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Abstract: Interest in the potential for public health and palliative care to work together is now
widely established. Based on a mapping review of existing literature, we describe for the first
time the ways in which public health has entered palliative care policy and practice and how
this has been specifically articulated. We then go on to pursue analytical and critical lines of
enquiry that are largely absent from the existing literature. We do this in three ways: (i) by
considering why the link between public health and palliative care has become so ubiquitous
within palliative care policy; (ii) by establishing how this has been constructed; and (iii) by
exploring public health as a ‘reference discipline’ from which its ‘secondary deployment’ can
become embedded inside another disciplinary field. From this, we develop a range of critical
perspectives on the relationship between public health and palliative care by scrutinising
its claims of utility and effectiveness and questioning the strength of the interdisciplinary
interaction between the two disciplines. We see their relationship in a ‘cross disciplinary’
context which is still largely symbolic and tactical in nature. We conclude by considering
the significance of these insights for policy and practice, with two possible scenarios. If the
use of public health is essentially figurative and its resources are not unique, the particular
and exclusive use of the term becomes insignificant. Progressive and effective policy and
practice is possible, independent of any explicit public health label. If however public health is
considered to have intrinsic and definable worth, we suggest that this currently asymmetrical
association needs to be significantly developed with much higher levels of theoretical,
practical and critical engagement between the two disciplines. Such work would result in
more reflective and robust policy and practice.
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Introduction
The past 30 years have seen the emergence of a
potentially productive interaction between the
discipline of ‘public health’ and a range of health
topic areas (such as obesity and drug misuse)1,2
and medical specialties (such as obstetrics and
cardiology).3,4 One such expression has been in
palliative care, where the recognition that death,
dying, loss and care giving exist to some extent
beyond the domains of individualistic therapeutic
intervention, and therefore have something to
gain from a closer association with public health.5,6
This relationship has to this point largely been
couched in positive terms, wherein public health
is seen as a compelling resource for shaping future
directions in palliative care policy.6 This paper
journals.sagepub.com/home/pcr

explores a range of more critical reflections with
regard to making further improvements to the
policy and practice that flows from this
relationship.
We start by establishing an historical and definitional context, showing how public health has
entered palliative care narratives and then more
explicitly, clarifying the various forms of articulation that have been expressed in the existing literature. By exploring the deeper nature of the
relationship and the drivers that have nurtured it,
we then go on to pursue original and hitherto
unconsidered analytical lines of enquiry that have
the potential to impact on policy and practice. We
do this in three ways: (i) by considering why the

Correspondence to:
Sandy Whitelaw
School of Interdisciplinary
Studies, University of
Glasgow, Dumfries
Campus, Dumfries DG1
4ZL, UK.
alexander.whitelaw@
glasgow.ac.uk
Sandy Whitelaw
School of Interdisciplinary
Studies, University of
Glasgow, Dumfries, UK
David Clark
School of Interdisciplinary
Studies, University of
Glasgow, Dumfries, UK

1

Creative Commons CC BY: This article is distributed under the terms of the Creative Commons Attribution 4.0 License (http://www.creativecommons.org/licenses/by/4.0/)
which permits any use, reproduction and distribution of the work without further permission provided the original work is attributed as specified on the SAGE and Open
Access pages (https://us.sagepub.com/en-us/nam/open-access-at-sage).

Palliative Care: Research and Treatment 00(0)
relationship with public health has become so
ubiquitous within palliative care policy; (ii) by
establishing how it has been constructed; and (iii)
by understanding the implications of this particular engagement as a reflection of a wider theoretical trend, that sees public health as a ‘reference
discipline’7 being used as a form of what we term,
secondary deployment – wherein public health is
embedded inside another disciplinary field.
Based on a series of expressed views that the association between public health and palliative care
is still in its infancy and lacking in conceptual
coherence,8 short of significant empirical evidence9 and practically bound by a series of ‘challenges’,10 we then go on to develop more novel
ground in suggesting a range of critical perspectives on the relationship. Finally, we use this critical base to explore the fundamental directions
this secondary deployment might take in the public health and palliative care context and consider
how the relationship might be enhanced. We
believe that, to date, the engagement has been
somewhat rhetorical, rudimentary and overly
optimistic, suggesting the need for more applied
and critical forms of engagement between the two
disciplines.
We conclude that this relationship might develop
in two ways. If public health is essentially ambiguous, symbolic and not unique, the particular and
exclusive use of the term becomes insignificant.
In that context, progressive and effective policy
and practice might be possible, independent of
any explicit public health label. If however the
public health term and its associated practice and
knowledge base are considered to have intrinsic
and specific worth, we suggest that there is a need
to break through the superficiality and consensuality of current secondary deployment narratives
and realistically accept the complex nature of the
association and the possibility of divergent or
even conflicting perspectives.
The material for this work was identified via a
‘mapping’ review11 that charts and categorises
existing literature on a particular policy topic. We
located a range of material across the period in
which the public health-palliative care association
developed, particularly reflecting an on-going
intensification of interest over the past 10 years.
The key pieces of literature are set out in Table 1.
The majority of this material was of a theoretical
and declaratory nature, with relatively little
reporting on empirical practice. The aim of this
2

paper is therefore to develop supportive and critical reflections of this ground.
A description of the evolution of the
relationship
Over time, activists and commentators have suggested the need for palliative care to be understood as a public health issue.6,23 This originated
in the 1980s when palliative care emerged as an
innovative `field’ of intervention and first received
recognition from the World Health Organization
(WHO).24 Initially, this took the form of a focus
on cancer pain relief,25 which included some public health values. The approach was predicated on
three foundational measures, deemed low cost
but capable of producing big effects: education
(public and professionals); drug availability
(changes to legislation and prescribing practices);
and governmental policy (supporting the other
measures).
In 1990, the WHO12 publication Cancer Pain
Relief and Palliative Care maintained a focus on
cancer, but engaged more widely with the question of palliative care by considering what could
– and should – be done to comfort patients suffering from the painful symptoms associated with
advanced malignant disease. In a context of recognising the scale and complexity of these problems, it marshalled arguments for palliative care
based on the magnitude of unrelieved suffering
borne by the majority of terminally ill patients.
Although pain relief methods were emphasised,
in the spirit of broadening the scope of appro
aches and in line with the holistic orientation of
palliative care, other physical, psychological and
spiritual needs were also included in the recommendations. The foundation measures were now
applied to this broader set of goals. The work was
a landmark in the history of palliative care, which
had now been framed by the WHO as a global,
public health issue and defined as:
The active total care of patients whose disease is not
responsive to curative treatment. Control of pain, of
other symptoms, and of psychological, social and
spiritual problems, is paramount. The goal of
palliative care is achievement of the best quality of
life for patients and their families.12

