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Key Messages

The problem

The high burden of non-communicable diseases (NCDs) and the
rapidly aging population in Lebanon makes palliative care (PC) an essential
component of health services needed to relieve the suffering of patients.
According to a report published in 2017, an estimated number of 15,000
patients need PC services each year. This number is expected to increase due
to a number of factors such as the aging population and the rise in NCDs. Yet,
current health system arrangements do not ensure adequate access to PC
services.

Elements of a comprehensive approach

Element 1> Integrate palliative care services within health care
facilities

-3 |Integrating PC in hospitals and primary healthcare centers
improves patient outcomes, reduces healthcare costs, and
enhances quality of life.

- Advance care planning is an essential component of PC. Evidence
shows that advance care planning is associated with fewer
hospital admissions, improved patient and family satisfaction, and
reduced healthcare costs.

-3 An essential package for PC can be provided at all levels of care
from hospital to home to primary care centers. The essential
package includes essential medicines, equipment, and human
resources necessary for the provision of effective and essential PC
and pain relief services. Evidence shows that the essential
package can strengthen health systems and save enormous costs
incurred by patients and their families.

Element 2> Provide palliative care at patients’ residence

-3 Home care is a viable option in Lebanon where family ties are
strong and play an important role in patient’s healthcare
decisions.

-3 Home-based PC is associated with improved patient outcomes,
better symptom management, and healthcare savings.

-3 Evidence shows that home is the preferred place of care for
patients and family caregivers.

K2P Policy Brief Integrating Palliative Care into the Health System in Lebanon 2



Element 3> Strengthen education and training in palliative care
among health professionals

-3 Multifaceted educative interventions about PC such as group
discussions, case management, role-play, didactic courses,
tutorial educational sessions, and interdisciplinary team meetings
can improve primary care physicians’ knowledge about PC.

-3 |Integrating PC sessions at the undergraduate level provides
students with knowledge, skills, and competencies for the
provision of PC and improves their ability to deal with patients
suffering from advanced diseases

-3 Classroom-based and training courses about end-of-life care and
PC for health and social staff improve skills and readiness for
providing PC.

Element 4> Improve public awareness about palliative care

- |mproving public awareness about PC and its benefits can enhance
access to PC, increase referrals to PC, and can help in identifying
gaps in services provided.

-3 Social network interventions can promote health behavior change
of consumers and can be used as a tool by organizations and
policy makers to influences health behavior changes.

- |ncreasing knowledge and promoting awareness about PC can
empower communities to participate in decision-making related to
PC

Implementation considerations

To enhance integration of PC services into the health system in
Lebanon and improve access to PC, a variety of implementation considerations
need to be kept in mind at the level of patients, professionals, organizations,
and systems.
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K2P Policy Brief

The Problem

The high burden of non-communicable diseases (NCDs) and the
rapidly aging population in Lebanon makes palliative care (PC) an essential
component of health services needed to relieve the suffering of patients.
According to a report published in 2017, an estimated number of 15,000
patients need PC services each year. This number is expected to increase due
to a number of factors such as the aging population and the rise in NCDs. Yet,
current health system arrangements do not ensure adequate access to PC
services.

Size of the Problem

Worldwide, it is estimated that 40 million people need PC each
year, yet only 14% receive the services they need (World Health Organization,
2018a). Countries in the Eastern Mediterranean region suffer from deficiencies
in the field of PC which are not fully integrated into their health systems
(Zeinah, Al-Kindi, & Hassan, 2013). Only an estimated 5% of adults living in
the Eastern Mediterranean region receive PC services (Worldwide Hospice
Palliative Care Alliance, 2014). Common barriers to the development and
integration of PC include the absence of national health policies and systems
that include PC, poor or absent training on PC for health professionals, and
inadequate access to opioid drugs (World Health Organization, 2018a).

In Lebanon, the demand for PC is expected to increase with the
aging population and the high burden of NCDs. In 2015, Lebanon had the
highest percentage of people aged 65 years and older (7.3%) in the Arab
region and this number is projected to reach 12% by the year 2030 (Mehio,
Rizk, & Kronfol, 2015). NCDs account for 85% of total deaths, with four types of
NCDs accounting for the largest proportions of deaths: cardiovascular disease
(47%), cancers (22%), chronic respiratory diseases (4%) and diabetes (4%)
(World Health Organization,2014). In addition, children are also less likely to
receive PC in Lebanon (Osman et al., 2017). Despite these observations, few
patients who need PC receive the care they need (M Daher, Estephan, Abu-
Saad, & Naja, 2008) and most PC services are provided in large cities (Michel
Daheret al., 2013).

