity and spiritual well-being. The second research question is addressed by demonstrating that palliative interventions are able to reduce pain and improve the management of breathlessness and symptom assessment, thus improving comfort. The evidence that emotional and psychosocial support is reducing fear, protecting dignity and improving patient control is the answer to the third research question. The fourth research question is answered by demonstrating that early, multidisciplinary, coordinated and family inclusive approaches are most effective.
[bookmark: _Toc235099345]Contribution to Knowledge
This research makes a number of contributions to the knowledge. It offers an in-depth review of evidence regarding the multi-dimensional impacts of palliative care interventions across patients' quality of life and identifies gaps in previous studies that has been largely focused on clinical outcomes and not on patients' lived experience. Total Pain Theory and Person-Centered Care Theory, showing that they are still valid. It points to research gaps such as the need for more elaborate instruments for measuring quality of life and research to explore technology-based family centred care modes. This study adds to knowledge by demonstrating that the effectiveness of palliative care is not just measured by clinical outcomes, such as pain scores, admissions to hospital or drug use. All these are important outcomes, but they cannot encapsulate the lived experience of dying. Dignity, emotional security, spiritual comfort, autonomy and family relationship and the comfort as perceived by the patient, should be included in a stronger understanding of quality of life. The study also shows a need to develop improved measures of quality of life that incorporate the patients' and caregivers' points of view.
[bookmark: _Toc235099346]Chapter Summary
To sum up, Chapter 4 has demonstrated that if palliative care interventions are delivered timely and in a holistic and person-centred manner, the quality of life of end-of-life patients can be improved. The chapter has shown that comfort, psychological support, sociality, dignity and the delivery of coordinated services all affect the patients' experience. The results also indicate that late referrals, differential access, burden of caregivers, and lack of coordination of services can hinder effectiveness. These findings are the basis for practice recommendations and a conclusion in Chapter 5.


[bookmark: _Toc235099347]CHAPTER 5: Recommendations and Conclusion
[bookmark: _Toc235099348]Introduction
This chapter offers suggestions and the conclusions of the dissertation. The aim of the study was to examine critically the effect of palliative care interventions on quality of life in the patients at the end of life based on the aspects of physical comfort, psychological support, social care, dignity and comparative effect of palliative care models. The results of Chapter 4 highlighted that palliative care can enhance quality of life and is effective when delivered in a coordinated manner, with the family included and assessment in a holistic manner and is accessed early.
[bookmark: _Toc235099349]Recommendations for Health and Social Care Practice
The recommendation is that palliative care should be available earlier in the pathway of illness, and not late in life. The results indicated that the late referral reduces the chance to control symptoms, establish a relationship, engage families and explore care preferences. Early palliative care can help with more effective pain management, fewer avoidable hospital admissions and for patients to have chance to plan care based on their values (World Health Organization, 2020). Earlier identification tools and referral pathways should therefore be used by professionals for patients who have advanced, progressive or life limiting conditions. The second is to reinforce whole assessment in normal work. Assessment should not be based around pain or medication or physical deterioration. Psychological distress, social support, spiritual concerns, dignity, communication needs and family circumstances should also be included (Sailian et al., 2024). This recommendation goes together with Total Pain Theory, which states that suffering at the end of life is multi-dimensional. Nurses, doctors, social workers and palliative specialists should have regular review meetings and use person-centred assessment tools to establish changing needs in practice.The third recommendation is to enhance communication and to advance care planning. Patients should be encouraged to express their wishes, the place they wish to be treated, treatment options and their fears sensitively. Good communication can help to diminish uncertainty and enhance emotional health. Advance care planning, co-ordinated care and out-of-hours care and support for carers are key quality areas in end-of-life care identified by NICE (2021). Hence a training for professionals in compassionate communication and shared decision making should be provided.