Twelve years later in 2002, a new definition
appeared from the WHO that further developed
its public health character – particularly,
journals.sagepub.com/home/oed
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Explores the development of palliative care through effective, low cost approaches
Examines end-of-life care beyond palliative boundaries, describing a public health vision that involves
whole communities adopting a compassionate approach to dying, death and loss
Describes a ‘Public Health Strategy’ (PHS) based on ‘four key pillars’: appropriate policies; adequate drug
availability; education of policy makers, health care workers and the public; and implementation
Describes the essential features of palliative care and public health and provides a sociological
justification for adopting a public health approach to end-of-life issues
Reviews the progress made in research into global palliative care development during the first decade of
the new millennium, setting out the work that has been done by key non-governmental organisations to
promote palliative care internationally
Examines the rationale for applying a public health approach to palliative and end of life care, exploring
where and how public health approaches could be applied to support local service planning and delivery
Reviews the evidence relating to the impact of a new public health approach to end-of-life care, specifically
as this applies to efforts to strengthen community action
Poses two key questions: how can we provide an equitable level of care for all people and how can we
increase the range and quality of non-medical/nursing supportive care? Concludes that an important
solution is adopting a public health approach to end-of-life care
Considers the research challenges related to examining new public health approaches to end-of-life care
and how learning from more traditional or classic public health research can influence a future research
agenda
Describes the history and evolution of palliative care (and associated systems failure) and goes on to
propose a role for public health in palliative care integration in community settings
Outlines a scoping review protocol that systematically maps and categorise the variety of activities and
programmes that could be classified under the umbrella term ‘public health palliative care’
Offers a resource to enable further discussion on how public health approaches to palliative care can be
developed to support people living with a life-limiting illness to maintain their quality of life

Journal paper/policy
position statement

Text book

Journal paper/policy
position statement

Chapter in edited
text book

Chapter in edited
text book

Briefing paper

Journal paper

Journal paper/policy
position statement

Journal paper/policy
position statement

Journal paper/policy
position statement

Journal paper/policy
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Briefing paper

Sepúlveda and
colleagues26

Kellehear14

Stjernswärd and
colleagues6

Cohen and
Deliens15

Clark61

Gillies41

Sallnow and
colleagues5

Abel and
Kellehear8

Sallnow and
colleagues9

De Lima and
Pastrana54

Archibald and
colleagues16

PHPCI47

(Continued)

Reviews of the status of cancer care and pain relief and the production of recommendations and guidelines
for improving the quality of life of cancer patients

Policy statement

World Health
Organization12

Key aim

Type

Paper

Table 1. Core sources of review literature on the public health-palliative care association.
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Describes the origins, rationale and work of Good Life, Good Death, Good Grief a national alliance of
organisations and individuals working to promote open and supportive attitudes and behaviours relating to
death, dying and bereavement; considers challenges and responses, achievements and learning

Describes how four essential elements within a public health model can work together to address quality
and continuity of care as well as addressing the numerous barriers of access

Journal paper

Journal paper/policy
position statement

Briefing paper

Hazelwood and
Patterson10

Abel and
colleagues21

Scottish
Partnership for
Palliative Care44

Describes the theoretical features of the public health approach to palliative care as articulated in the
current research literature
Journal paper
Dempers and
Gott17

Key aim
Type
Paper

Table 1. (Continued)
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Explores some of the different areas that can shape people’s experiences of death, dying and bereavement
and what practical action might be taken to encourage and support open and supportive attitudes and
behaviours
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introducing notions of prevention and early
intervention:
Palliative care is an approach that improves the
quality of life of patients and their families facing the
problems associated with life-threatening illness,
through the prevention and relief of suffering by
means of early identification and impeccable
assessment and treatment of pain and other
problems, physical, psychosocial, and spiritual.26

Some welcomed this new language and the introduction of early identification of suffering as a
pre-emptive measure.12 But the document itself
expressed doubt over the depth and extent of the
association, stating, ‘many countries have not yet
considered palliative care as a public health problem and, therefore, do not include it in their
health agenda’.26 These were large and complex
issues, raising questions about the extent to which
palliative care services were achieving their aims,
either due to a lack of coverage or because the
services did not have the capacity to deliver
sophisticated multidisciplinary care.26
Adding further impetus to these processes, two
special ‘public health’ issues of palliative care
journals were published in 2007 and two edited
collections on public health and palliative/end of
life care appeared in 2012. Each sought to further
articulate the association, albeit presenting two
rather distinct discourses. Contributions to The
Journal of Pain and Symptom Management6
described the aims of a public health approach as,
‘to protect and improve the health and quality of
life of a community by translating new knowledge
and skills into evidence-based, cost-effective
interventions that will be available to everyone in
the population who needs them’.
The policy narrative was affirmative and exhortatory, asserting that public health, ‘offers the best
approach for translating new knowledge and skills
into evidence-based, cost-effective interventions’.6
These strategies would be most effective if they
involved the wider society through collective and
social action. The approach therefore sought to
‘mainstream’ palliative care within national health
care systems by involving wider stakeholders in
the strategy. To this end, a fourth foundation
measure was added: ‘implementation’.6
At the same time, the journal Progress in Palliative
Care27 produced a special issue to ‘consider the
journals.sagepub.com/home/oed
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practical, ethical, clinical and research issues arising from construing palliative care from a public
health perspective’. Less normative and exhortatory than The Journal of Pain and Symptom
Management, the emphasis here was more wideranging and reflective – looking to explore and
raise questions rather than to declaim solutions.
Published within a month of each other, these
special issues each had a progressive orientation,
pointing to both a range of topics deemed relevant to the linkage of public health and palliative
care, as well as hinting at subtle and emergent
tensions.
These points of difference can be seen more visibly in two edited volumes published in 2012 that
set out a more detailed account of the association
between public health and palliative care. The
first15 expressed a concern that palliative care is
still not well understood, needing both greater
integration into health care systems and clear and
measurable outcomes. It saw public health as a
complement or counterpoint to the dimension of
individual patient care, providing ‘the combination of sciences, skills and beliefs that is directed
to the maintenance and improvement of health
through collective or social action’.15
Focussed on the same topic, the second collection28 offered a different perspective on what
foundation is best suited for palliative care. It
began from a perspective that for much of life
(including its ending), most people have little
engagement with health care professionals and
services. Rather, they encounter illness, loss and
mortality predominantly as social experiences,
shaped by culture, geography, beliefs, communities and relationships. Consequently, there is a
belief that if palliative care is to build on its
achievements and meet the challenges that
remain, it must, ‘move beyond the bedside’ and
embrace the challenge of community engagement
by building on the ‘conceptual congruence
between palliative care and public health’.28
In this edited collection it was noted that unlike
the field of ‘health promotion’, with which it has
much in common (e.g. both fields developed as a
reaction against too much emphasis on disease,
treatment and cure), palliative care had been slow
to develop an international, structured global
movement, the key concepts of which can be integrated into health systems.29 A key step in overcoming this was to occur in 2014 when the World
Health Assembly30 passed a Resolution calling on
journals.sagepub.com/home/oed