Despite progress toward developing PC services in the past decade
in Lebanon, substantial challenges remain. PC services are still not financially
covered by public and most private insurance parties. Only two medical
schools have integrated PC in their curricula, whereas PC residency and
fellowship programs are still lacking. PC consult services are now available in
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several hospitals in Lebanon; however, specialized PC services remain limited.
In addition, Lebanon does not have a national PC law or a stand-alone national
plan to support PC development and integration (Osman et al., 2017).

Underlying Factors

The following section focuses on the underlying factors at the
governance, financial and delivery arrangement levels of the health system
that may have contributed to the problem.

At the governance level, significant efforts have been ongoing to
enhance PCin Lebanon since 1995, yet there remain many barriers impeding
the development of PC. Law 240 which regulates PC under the code of medical
ethics mentions that patients’ will should be respected, yet still allows
physicians to conceal terminal illness and serious diagnosis from patients
(Rida & Zeineldine, 2013). Furthermore, advance directives do not exist and
even though patients can legally assign a health proxy, most of them are not
aware that they have this option. Therefore, families can choose to ignore the
patient’s wishes and make decisions without consulting with the patient. In
addition, some essential opioids for pain management are still not available in
the market (Osman et al., 2017).

At the financing level, public and most private insurance parties do
not cover PC services. This limits access to PC services and discourages health
professionals from pursuing PC as a profession. As such, healthcare providers
interested in providing PC in Lebanon are mainly family physicians,
geriatricians, oncologists or pain specialists and only devote part of their time
to providing PC (Osman, 2015).

Furthermore, patients who need PC services are forced to pay out of
pocket or resort to the only two non-governmental organizations (NGOs)-
Balsam and SANAD- that provide PC services free of charge. However, these
NGOs have limited human and financial resources and cannot meet the needs
of all patients who need PC.

At the delivery level, lack of knowledge and skills in PC among
healthcare providers is a major barrier facing the health system in Lebanon (M.
Silbermann et al., 2012; Zeinah et al., 2013). Although several medical schools
are integrating PC courses or lectures into their undergraduate and graduate
medical education curricula, there are no formal fellowships or residency
training programs for physicians in PC (Osman et al., 2017).

In addition, lack of awareness and wrong perceptions about PC
among the public is another cited barrier. In Lebanon, PC is considered a luxury
rather than a need and there are many misconceptions about PC among
patients and their families (Osman et al., 2017). PC is associated with death,
terminal illnesses, and is viewed as a last resort when all other treatments fail
(Michel Daher et al., 2013). Patients and their families opt for treatments that

K2P Policy Brief Integrating Palliative Care into the Health System in Lebanon 8



prolong life, even if that means suffering from severe physical and
psychological pain (Mouhawej, Maalouf-Haddad, & Tohmé, 2017).

Elements of a comprehensive approach to address the problem

The following four elements form part of a comprehensive
approach tackling the issue of inadequate access to PC services, and therefore
can be adopted independently or could complement one another.

Element 1
Integrate palliative care services within health care

facilities

At the hospital level

World Health Organization (WHO) strongly calls for the integration
of PC in hospitals especially those involved in treating cancer and chronic
diseases. Hospital-based PC can improve patient outcomes and symptom
control, facilitate the discussion of patient’s goals of care, reduce length of
stay, and enhance the transition of care to the community. Hospital-based PC
can be integrated in different ways: as an outpatient PC clinic; a PC
consultation service for hospital inpatients; a PC day-care service; an inpatient
PC unit; and PC outreach service (World Health Organization, 2016).

Compelling evidence demonstrates the effectiveness and cost-
effectiveness of hospital-based PC. Three systematic reviews found that PC
services are associated with decreased length of stay (Martins, Oliveria,
&Cataneo,2017; 1. ). Higginson & Evans, 2010; Kyeremanteng et al., 2016). In
addition, two systematic reviews reported the cost-effectiveness of hospital-
based PC (Kyeremanteng, Gagnon, Thavorn, Heyland, & D’Egidio, 2016; May,
Normand, & Morrison, 2014; Siouta et al., 2016). One systematic review found
that inpatient PC consultation teams save hospital costs in the range of 9% to
25% (May et al., 2014). Another systematic review found that PC consultations
reduced ICU costs from USD $7,533 to USD $6,406 and hospital direct variable
costs from USD $9,518 to USD $8,971 (Kyeremanteng et al., 2016).