[bookmark: _Toc235099350]Recommendations for Services and Policy
Another recommendation is for services to take better account of the need for coordination between the hospital, hospice, primary care and community teams. As demonstrated in Chapter 4, there is no single model of palliative care which is uniformly better. These services can offer excellent holistic care, hospitals can control acute symptoms and home-based care can bring greater emotional security. But fragmentation of services makes each model weaker. Continuity of care should be achieved through integrated care pathways, shared records and multi-disciplinary meetings. More structured support should be provided for family carers. Results revealed the importance of the role of families in emotional and practical care, and the high level of caregiver burden. Services should offer carers with education, emotional support, respite and bereavement support and clear emergency contacts. Unsupported carers can have stress and exhaustion and this can have a negative impact on the patient's quality of life. Marie Curie (2024) states that support is not being provided for many people towards the end of life and their unpaid carers. The last service-level recommendation is to tackle access inequalities for palliative care. The findings identified that access may vary based on diagnosis, ethnicity, socio-economic position, location and availability of community services. Commissioners and policy makers should make sure that palliative care is accessible to non-cancer conditions, minority groups and patients in areas of poor access. This is needed to increase equity in palliative care.
[bookmark: _Toc235099351]Limitations and Future Research
This dissertation is subject to certain limitations. It was a secondary qualitative study, relying on the quality, extent and interpretation of literature that has been published. Primary data were not collected from patients, carers or professionals and therefore experiences were not collected directly. In addition, the search for literature was conducted in English and only recent literature was included; this may have missed other cultural or historical points. Future research needs to involve primary qualitative studies of patients at the end of their lives, their families and frontline professionals. Further studies should also focus on non-cancer palliative care, dignity with culturally diverse experiences, and technology-supported family care. Future research needs to create quality of life instruments to measure emotional, relational and spiritual outcomes as well as physical symptoms.
[bookmark: _Toc235099352]Conclusion
Finally, the dissertation has demonstrated that timely, holistic and person-centred palliative care interventions are beneficial for the quality of life of end-of-life patients. The study showed that physical symptom management is important, but it alone is insufficient. In addition, the psychological support, the role of family, dignifying the patient, providing spiritual comfort and coordinating the services are also salient aspects of the patient's experience. The results are in line with the theories of Total Pain and Person-Centred Care Theory, indicating that a person's QOL is influenced by a combination of physical, emotional, social and existential needs. In general, palliative care is a whole-of-patient way of caring for patients and not just a way to manage their symptoms at the end. Health and social care services need to focus on early referral, comprehensive assessment, empathetic communication, support for carers and accessibility for all to improve outcomes. With these recommendations in place, palliative care has the potential to more effectively safeguard the comfort, dignity and well-being of those nearing the end of life.
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	Search Concept
	Search Terms

	1. Population/Concept
	"Palliative Care" OR "End of Life Care" OR "Terminal Care" OR "Hospice Care"

	2. Intervention/Exposure
	"Palliative Care Intervention" OR "Symptom Management" OR "Psychosocial Support" OR "Dignity Therapy" OR "Family Support"

	3. Outcome and Results
	"Quality of Life" OR "Well-Being" OR "Patient Comfort" OR "Psychological Distress" OR "Caregiver Burden"

	Search String Method
	(1 AND 2 AND 3)



[bookmark: _Toc235099356]CRAAP Evaluation
The overall CRAAP test was conducted as considering the ten primary sources. An example of the evaluation is identified as follows:
Currency: The selected articles were published between 2022 and 2026 which is ensuring that the information is relevant and recent.
Relevance: The sources were selected for describing the direct contribution to the research aims and questions associated with the palliative care and QoL.
Authority: The selected sources were selected using peer-reviewed academic journals (e.g., BMJ Supportive & Palliative Care, BMC Palliative Care, Journal of Pain and Symptom Management) which are also authored by experts in the related field.
Accuracy: The information was cross-verified with the support of the evidence from different sources.
Purpose: The sources aim to make informed decision and provision of the evidence-based analysis while meeting to the academic objectives in the completion of the dissertation.
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