all governments to integrate palliative care into
their health care plans and policies and requesting
the Director General of WHO to monitor global
palliative care, evaluating progress made in collaboration with Member States and international
partners.
These developments have been associated in turn
with a range of sub-themes. These include moving palliative care beyond its original focus on
cancer to include other diseases;12 the introduction of the notion of the ‘early intervention’ of
palliative care in the illness trajectory;31 adopting
‘whole society’ and ‘compassionate communities’
orientations;14 stressing the principles of evidence-based and cost-effective interventions;32
and recognising the need for the integration of
palliative care in wider health and social care systems.15 Additional sets of publications33,34 and
most notably, a themed edition (‘Public health
approaches to palliative care’) of the Annals of
Palliative Medicine in 2018 contain further contributions to the debate. Most profoundly, Abel and
colleagues21 re-assert the theoretical value of the
association between public health and palliative
care and re-affirm the core domains within it. In
reflecting on the favourable political status of the
public health-palliative care association, Marshall
and Kortes-Miller35 report affirmatively on the
5th. International Public Health Palliative Care
Conference. Finally, Horsfall36 and Librada
Flores and colleagues37 describe specific project
work. In their desire to ‘showcase’ this range of
activity, Abel and colleagues21 suggesting the
existence of a ‘tipping point’ in the implementation of public health led palliative care and offer
‘new essentials’ and ‘roadmaps’. It is a collection
containing continued optimism about the association between public health and palliative care
and the benefits that can accumulate. Thirty years
on from the initial engagement, it seems that public health led palliative care is achieving full visibility as a global public health concern.
Palliative care in the context of a ‘new’
public health and associated typologies
Beyond these generalised trends, some have
attempted to define the nature of the public
health-palliative care association with respect to
two foundational bases. Primarily, this has been
done in relation to the notion of a ‘new’ public
health.38 Frenk39 has noted the proliferation of
multiple and often unconnected expressions of a
‘new public health’ that have happened over
5
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many years and the ‘dangers’ of the addition of
such an adjective. Some essential themes can
however be detected within this essentially ‘postOttawa’ era that distinguish it from more ‘traditional’ public health, namely an acceptance of the
comprehensive nature of health domains and
determinants; particularly the significance of its
social dimension; and the centrality of individual
and collective enablement and advocacy in public
health action in the context of community development for health.
The actual articulation has then been considered in
relation to a series of comprehensive typologies.17
These tend to replicate the earliest attempts to
model the generic field of ‘public health’ and ‘health
promotion’,40 with a multi-faceted structure made
up of broad dimensions like, ‘prevention’ (interventions aimed at avoiding contact with risk factors),
‘health education’ (efforts to change knowledge,
attitudes and behaviour) and ‘health protection’
(legal or fiscal controls).
In review, these frameworks tend to reflect three
broad ‘types’. First, a practice-driven approach is
evident that treats public health as primarily a pluralistic concept, accommodating varied activities
that are relevant to palliative care. Dempers and
Gott17 term this a ‘World Health Organisation
approach’ in that it acknowledges explicitly the
‘diverse’ WHO model cited above. At worst, these
actions are simply a series of ad hoc parts, such as
‘appropriate policies’; ‘adequate drug availability’;
‘education of policy makers, health care workers,
and the public’; and ‘implementation of palliative
care services at all levels throughout the society’.6
At best, they are conscious of a need for what
Gillies41 has termed a more systemic, comprehensive ordering and integration of these parts.
Second, a methodology driven orientation can be
detected that draws on the traditional health metaphor ‘addressing contagion’42 as the most fitting
conceptual resource. This approach envisions
public health as a stepped process; typically starting with a classic pathologically oriented ‘epidemiology’ and ‘needs assessments’ of the scale and
nature of ‘the problem’ before moving on to a
progressive series of solutions such as developing
an action plan, establishing planning mechanisms
and developing practical components, with
appropriate evaluation.6
Third, a more focussed ‘health promotion
approach’ can be identified that emphasises various
6

salutogenic notions, such as promoting community
engagement, nurturing compassionate communities and adopting more progressive asset-based and
social capital oriented interventions to palliative
care.22,43
For some, the central focus of a public health led
approach to palliative care is individuals in a clinical context – ‘a medical patient-caregiver
approach’.15 Alternatively, a re-orientation model
is proposed that acknowledges how care at times
of loss is not simply a matter for formal services,
but is ‘everyone’s responsibility’.43 Indeed, this
latter position explicitly separates itself from clinical concerns. For example, the Scottish
Partnership for Palliative Care44 states, ‘public
health palliative care approaches are not about:
therapeutic interventions with individual patients,
group therapy, improving how a service delivers
therapeutic interventions, creative or unusual
ways of delivering therapeutic interventions’.
Finally, some portray the interaction as existing
across all of these domains: ‘organising the coordination and interaction between specialist palliative care, generalist palliative care, compassionate
communities and the civic approach to end-of-life
care – the seamless integration of these four
components’.21
We now want to move beyond these largely positive and exhortative features in the literature to
explore in more depth a series of features associated with the process of the emergence of the
relationship between public health and palliative
care that have not previously been given consideration. Rather than being simply natural and
obvious, we see the association as socially constructed and in offering critical perspectives upon
it, we seek to understand the basis of this construction. We therefore consider why the relationship has arisen, explore how it has been
constructed; and ultimately locate it in the wider
theoretical context of ‘reference disciplines’ and
the notion of ‘secondary deployment’.
Why the association has emerged
The literature reflects a strong belief that public
health has inherent utility, possessing a range of
valuable properties, such as being progressive in
advancing prevention and early intervention
approaches, possessing strong evidence-based
underpinnings and adopting multiple and robust
‘ecological’ practices, particularly those that foster broad community participation.45
journals.sagepub.com/home/oed
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It should also be recognised that public health
and palliative care each emerged as intervention
fields around the same time in the 1980s. Their
conceptual bases were shaped by common WHO
values and both were associated with, but differentiated from, a medical model. Also, they both
promoted early intervention and socially oriented
approaches and were sympathetic to interdisciplinary working. As such, public health and palliative care may simply be seen as congruent with
one another in some informed yet still ‘common
sense’ manner.27
However, the ambiguity reflected in the definitions and typologies we have described suggests
that the association is not simply ‘natural’ but is
being actively constructed towards achieving particular ends. The existence of ‘policy symbols (as)
political devices’20 that possess political capital
has become a recognised feature within policy
theory. Likewise, there is an acknowledgement
that public health may possess a symbolic status
in the form of ‘ritualistic’ policy-making46 involving an on-going production of policy documents.
Palliative care policy has indeed been actively
located in this discursive context, not least
through its on-going commitment to the use of
symbolic language47 and overt declarations of
purpose.48
In this context, some see contemporary public
health as a particularly favourable ‘signifier’, possessing ‘conceptual weight and influence’.49
Palliative care is also seen to have a relatively
weak policy position, ‘poorly framed within evidence-based global policy-making’.15 In this context, in seeking greater recognition within public
policy, the value of turning to supportive frames is
therefore an option, with ‘public health’ as one
possibility15 or indeed with ‘human rights’ as
another.50 Protagonists in the field may therefore
have concluded that as a ‘master’ frame,51 for palliative care, associations with public health are
just as valuable in symbolic terms as they are
functionally.
How the association has been constructed
Turning to the matter of understanding how protagonists attempt to bolster the credibility of palliative care as a ‘public health issue’, we identify a
series of specific mechanisms. The most prominent
is the use of a ‘public health catastrophe’ narrative52
that acts as a device in both constructing significance and in stimulating policy development. For
journals.sagepub.com/home/oed