At the primary health care level

In 2014, the World Health Assembly resolution WHA67.19- called
WHO and the Member States to enhance access to PC, specifically through the
provision of PC in primary health care (World Health Organization, 2018a).

Evidence shows that the integration of PC in primary health care
leads to reduced healthcare costs and improved health outcomes and quality
of life (Sion L Kim & Derjung M Tarn, 2016; Meiklejohn et al., 2016; Totten et
al., 2016). One systematic review found that patients who received PC by
primary care providers were more likely to be discharged or die outside of the
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hospital. PC provided at the primary care level can help strengthen patient’s
autonomy by involving them in the treatment process and decision-making (S.
L. Kim & D. M. Tarn, 2016). Another systematic review found that home-based
primary care reduces hospitalizations and length of stay, improves patient and
caregiver satisfaction, and enhances quality of life (Totten et al., 2016).
Moreover, one systematic review found that general practitioners, family
physicians, and primary care physicians provide great support for care
coordination and management, symptom and pain relief, health promotion, PC,
and continuing healthcare provision (Meiklejohn et al., 2016).

Integrate advance care planning into practice

Advance care planning is defined as “ a process of discussion
about goals of care and means of setting on record preferences for care of
patients who may lose capacity or communicating ability in the
future”(Seymour, Almack, & Kennedy, 2010). Advance care planning enables
patients and their families to choose their treatment plan according to their
wishes (Brinkman-Stoppelenburg, Rietjens, & van der Heide, 2014).

The effectiveness of advance care planning has been portrayed in
various studies. Four systematic reviews found that advance care planning
reduce hospital admissions (Brinkman-Stoppelenburg et al., 2014; Khandelwal
et al., 2015; Martin, Hayes, Gregorevic, & Lim, 2016; Robinson et al., 2012). A
systematic review found that advance care planning decreases life-sustaining
treatment, increases the use of PC, and prevents hospitalization (Brinkman-
Stoppelenburg et al., 2014). Reported benefits of advance care planning
include improved patient-provider communication, increased patient
satisfaction (Lotz, Jox, Borasio, & Fuhrer, 2013; Martin et al., 2016), and higher
incidence of patients dying in their preferred place of death (Martin et al.,
2016).

Essential package for palliative care

According to WHO, essential health packages use cost-effective
interventions that can reduce poverty, enhance health equity, and improve
service delivery (World Health Organization, 2008). In fact, several countries
have implemented comprehensive benefits packages as part of Universal
Health Coverage (UHC) and showed favorable healthcare outcomes and
reduction in healthcare costs. One review report assessing Thailand’s
Universal Coverage Scheme (UCS) that includes a comprehensive benefits
package showed a significant reduction in healthcare costs incurred by the
poor and out of pocket expenditures (Evans et al., 2012). Similarly, the
national health insurance program in Mexico which provides a package of
comprehensive health services reduced the prevalence of catastrophic
health expenditures, especially for the poor (F. M. Knaul et al., 2012). In
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addition, one primary study from Ghana mentioned that the benefits package
improved access and provision of healthcare services (Odeyemi & Nixon,
2013).

In Lebanon, the Ministry of Public Health (MVOPH) received 150
million dollars from the World Bank and Islamic Development Bank for
“Supporting the steadfastness of Health sector in Lebanon” projectin 2017.
These funds will be used to support the health system in Lebanon through
funding a larger package that aims at providing vital health services to the
poorest families (MOPH, 2017). The MOPH can consider developing a tailored
essential package for PC to enhance accessibility to PC services and reduce
healthcare costs.

Element 2

Provide palliative care at patients’ residence

Home care is a viable option in Lebanon where family ties are
strong and play an important role in patient’s healthcare decisions (Michel
Daher, 2011).

Home-based PC services have numerous benefits, some of which
include respecting patient’s wishes, saving costs, and improving patient
outcomes (Ventura, Burney, Brooker, Fletcher, & Ricciardelli, 2014). Four
studies found that home-based PC increases the chance of dying at home
(Gomes, Calanzani, Curiale, McCrone, & Higginson, 2013; Jordhgy et al., 2000;
Pham & Krahn, 2014; Shepperd, Wee, & Straus, 2011) and reduces symptom
burden (Gomes et al., 2013). Two systematic reviews found that home is the
preferred place of care for patients and their family caregivers (Gomes et al.,
2013; Murray, Fiset, Young, & Kryworuchko, 2009; Woodman, Baillie, & Sivell,
2016). In addition, one primary study concluded that PC at home was
associated with better satisfaction among patients’ caregivers (Singer,
Bachner, Shvartzman, & Carmel, 2005). One study found that in-home PC
improves patient satisfaction, reduces hospital admissions and costs, and
increases the likelihood of dying at home (Brumley et al., 2007). In addition,
two studies showed that PC at home is cost-effective (McCaffrey et al., 2013;
Pham & Krahn, 2014).

Element 3
Strengthen education and training in palliative care

among health professionals

This element addresses education and training of health
professionals that can be achieved through various tools. One systematic
review concluded that including PC at the undergraduate level provides
students with knowledge, skills, and competencies about PC and improves
their behaviors towards patients suffering from advanced diseases (Centeno &
Rodriguez-Nunez, 2015). A systematic review found that classroom-based and
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training courses about end-of-life care and PC for healthcare and social care
staff is beneficial for improving skills and readiness for providing PC (Pulsford,
Jackson, O'Brien, Yates, & Duxbury, 2013). In addition, one systematic review
suggested that using multifaceted educative interventions about PC such as
group discussions, case management, role-play, didactic courses, tutorial
educational sessions, and interdisciplinary team meetings can improve
primary care physicians’ knowledge (Alvarez & Agra, 2006).

Element 4

Improve public awareness about palliative care

Improving public awareness about the concept of PC and its
benefits can enhance referrals to PC services and can help in identifying gaps
in services provided.

One citizen brief about improving access to PC in Ontario
mentioned that social media campaigns about PC can be used as a tool to
improve public awareness about PC (Gauvin, Abelson, & Lavis, 2013). Four
systematic reviews found that social network interventions can promote health
behavior change (Cugelman, Thelwall, & Dawes, 2011; Laranjo et al., 2014;
Maher et al., 2014; Stead, Gordon, Angus, & McDermott, 2007). One
systematic review mentioned that social marketing campaigns can be effective
in changing behaviors of consumers and patients and can be used as a tool by
professionals, organizations, and policymakers and can influence public policy
changes (Stead et al., 2007). One primary study found that improving
awareness among the public is needed to increase knowledge and access to
PC services and empower communities to participate in decision-making
related to PC (Mcllfatrick et al., 2013). One Lancet report mentioned that the
strong collaboration between PC providers, advocacy groups, and international
societies has been proven to be effective in changing national policies about
PC (Felicia Marie Knaul et al., 2017).

Implementation considerations
Barriers to implementation can be overcome at the patient,
professional, organizational and system levels.

------ » Raising awareness about PC and pain management through public

awareness campaigns, media outlets, and educational leaflets
- Training caregivers to assist in caring for the patients at home
-2 Providing professional training and education in PC for health
professionals through national and regional training courses,
didactic courses, and continuing medical education.

------ + Designating specific institutions as training centers for PC
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- Enhancing partnership between NGOs, charitable religious
associations, and hospitals can help standardize PC training and
increase capacity of health professionals involved in PC

-3 Setting standards and guidelines related to PC in hospitals

- Training of community volunteers to increase their capacity to
support patients receiving PC

-2 |nitiating sensitive discussions of end-of-life issues and
developing clear referral pathways

-3 Adjustment of the article 44 of the Lebanese code of medical
ethics mandating physicians to disclose dangerous diagnosis
results to patients

- Reviewing and modifying national legislation related to advance
directives and the availability and affordability of opioids

-+ Conducting high-quality research such as systematic reviews and
intervention studies about PC
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K2P Policy Brief-
Full report

The Problem

The high burden of NCDs and the rapidly aging
population makes PC an essential component of health services
needed to relieve the suffering of patients. Access to PC is a basic
health and human right and a core component of UHC. It is
associated with many benefits including improved quality of life,
increased patient satisfaction, and decreased hospitalization.
According to a report published in 2017, an estimated number of
15,000 patients need PC services each year. This number is
expected to increase due to a number of factors such as the aging
population and the rise in NCDs. Yet, current health system
arrangements do not ensure adequate access to PC services.