example, we see this elsewhere in relation to such
phenomena as obesity18 and tobacco control.53
A series of constructed steps can therefore be
observed here. To foreground an argument for
palliative care, there is a tendency to emphasise
the scale and severity of the issues it faces – explicitly aligning it with other significant issues such as
HIV/AIDS, malaria, environmental pollution and
cancer as being at least equal in severity and significance.26 These principles are then applied to
palliative care, citing a host of problematic and
dramatic dynamics such as global population
growth and ageing, along with the magnitude of
unrelieved suffering for which palliative care is
proposed as the solution.54 Perhaps, the best specific example of this type of narrative can be seen
in relation to The Lancet Commission55 and its
notion of the existence of a ‘broad and deep …
access abyss’ around palliative care and pain
relief. This ultimately provides a basis for establishing an explicit link to palliative care being
framed as ‘a true public health crisis’.56 Thereafter,
the need to deploy a public health approach to
address this scale and complexity is considered
indisputable.10
Reference disciplines and secondary
deployment
A further aspect of our analysis centres on the fact
that this type of policy narrative explicitly combines two distinct disciplines. The tendency for
public health to be associated with other areas has
a broader history, starting in the early 2000s with
the emergence of the expression, ‘we need to
adopt a public health approach to …’. We define
this as a form of ‘secondary deployment’, a growing yet critically under-examined tendency
wherein a remarkable range of issues is associated
with public health, indicatively: drug misuse;1
obesity;2 HIV/AIDS;57 homelessness;58 climate
change;59 violence against women60 and even bed
bugs.94
These multiple examples suggest that many see
public health as what has been termed a ‘reference discipline’.7 This is described as: ‘those disciplines
X
that
provide
foundational,
methodological, or other inputs to another
discipline/s Y such that the state of knowledge in
Y is advanced through inputs provided by X’.7 In
this context, public health is not just seen as one
possible resource, but often the only one; for
example, Ebbeling and colleagues19 suggesting
7
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that public health is ‘uniquely positioned’ to
tackle the contemporary issue of childhood obesity. We sense a similar orientation has now developed in the palliative care field as it looks to public
health as a key solution to the challenges it faces.
Critical perspectives on the relationship
We believe that the association between public
health and palliative care is not self-evident.
Rather, it is constructed, relatively new and still
developing.16 Some have therefore acknowledged
the complexity of bringing together two multifaceted fields whose concepts and boundaries are
themselves highly debatable.6 Building on this,
we suggest further lines of thinking.
A fundamental disjuncture in the relationship
between public health and palliative care can be
recognised. Palliative care can often remain insular and unsophisticated in its use of public health
concepts.61 More profoundly, based on an almost
complete absence of any specialist public health
involvement in the material we have reviewed
here, compared to other topic areas, public health
seems relatively disinterested in palliative care as
an issue of significance. For example, in our own
country of Scotland, despite significant conceptual and practical exploration of the association
within palliative care,10,41,44,62 a recent Scottish
Government63 document setting out current
national ‘public health priorities’ does not include
any mention of end of life issues or palliative care.
Put simply, the relationship can be considered
asymmetrical, palliative care appearing to need
public health more than the converse.
While many have called for a better ‘alignment’ of
public health and palliative care,5 the essential
direction of the relationship still appears underdeveloped, even muddled. Those within palliative
care have foregrounded public health as the referent discipline, seeking to bring its values into
another host discipline;5–7 for example suggesting, ‘(this) approach takes the principles of health
promotion and applies them to addressing the morbidities and mortalities associated with death,
dying and loss’.6 Others reverse this relationship,
foregrounding palliative care as the predominant
discipline expressed within public health, for
example, seeing ‘opportunities for palliative care
in public health’.17
The former suggests a relatively conservative form
of engagement limited to care, while the latter
8

hints at a more fundamental re-orientation of
practice where the shape of palliative care is significantly altered. This has generated certain
ambiguities and potential conceptual blurring,64
reflected in confusing non sequiturs; for example, ‘a
public health approach to palliative care is a health
promotion approach to end of life care’47 and ‘a
public health approach to palliative care necessarily adopts the tenets of both palliative care and
health promotion’.6 More profoundly, the concepts of ‘public health’ and ‘health promotion’ are
often used interchangeably with little definitional
foregrounding.
In this context, the expression of disciplinary
‘public health’ itself can be considered relatively
rudimentary. By looking mainly for pragmatic
solutions, we believe that palliative care has taken
public health at face value as a formal ‘science’
rather than the quasi-religious ‘contemporary
cult of humanity’ identified by Dew.65 It has also
largely ignored or bypassed a host of complexities
and tensions that are prominent within public
health itself. Some doubt the possibility of public
health having a single indisputable essence –
what Hamlin66 calls an ‘eternal form’, favouring
a position that sees public health as an amalgam
of potentially divergent values – individualistic
and collective activity; pathological and salutogenic orientations; whole population and targeted methods; authoritarian and negotiated
approaches.67
The extent to which such theoretical possibilities
actually reflect the range of actions that are undertaken has also been questioned - the tendency
being for individualistic elements to be over-represented at the expense of those addressing social
and structural features.68 Such established critical
concerns are generally disregarded by palliative
care activists, seen for example in the absence of
any consideration that public health practice can
in theory be ineffective,69 unethical,70 or even
harmful.71
The bulk of the palliative care narrative in this
context is instead derived from relatively narrow
and consensual sources – the WHO, its 1986
Ottawa Charter and the notion of ‘three waves’ of
public health that dominated public health discourse in the 1990s and early 2000s.14 Such perspectives overlook significant critiques of the
excessive influence that the WHO has had in conceptualising public health, particularly the ‘western’ orientation of the Ottawa Charter.72 In limiting
journals.sagepub.com/home/oed
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the source material to the 1990s and early 2000s,
there is also little evidence of any effort to see public health in relation to two highly significant
emergent domains. The first is the contextualisation of public health in relation to a ‘4th wave’ and
the contemporary forces of late modernity, globalisation, consumption and environmental consequences that currently illuminate much social
and political debate.73 The second is the emergence of ‘systemic’74 or ‘ecological’75 perspectives,
concerned explicitly with complex policy implementation and involving the co-ordinated interaction of multiple strands of action or as a mechanism
for multi-faceted policy development in public
health.76
While the normative aspiration of ‘an integrated
approach’ is very prominent in the public healthpalliative care literature, there has been very little
attention paid to its actual mechanisms, beyond
aspirational generalities. Consider by contrast
cognate areas such as obesity prevention,77 physical activity promotion78 and educational development79 that have actively and critically sought to
articulate the nature of a public health oriented
system in their particular domain.
The general and declaratory nature of this secondary deployment narrative also seems to come
at the expense of significant reporting or evaluation of actual public health actions and practices.6
When this does occasionally happen, examples
tend to be isolated and pertain to relatively low
level and localised ad hoc public health activities
and projects, for example, community interventions and societal education.5
In turn, rather contradictory stances are adopted
on the robustness of the evidence base associated
with such work. Commentators have expressed
concerns about various aspects of this ground.
Sallnow and colleagues9 are troubled about the
basic infrastructure to support such work, critically concluding that ‘there is little evidence of a
dynamic research agenda to measure and evaluate
the proliferating new public health efforts around
end of life care’. Archibald and colleagues16 focus
on the appropriateness of the particular approaches
that are used, stating ‘there is not widespread clarity about how these approaches can be undertaken
in practice or how evidence can be gathered relating to the effectiveness of these approaches’.
Hazelwood and Patterson10 point to the consequences of this, namely ‘a shortage of evidence
specific to public health approaches to palliative
journals.sagepub.com/home/oed

care’. Abel and Kellehear conclude that ultimately
‘the public health movement in palliative care …
its practices, rationales, and impact remain poorly
understood’.
Yet many still feel able to talk affirmatively about
the strength of what is known. For example,
Sallnow and colleagues9 feel ‘evidence is emerging to support the theory and aspirations of new
public health approaches’ and Abel and colleagues21 contend the field ‘has shown promising
evidence of effectiveness’. These assertions exist
‘not withstanding’ the problems that Sallnow and
colleagues9 recognise in relation to the limitations
of the evidence base and appear to be based on a
small number of generic public health reviews
and ad hoc empirical case studies, rather than
public health as a comprehensive and systematic
phenomenon that needs to be evaluated systemically.80 We therefore suggest that the extent and
robustness of the interaction between public
health and palliative care is not as strong as many
have implied.
A hierarchy of disciplinary connectedness sees
‘multi’, ‘inter’ and ‘trans’ disciplinarity as escalating levels of interaction.81 Here, the weakest
expression is ‘cross-disciplinarity’, seen as simply
‘the viewing of one discipline from the perspective of another’.81 Based on the public health oriented palliative care literature having little direct
engagement with disciplinary or practice-based
public health, we locate the relationship in this
category. It constitutes a relatively superficial,
one-way borrowing that has so far, largely foregone the possibility of deeper mutual interaction.
Discussion
Pragmatic perspectives would see public health as
a significant resource for palliative care policy,
based simply on its utility. However, recognising
the symbolic basis of public health described
here, and the potential it has at times to be a populist rhetorical ‘buzzword’,82 does draw this
assumption into question. The symbolic basis of
the relationship tends to foster a context in which
non-specific and exhortative claims appear to be
considered sufficient and not open to question.82
The literature we have reviewed is largely characterised by its absence of critique and by its consensuality, displaying few tensions. This might be
seen as politically constructive, enabling ‘the
transformation of individual intentions and actions
9