Palliative Care (PC) is defined as an approach that
improves the quality of life of patients and their
families facing the problem 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 (World Health Organization, 2018c)

Size of the Problem

Worldwide, it is estimated that 40 million people need
PC each year, yet only 14% receive the services they need. Common
barriers to the development and integration of PC include the
absence of national health policies and systems that include PC,
poor or absent training on PC for health professionals, and
inadequate access to opioid drugs (World Health Organization,
2018a). A study conducted to map the levels of PC development in
234 countries in 2011 found that PC services were well-integrated
in only 20 countries (8.5%), while 42% had no PC services at all and
a further 32% had only isolated PC services (T. Lynch, S. Connor, &
D. Clark, 2013).

K2P Policy Brief Integrating Palliative Care into the Health System in Lebanon 23

Background to
Policy Brief

A K2P Policy Brief brings together global
research evidence, local evidence and
context-specific knowledge to inform
deliberations about health policies and
programs. It is prepared by synthesizing
and contextualizing the best available
evidence about the problem and viable
solutions and options through the
involvement of content experts,
policymakers and stakeholders.

The preparation of the Policy Brief

involved the following steps:

1) Selecting a priority topic according
to K2P criteria

2) Selecting a working team who
deliberates to develop an outline for
the policy brief and oversee the
litmus testing phase.

3) Developing and refining the outline,
particularly the framing of the
problem and the viable elements

4)  Litmus testing by conducting one to
one interviews with up to 15
selected policymakers and
stakeholders to frame the problem
and make sure all aspects are
addressed.

5) Identifying, appraising and
synthesizing relevant research
evidence about the problem,
elements, and implementation
considerations

6) Drafting the briefin such a way as to
present concisely and in accessible
language the global and local
research evidence.

7) Undergoing merit review

8) Finalizing the Policy Brief based on
the input of merit reviewers,
translating into Arabic, validating
translation, and disseminating
through policy dialogues and other
mechanisms.



Countries in the Eastern Mediterranean region suffer from
deficiencies in the field of PC where PC services are not fully integrated into
their health systems. When PC services are available, they are delivered by
NGOs, charities, and hospital units (Zeinah et al., 2013). Only an estimated 5%
of the adults living in the Eastern Mediterranean region receive PC services
(Worldwide Hospice Palliative Care Alliance, 2014). According to an NCDs
country capacity survey conducted by WHO in 2015, only Saudi Arabia and
Syria reported that at least 50% of patient with NCDs had access to primary
care-based PC services within the public health system. In addition, home-
based PC was available to cover at least 50% of the population in only Saudi
Arabia, Syria, and Qatar. However, PC services are likely to be lower in Syria
due to the current conflict (Fadhil, Lyons, & Payne, 2017)

In Lebanon, the demand for PC service is expected to rise with the
aging population and the high burden of NCDs. In 2015, Lebanon had the
highest percentage of people aged 65 years and older (7.3%) in the Arab
region and this number is projected to reach 12% by the year 2030 (Mehio et
al., 2015). According to the National Pan Arab Project for Family Health
(Papfam) Survey, 75% of people aged 65 years and older reported suffering
from at least one co-morbidity, where the leading causes of morbidity were
hypertension (36.7%), heart disease (23.1%), and diabetes (21.4%) (Mehio et
al., 2015). In addition, NCDs account for 85% of total deaths, with four types of
NCDs accounting for the largest proportions of deaths: cardiovascular disease
(47%), cancers (22%), chronic respiratory diseases (4%) and diabetes (4%)
(World Health Organization, 2014). Moreover, children are less likely to receive
PC (Osman et al., 2017). A survey conducted among Lebanese nurses and
physicians found that 98% of pediatric nurses and 100 % of physicians
reported the need for developing pediatric PC (H. H. Abu-Saad & Dimassi,
2007). Furthermore, a study assessing the quality of pediatric PC for children
with cancerin Lebanon found that management of distressing symptoms such
as fatigue and difficulty sleeping was inadequate and focused mainly on
treating symptoms such as pain and nausea (H. H. Abu-Saad, Sagherian,
Tamim, Naifeh, & Abboud, 2013). Despite the latter, few patients who need PC
receive the care they need. Furthermore, most PC services are provided in large
cities and many patients can’t afford PC services (Michel Daher et al., 2013).

Despite progress towards developing PC services in Lebanon,
substantial challenges remain. PC services are still not financially covered by
public and most private insurance parties. Only two medical schools have
integrated PC in their curricula, and PC residency and fellowship programs are
still lacking. PC consult services are available in several hospitals in Lebanon;
however, specialist PC services remain limited. In addition, Lebanon does not
have a national PC law to support PC development and integration (Osman et
al., 2017). Moreover, poor coordination of care, problems with drug availability
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and accessibility, lack of resources, poor public awareness, and inappropriate
attitudes among health professional are also challenges hampering the
development of PCin Lebanon (Zeinah et al., 2013).

Underlying Factors

The following section focuses on the underlying factors at the
governance, financial and delivery arrangement levels of the health system
that may have contributed to the problem.

Governance

The development of PC is difficult without policies and laws that
support its provision. Based on data from Atlas for PC in the Eastern
Mediterranean Region, Tunisia is the only country with a national PC plan;
while Jordan, Lebanon, Morocco, and Qatar have developed and published
national documents for the provision of PC services. Iran, Lebanon, and Oman
are the only countries that reported that a law for PC is under development
(Osman et al., 2017).

In Lebanon, significant efforts have been ongoing to develop PC
since 1995. These include, introduction of PC during a National Cancer Control
workshop, conduction of the first Palliative Care and ethics symposium,
initiation of the Lebanese Pain and Palliative Care Initiative within the
Lebanese Cancer Society, introduction of PC as a patient right in the first article
of the law 574, amendment of Narcotic law, introduction of PC as a patient
right, establishment of the National Committee for Pain Relief and Palliative
Care, introduction of new narcotics in the market, launching a national
strategy to raise awareness about PC, and recognition of palliative medicine as
a medical specialty (figure 1).
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Advancement of Palliative Care
in Lebanon

PC was first introduced during a National’
Cancer Control Workshop supported by
MOPH and WHO

Lebanese Pain & PC Initiative within the®
Lebanese Cancer Society was initiated,
with the aim of educating healthcare
professionals on PC, integrating PC in
the curricula of medical & nursing
schools, & developing postgraduate
trainings for MDs & RNs

* MOPH introduced PC as a patient 2
right in the first article of law 574 on
patients’ rights & informed consent

* A symposium was devoted to the role’
of nurses in home care PC

MOPH issued a Ministerial Decree &
established the National Committee for
Pain Relief and Palliative Care with the
mandate of developing national plans
for research, education, practice &
policy related to PC.

Four multidisciplinary subcommittees
were created & they developed plans
for education and training, service
delivery models, policy priorities &
research standards. They also set
national standards for pain relief & PC

MOPH recognized Palliative Medicine
as a new specialty®

?é?é?é?

Figure 1. Advancement of Palliative Care in Lebanon

First PC & ethics symposium took place
& resulted in recommendations that
were adopted and submitted to the
MOPH & WHO. The recommendations
included:

¢ A national policy for pain-free
treatment

* An essential drug list for pain & PC

* Undergraduate training programs in
PC for MDs & RNs

* Reimbursement to physicians
providing PC services

* Establishment of a multidisciplinary
approach for PC services
 Strengthening home care

 The right for the provision of PC to all

The MOPH issued Ministerial circular®
requesting medical practitioners to
follow the recommendations on futile
treatment issued by the Bioethics
National Advisory Committee

The application decrees of the Narcotic?
Law 673 were amended by extending
the duration of treatment, outlined by
a single prescription, from 15 to 30
days

« National Committee for Pain Relief &
Palliative Care launched a national
strategy to raise public awareness
during the first National Conference on
Palliative care

* New narcotic drugs were introduced’
to the market

* Law 288 was amended to law 2407
which regulates PC under the code of
medical ethics

(1) M. Silbermann et al., 2012; (2) Ammar & Hamra, 2013; (3) Rida & Zeineldine, 2013; (4) Osman, 2015
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In October 2012, law 288 was amended to law 240, which
regulates PC under the code of medical ethics. According to article 27 of law
240, the will of the patient should always be respected. Article 27 also states
that the role of the physician is to reduce physical and mental pain and provide
comfort to patients suffering from terminal illnesses. This decision should be
made in coordination between the patient or surrogate, the treating physician,
and the head of the department. However, the code of medical ethics is not
clear about the role of the surrogate in decision-making or how the “will” of
the patient can be determined or expressed, whether it should be written, oral,
ordocumented in the patient's medical records. In addition, article 44 of law
240 allows the physician to conceal terminal illness and serious diagnosis
results from the patient, which deprives the patient from the right to choose
the treatment plan he wants and from seeking PC. Article 44 contradicts with
the principle of human dignity and patient autonomy and requires adjustment
to respect patients choice (Rida & Zeineldine, 2013). Furthermore, advance
directives do not exist and even though patients can legally assign a health
proxy, most of them are not aware that they have this option. Therefore,
families can choose to ignore the patient’s wishes and make decisions without
consulting with the patient (Osman et al., 2017).