Palliative Care: Research and Treatment 00(0)
into collective results and purpose … without
[which], co-operation and compromise would be
far more difficult, if not impossible’.83 However,
seeing the multidimensional aspects of public
health in blended, consensual terms8 tends to
forego any healthy critical assessment and ignores
the existing prominent critiques of public health
‘eclecticism’84 and characterisations of the discipline as an ‘interdisciplinary magpie … collecting
… trinkets from other disciplines’.85 Ultimately
the shallowness of engagement between public
health and palliative care precludes deeper disciplinary interaction and meaningful exchange of
ideas and potential conflicts that come with
‘multi’, ‘inter’ and ‘trans’ disciplinary work.86 Its
symbolic ambiguity creates what Jones and Greene
have termed, ‘an illusion of shared meaning’.52
We argue that beyond the simple notion that the
promulgation of ‘big problem’ claims can gain
status and prominence for a topic area and
prompt ‘big actions’, a range of difficulties can be
associated with this orientation when it comes to
public health and palliative care. By striving for
‘problematic’ status, there is a risk of exaggerating
the core scale of the problem.87 Some also point
to the fallacy of simply transposing public health
solutions from one area to another.83 Likewise,
the propensity to over-estimate the claimed success of public health approaches in the referent
area is acknowledged.88
A case can therefore be made that the public
health narrative within palliative care seeks to
inflate the scale of end-of-life problems, and to
assume the solutions that worked in spheres such
as HIV/AIDS, malaria, environmental pollution
and cancer will be similarly effective in palliative
care.
The attractiveness of utilising public health in a
range of cognate areas might appear self-evident.
Its progressive ethos and ecological practice have
the theoretical potential to promote more sophisticated forms of policy and practice. We have
shown how this has been expressed within palliative care, how the connection has been promulgated, recognising that the evidence base for
theory and practice in this domain is growing.9,10
Yet, beyond this affirmative ground, we have
highlighted three critical concerns.
First, drawing on the current capital that public
health appears to possess, we suggest that its
deployment in palliative care is as much symbolic
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as pragmatic. We believe that this could create an
‘empty’ context into which protagonists can project themselves without needing to operationalise
their thoughts. In by-passing both the profound
socially oriented roots of public health and the
internal critiques within the discipline that are so
crucial in grounding realistic practice, there is a
risk of vague public health – palliative care
articulations.
Second, the extent to which the value of public
health has attained a ‘common sense’ status in
cognate areas should be made problematic. The
nature of such embeddedness means that deep
assumptions become taken for granted and
uncritically accepted. In attaining conceptual
transparency and avoiding potentially fallacious
conclusions, such assumptions need to be
questioned.
Third, in locating the relationship between public health and palliative care in a ‘cross-disciplinary’ context, we show that the links between the
two tend to be rudimentary: ‘boundaried’ rather
than ‘permeable’. In these circumstances, we
note that there are very few examples of genuine
interdisciplinary interaction between public
health specialists and those within palliative
care89 with Abel and Kellehear90 recently reenforcing this notion in relation to their recognition that the public health-based well-being
models and methodologies for social support are
weak within the UK Palliative Medicine Syllabus.
We therefore encourage more nuanced and
reflective engagement.
Conclusion
This article has critically explored the cross-disciplinary association between public health and
palliative care as a form of ‘secondary deployment’. It has suggested that the basis of this relationship is not as robust as has been implied. As
such, this association could be progressed in two
directions: developing stronger palliative care policy and practice independent of any specific `public health’ label; or deploying useful resources
from the field of public health to advance progressive palliative care.
This would mean a genuine acceptance of the
complex nature of the association91 and the possibility of divergent or even conflicting perspectives within public health. It would also involve
some classification and accommodation, for
journals.sagepub.com/home/oed
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example, between those who advocate for a public health approach to palliative care service development within the wider health and social care
system, compared to those who see the public
health approach through a much wider lens incorporating multi-faceted actions and perspectives,
as well as community and lay viewpoints.10
Such work would actively look to promote what
Tormey and colleagues62 term ‘interdisciplinary
literacy’ and some progress in this respect is
clearly starting to happen. For example, in relation to basic disciplinary engagement, Gillies41
reports on a process in Scotland that meaningfully brought together public health and palliative
care specialists and began to explore the complexity of how public health and palliative care can
relate to one another. This involves charting
available public health approaches, identifying
the core elements of a public health orientation
and critically recognising associated challenges.
This approach has nurtured the development of a
series of initiatives within Scotland from Hazelwood
and Patterson,10 Gillies,41 The Scottish
Government92 and the Scottish Partnership for
Palliative Care44 that are particularly progressive in
starting to offer a theoretically grounded, comprehensive, reflective and practical review of the possibilities of such a public health approach. In
relation to the need to realistically address the
complexity of the public health-palliative care relationship in a systematic way, Hazelwood and
Patterson10 have also critically accepted the ‘challenge’ of the ‘breadth of this agenda’ and the need
to manage the ‘multiple strands of public policy’
that a public health approach to palliative care
inevitably opens up. There is a need to actively
engage with this as a complex policy process rather than a set of isolated actions. Henry and colleagues91 have demonstrated the value of this
orientation in a critical policy analysis of public
health-based approaches to improving access to
palliative care for homeless populations.
But these are isolated examples and we believe
more is required. Further critical review is needed
in both theoretical93 and pragmatic17 terms,
exploring and clarifying key domains. In foundational terms, there needs to be an open and honest setting out of the core nature of the constituent
elements of ‘public health’ and ‘palliative care’,
with an acceptance that there are contrasting and
potentially conflicting readings of these disciplines and a recognition that public health is not
journals.sagepub.com/home/oed

implicitly constructive. A genuinely detailed and
reflective exploration of the range of potential
interactions between the disciplines is also
required. This should be done at both theoretical
and practice levels, with greater actual collaboration between public health and palliative care
specialists. Finally, a more systematic orientation
is needed, one that reflects on the ways these
multiple interactions can be optimally co-ordinated. If these are undertaken with rigour, the
engagement between the two fields may yet prove
fruitful.
Funding
The contribution of David Clark is supported by
a Wellcome Trust Investigator Award, grant no.
103319/Z/13/Z.
Conflict of interest statement
The author(s) declared no potential conflicts of
interest with respect to the research, authorship
and/or publication of this article.

References
1. Klein D, Miller R, Noble A, et al. Incorporating a
public health approach in drug law: lessons from
local expansion of treatment capacity and access
under California’s Proposition 36. Milbank Q
2004; 82: 723–757.
2. Blumenthal S, Hendi J and Marsillo L. A public
health approach to decreasing obesity. JAMA
2002; 288: 2178.
3. The Royal College of Obstetricians and
Gynaecologists. High quality women’s health care: a
proposal for change. London: RCOG Press, 2011.
4. Greenlund K, Keenan N, Clayton P, et al. Public
health options for improving cardiovascular
health among older Americans. Am J Publ Health
2012; 102: 1498–1507.
5. Sallnow L, Richardson H, Murray S, et al. The
impact of a new public health approach to endof-life care. Palliat Med 2016; 30: 200–211.
6. Stjernswärd J, Foley K and Ferris F. The public
health strategy for palliative care. J Pain Symp
Manage 2007; 33: 486–493.
7. Grover V, Ayyagari R, Gokhale R, et al. About
reference disciplines and reference differences: a
critique of Wade et al. J Assoc Inform Syst 2006;7:
336–350.

11

Palliative Care: Research and Treatment 00(0)
8. Abel J and Kellehear A. Palliative care
reimagined. BMJ Support Palliat Care 2016; 6:
21–26.

24. Clark D. To Comfort Always: a history of palliative
medicine since the nineteenth century. Oxford:
Oxford University Press, 2016.

9. Sallnow L, Tishelman C, Lindqvist O, et al.
Research in public health and end-of-life care –
building on the past and developing the new. Prog
Palliat Care 2016; 24: 25–30.