Several regulatory changes have been made to reduce the barriers
to access pain medication. These include laws allowing physicians to prescribe
higher doses for longer periods and simplifying the process of having
prescriptions filled for patients and families, which have reduced the
bureaucratic hurdles of obtaining opioids. Importantly, opioid analgesics are
no longer restricted to patients with a documented diagnosis of cancer, thus
allowing patients suffering from other diseases to be treated (Osman, 2015).
However, there are still many barriers to opioid prescription and access.
Oncologists, pain specialists, and PC providers are the only healthcare
providers able to prescribe opioid analgesics to patients (Osman, 2015), which
restricts physicians of other specialties to prescribe opioids to a wide range of
patients. In addition, medications such as hydrocodone and immediate-
release morphine which are essential for adequate pain management but are
still not available in the market, whereas methadone is still not accessible for
pain management (Osman et al., 2017).

Financing

Financial coverage for PC services is one of the most significant
barriers to access. It is estimated that the healthcare costs associated with the
provision of palliative and social care services toward end of life range from
10% of all healthcare costs in the Netherlands (Polder, Barendregt, & van Oers,
2006), 25% of Medicare Hospice spending in the United States (Riley & Lubitz,
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2010) and 29% of English National Health Service hospital spending (Barnato,
2007). Adequate medical treatment for life-threatening illnesses may only be
available to those able to pay.

In Lebanon, the main barrier to access PC services is the lack of
financial coverage. A national PC program has been proposed to the MOPH to
provide financial coverage to PC services in hospitals and homes but is not
implemented yet (Osman et al., 2017). To this date, public and most private
insurance parties do not cover PC services. This limits access to PC services
and also discourages health professionals from pursuing PC as a profession.
Therefore, healthcare providers interested in providing PC in Lebanon are
mainly family physicians, geriatricians, oncologists or pain specialists and only
devote part of their time to providing PC (Osman, 2015).

Patients who need PC services are forced to pay out of pocket or
resort to the only two NGOs-Balsam and SANAD- that provide PC services free
of charge. However, these NGOs have limited human and financial resources
and cannot meet the needs of all people who need PC. According to Balsam’s
annual reportin 2016, the NGO provided care to 215 patients, a 35% increase
from 2015. Due to this increase and limited resources, Balsam was unable to
accommodate all requests and had to prioritize new patients based on need
and urgency. A total of 30% of referred patients had to wait more than 6 days
before being enrolled in the PC program. Twenty nine patients living outside
Greater Beirut Area received PC through the distance support program (Balsam,
2016). In 2017, out of the 194 patients admitted to Balsam, 147 patients
received regular support, nine patients were assessed but did not need PC, and
38 patients living outside Greater Beirut Area received distance PC support.
Forty percent of patients discharged from hospitals received home care in less
than 2 days (Balsam, 2017). Moreover, SANAD provided care for 183 patients
in 2017 compared to 85 patients in 2016. In 2017, more than half of the
patients who received PC were 65 years and older and more than 90% of the
referred patients suffered from cancer. In Beirut, 55% of patients were referred
to SANAD by their primary physicians, while this proportion was 67% in Beqaa.
The average length of stay with SANAD was 34 days in Beirut and 23 days in
Begaa. In addition, 74% of patients in Beirut and 47% of patients in Begaa
died at home (SANAD, 2017). Despite concerted efforts of these NGOs to
provide PC, a large proportion of patients who need PC services cannot access
PC due to the lack of financial coverage of PC services.

Delivery

Worldwide, the majority of health professionals have limited
knowledge about PC (Worldwide Hospice Palliative Care Alliance, 2014). Lack
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of trained health professionals in PC is a major barrier to daily practice
(Gibbins, McCoubrie, & Forbes, 2011; Prem et al., 2012) and to improving
access to PC (World Health Organization, 2018a). Countries in the Eastern
Mediterranean region suffer from similar challenges hampering the
development of PC. For example, education of health professionals in PC is
limited to a fellowship program and short courses in Iran. In Oman, PC is not
integrated into the curricula of medical or nursing schools, whereas in Egypt
the PC diploma in the Alexandria University is strictly provided to oncologists
(Osman et al., 2017).