25. World Health Organization. Cancer pain relief.
Geneva: WHO, 1986.

10. Hazelwood M and Patterson R. Scotland’s public
health palliative care alliance. Ann Palliat Med
2018; 7(Suppl. 2): S99–S108.
11. Grant M and Booth A. A typology of reviews:
an analysis of 14 review types and associated
methodologies. Health Inform Libr J 2009; 26:
91–108.
12. World Health Organization. Cancer pain relief and
palliative care (WHO Technical Report Series
804). Geneva: WHO, 1990.
13. Gifford D. Palliative care - evolution of a vision.
Med Health Rhod Isl 2009; 92: 35.
14. Kellehear A. Compassionate cities. London:
Routledge, 2005.
15. Cohen J and Deliens L. Applying a public health
perspective to end-of-life care. In:Cohen J and
Deliens L (eds) A public health perspective on end of
life care. Oxford: Oxford University Press, 2012,
pp. 3–18.
16. Archibald D, Patterson R, Haraldsdottir E, et al.
Mapping the progress and impacts of public
health approaches to palliative care: a scoping
review protocol. BMJ Open 2016; 6: e012058.
17. Dempers C and Gott M. Which public health
approach to palliative care? Prog Palliat Care
2017; 25: 1–7.
18. Barry C, Brescoll V, Brownell K, et al. Obesity
metaphors: how beliefs about the causes of
obesity affect support for public policy. Milbank
Q 2009; 87: 7–47.
19. Ebbeling C, Pawlak D and Ludwig D. Childhood
obesity: public-health crisis, common sense cure.
Lancet 2002; 360: 473–482.
20. Stone D. Policy paradox: the art of political decision
making. London: W.W. Norton & Company
Ltd., 2002.
21. Abel J, Kellehear A and Karapliagou A. Palliative
care–the new essentials. Ann Palliat Med 2018;
7(Suppl. 2): S3–S14.
22. Wegleitner K, Heimerl K and Kellehear A.
Compassionate communities: case studies from
Britain and Europe. London: Routledge, 2015.
23. Kellehear A. Compassionate communities: end
of life care as everybody’s responsibility. QJM
2013;106: 1071–1075.
12

26. Sepúlveda C, Marlin A, Yoshida T, et al.
Palliative care: the World Health Organization’s
global perspective. J Pain Symp Manage 2002; 24:
91–96.
27. Payne S. Public health and palliative care. Prog
Palliat Care 2007; 15: 101–102.
28. Sallnow L, Kumar S and Kellehear A (eds).
International perspectives on public health and
palliative care. Abingdon, Routledge, 2012.
29. Rosenberg J. ‘But we’re already doing it!’.
Examining conceptual blurring between health
promotion and palliative care. In:Sallnow L,
Kumar S and Kellehear A (eds) International
perspectives on public health and palliative care.
London: Routledge, 2012, pp. 13–29.
30. World Health Assembly. Strengthening of palliative
care as a component of comprehensive care throughout
the life course (WHA 67.19). Geneva: WHO,
2014.
31. Howie L and Peppercorn J. Early palliative care
in cancer treatment: rationale, evidence and
clinical implications. Ther Adv Med Oncol 2013;
5: 318–323.
32. Halpern S. Toward evidence-based end-of-life
care. N Engl J Med 2015; 373: 2001–2003.
33. Callaway M, Connor S and Foley K. World
Health Organization public health model: a
roadmap for palliative care development. J Pain
Symp Manage 2018; 55: S6–S13.
34. AIIHPC. Briefing paper: public health approaches to
palliative care. Dublin: AIIHPC, 2017.
35. Marshall D and Kortes-Miller K. Was the 5th
International Public Health Palliative Care
Conference 2017 Canada’s tipping point?–a
meeting report. Ann Palliat Med 2018; 7(Suppl.
2): S130–S134.
36. Horsfall D. Developing compassionate
communities in Australia through collective
caregiving: a qualitative study exploring network
centred care and the role of the end of life sector.
Ann Palliat Med 2018; 72: S42–S51.
37. Librada Flores S, Herrera Molina E, Boceta
Osuna J, et al. All with You: a new method
for developing compassionate communities–
experiences in Spain and Latin-America. Ann
Palliat Med 2018; 7(Suppl. 2): S15–S31.
38. Ashton J and Seymour H. New public health.
Milton Keynes: OU Press, 1988.
journals.sagepub.com/home/oed

S Whitelaw and D Clark
39. Frenk J. The empowering legacy of academic
public health. Pub Health Rep 2016; 131:
851–854.
40. Tannahill A. What is health promotion? Health
Educ J 1985; 44: 167–168.
41. Gillies M. Palliative and end of life care in Scotland.
Glasgow: Scottish Public Health Network
(ScotPHN), 2016.
42. Koutroulis G. Public health metaphors in
Australian policy on asylum seekers. Aust NZ J
Publ Heal 2009; 33: 47–50.
43. Conway S. Public health and palliative care. Crit
Publ Health 2008; 18: 405–415.
44. Scottish Partnership for Palliative Care. A road
less lonely: moving forward with public health
approaches to death, dying and bereavement in
Scotland. Edinburgh: Scottish Partnership for
Palliative Care, 2018.
45. Fischer B, Rehm J and Hall W. Cannabis use in
Canada: the need for a ‘public health’ approach.
Can J Publ Health 2009; 100: 101–103.
46. Hulvej Rod M. The (failed) promise of
intersectoral working groups and other rituals in
Scandinavian public health symbolic efficacy. Crit
Publ Health 2018; 28: 1–3.
47. PHPCI. The public health approach to palliative
care, http://www.phpci.info/public-healthapproach/ (accessed 11 June 2018).
48. Inbadas H, Zaman S, Whitelaw A, et al. Palliative
care declarations: mapping a new form of
intervention. J Pain Symp Manage 2016; 52:
e7–e15.
49. Iannantuono A and Eyles J. Meanings in policy: a
textual analysis of Canada’s ‘Achieving Health for
All’ document. Soc Sci Med 1997; 44: 1611–
1621.
50. Breitbart W. Palliative care as a human right.
Palliat Support Care 2008; 6: 323–325.
51. Benford R and Snow D. Framing processes and
social movements: an overview and assessment.
Ann Rev Sociol 2000; 26: 611–639.
52. Jones D and Greene J. The decline and rise of
coronary heart disease: understanding public
health catastrophism. Am J Publ Health 2013;
103: 1207–1218.
53. Wise D and Brewer P. Competing frames for a
public health issue and their effects on public
opinion. Mass Commun Soc 2010; 13: 435–457.
54. De Lima L and Pastrana T. Opportunities for
palliative care in public health. Ann Rev Publ
Health 2016; 37: 357–374.

journals.sagepub.com/home/oed

55. Knaul F, Farmer P, Krakauer E, et al. Alleviating
the access abyss in palliative care and pain relief–an
imperative of universal health coverage: the Lancet
Commission report. Lancet 2018; 391: 1391–1454.
56. Byock I. End-of-life care: a public health crisis
and an opportunity for managed care. Am J
Manage Care 2001; 7: 1123–1132.
57. Grubb I, Perriëns J and Schwartländer B. A
public health approach to antiretroviral treatment:
overcoming constraints. Geneva: WHO, 2003.
58. Hetherington K and Hamlet N. Restoring the
public health response to homelessness in Scotland.
Glasgow: ScotPHN, 2015.
59. Morris G. Ecological public health and climate
change policy. Perspect Publ Health 2010; 130:
34–40.
60. Shanti S. Tampon makers could help reduce
violence against women. Br Med J 2016; 353:
3465.
61. Clark D. Palliative care in the global context:
understanding policies to support end-of-life
care. In:Cohen J and Deliens L (eds) A public
health perspective on end of life care. Oxford:
Oxford University Press, 2012, pp.
215–226.
62. Tormey R, Liddy M and Hogan D.
Interdisciplinary literacy: the ability to critique
disciplinary cultures and work effectively across
disciplines. In: The handbook for sustainability
literacy, 2018, http://arts.brighton.ac.uk/stibbehandbook-of-sustainability/additional-chapters/
interdisciplinary-literacy
63. Scottish Government, COSLA. Public health
priorities for Scotland. Edinburgh: The Scottish
Government, 2018.
64. Rumbold B and Aoun S. Bereavement and
palliative care: a public health perspective. Prog
Palliat Care 2014; 22: 131–135.
65. Dew K. The cult and science of public health. A
sociological investigation. New York: Berghahn,
2012.
66. Hamlin C. Public health and social justice in the
age of Chadwick: Britain, 1800–1854. Cambridge:
Cambridge University Press, 1998.
67. Beattie A. Knowledge and control in health
promotion. In:Gabe J, Calnan M and Bury M
(eds) The sociology of the health service. London:
Routledge, 1991, pp. 162–202.
68. Blue S, Shove E, Carmona C, et al. Theories of
practice and public health: understanding (un)
healthy practices. Crit Publ Health 2016; 26:
36–50.

13

Palliative Care: Research and Treatment 00(0)
69. Salas R. The ineffectiveness and unintended
consequences of the public health war on obesity.
Can J Publ Health 2015; 106: 79–81.
70. Guttman N and Salmon C. Guilt, fear, stigma
and knowledge gaps: ethical issues in public
health communication interventions. Bioethics
2004; 18: 531–552.
71. Petersen A and Lupton D. The new public health:
discourses, knowledges, strategies. London: SAGE,
1996.
72. Awofeso N. What’s new about the ‘new public
health’? Am J Publ Health 2004; 94: 705–709.

74. Green L. Public health asks of systems science.
Am J Publ Health 2006; 96: 406–409.

86. Ross F. Degrees of disciplinarity in comparative
politics: interdisciplinarity, multidisciplinarity and
borrowing. Eur Polit Sci 2009; 8: 26–36.

77. Cockrell Skinner A and Michael Foster E.
Systems science and childhood obesity: a
systematic review and new directions. J Obesity
2013; 2013: 129193.
78. Mehtälä M, Sääkslahti A, Inkinen M, et al. A
socio-ecological approach to physical activity
interventions in childcare: a systematic review. Int
J Behav Nutr Phys Act 2014; 11: 22.
79. Darlington E, Violon N and Jourdan
D. Implementation of health promotion
programmes in schools: an approach to
understand the influence of contextual factors on
the process? BMC Publ Health 2018; 18: 163.

14

84. Rawson D. Health promotion theory and
its rational construction. In:Bunton R and
MacDonald G (eds) Health promotion: disciplines,
diversity, and development. London: Routledge,
2002, pp. 249–270.
85. Seedhouse D. Health promotion: philosophy,
prejudice and practice. Chichester: Wiley, 2004.

76. MacDonald M, Pauly B and Wong G.
Supporting successful implementation of public
health interventions: protocol for a realist
synthesis. Syst Rev 2016; 5: 54.

SAGE journals

83. Rayner M, Scarborough P and Allender S. Values
underlying the National Service Framework for
coronary heart disease in England. J Health Serv
Res Policy 2006; 11: 67–73.

73. Hanlon P, Carlisle S, Hannah M, et al. The future
public health. Milton Keynes: McGraw-Hill/OU
Press, 2012.

75. Richard L, Gauvin L and Raine K. Ecological
models revisited: their uses and evolution in
health promotion over two decades. Ann Rev Publ
Health 2011; 32: 307–326.

Visit SAGE journals online
journals.sagepub.com/
home/oed

82. Holt D, Waldorf S, Tjørnhøj-Thomsen T, et al.
Ambiguous expectations for intersectoral action
for health: a document analysis of the Danish
case. Crit Publ Health 2018; 28: 35–47.

87. Spijker J and MacInnes J. Population ageing: the
timebomb that isn’t? Br Med J 2013; 347: f6598.
88. Morrell K and Lucas J. The replication problem
and its implications for policy studies. Crit Policy
Stud 2012; 6: 182–200.
89. Inbadas H, Gillies M and Clark D. Scottish
atlas of palliative care. Dumfries: University of
Glasgow, 2017.
90. Abel J and Kellehear A. Palliative curriculum
re-imagined: a critical evaluation of the UK
palliative medicine syllabus. Palliat Care Res Treat
2018; 11: 1–7.
91. Henry B, Dosani D, Huynh L, et al. Palliative
care as a public health issue: understanding
disparities in access to palliative care for the
homeless population living in Toronto, based on
a policy analysis. Curr Oncol 2017; 24: 187–191.
92. The Scottish Government. The strategic framework
for action on palliative and end of life care.
Edinburgh: Scottish Government, 2016.

80. Rutter H, Savona N, Glonti K, et al. The need
for a complex systems model of evidence for
public health. Lancet 2017; 390: 2602–2604.

93. Clark D, Inbadas H, Colburn B, et al. Interventions
at the end of life – a taxonomy for ‘overlapping
consensus’. Wellcome Open Res 2017; 2: 7.

81. Stember M. Advancing the social sciences
through the interdisciplinary enterprise. Soc Sci J
1991; 28: 11–14.

94. Shum M, Comack E, Stuart T, et al. Bed bugs
and public health: new approaches for an old
scourge. Can J Publ Health 2012; 103: 399–403.

journals.sagepub.com/home/oed