Similarly, lack of knowledge and skills in PC among healthcare
providers is a major barrier facing the health system in Lebanon (Michel Daher
et al., 2002; M. Silbermann et al., 2012; Zeinah et al., 2013). A survey
assessing Knowledge, Practice, and Attitudes of nurses and physicians on PC
in Lebanon found that only 14.8% of nurses and 11.6% of physicians with
medical specialties reported receiving continuing education in PC. Only 8.3%
of oncology physicians compared to around 25% of physicians in other
specialties reported that they inform the patients suffering from a terminal
illness about their diagnosis. 24.4% of oncology nurses reported that PCis a
practice that destroys hope and leads to despair and depression indicating a
lack of awareness on the importance of PC and the need to improve PC
education. Continuing education in PC, better knowledge and attitudes in PC,
and being exposed to terminally ill patients were positively associated with
improved PC practices among health professionals. The study concluded the
need to improve PC education and training of health professionals in Lebanon
through integrating PC in all nursing and medical school curricula and
continuing medical education (Abu-Saad Huijer, Dimassi, & Abboud, 2009).
According to Doumit (2015), PC education is integrated in some undergraduate
nursing curricula and provided by some university hospitals through
continuing medical education; however, PC education can be more structured.
Although several medical schools are integrating PC lectures into their
undergraduate and graduate medical education curricula, there are no formal
fellowships or residency training programs for physicians in PC (Osman et al.,
2017).

In addition, lack of awareness and wrong perceptions about PC
among the public is another cited barrier. Evidence shows that lack of
awareness about PC leads to inequitable access to services and negatively
impacts the quality of care (Mcllfatrick et al., 2013). In Lebanon, PC is
considered a luxury rather than a need and there are many misconceptions
about PC among patients and their families (Osman et al., 2017). PCis
associated with death, terminal illnesses, and is viewed as a last resort when
all other treatments fail (Michel Daher et al., 2013). Patients and their families
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opt for treatments that prolong life, even if that means suffering from physical
and psychological pain (Mouhawej et al., 2017). According to a study
conducted in 2015 among university students in Lebanon, 65% of students
believe that death is still a taboo in our society and that patients cannot
choose their place of death. Overall, 65% of students wished better
management of end-of-life care which can be achieved through the
establishment of PC units (40%), home-based PC (34%), and the development
of pain management in hospitals (34%). 50% of students stated that efforts
should be made to ensure financial coverage for patients who need PC, 43%
stated that a policy should be implemented to develop PC units, and 27%
stated that health professionals need to receive training to care for terminally
ill patients (Tohme, Younes, & Mouhawej, 2018).

Elements of a policy approach to address the problem

The following four elements form part of a comprehensive
approach tackling the issue of inadequate access to PC services,
and therefore can be adopted independently or could complement
one another.

Element 1> Integrate palliative care services within healthcare
facilities

Element 2> Provide palliative care at patients’ residence

Element 3» Strengthen education and training in palliative care
among health professionals

Element 4> Improve public awareness about palliative care
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Policy Elements and
Implementation Considerations

Element 1
Integrate palliative care services within healthcare
facilities

At the hospital level

WHO strongly calls for the integration of PC in hospitals especially
those involved in treating cancer and chronic diseases. Hospital-based PC can
improve patient outcomes and symptom control, facilitate the discussion of
patient’s goals of care, reduce length of stay, and enhance transition of care to
the community. In addition, hospital-based PC can help health professionals
working in other fields to engage and learn about PC. Hospital-based PC can be
integrated in different ways: as an outpatient PC clinic; a PC consultation
service for hospital inpatients; a PC day-care service; an inpatient PC unit; and
PC outreach service (World Health Organization, 2016).

Compelling evidence demonstrates the effectiveness and cost-
effectiveness of hospital-based PC. Three systematic reviews found that PC
services are associated with decreased length of stay (Martins et al. ,2017 1. J.
Higginson & Evans, 2010; Kyeremanteng et al., 2016). Similarly, one
comprehensive literature review assessing the cost-effectiveness of PC
interventions reported that patients who received PC had fewer acute care
admissions and significantly shorter length of stay (S. Smith, Brick, O'Hara, &
Normand, 2014).

In addition, two systematic reviews showed that specialist PC
services improved symptom control (Higginson & Evans, 2010; Mitchell,
Morris, Bennett, Sajid, & Dale, 2017), patient satisfaction (Higginson & Evans,
2010; Mitchell et al., 2017) and quality of life of patients and their families
(Mitchell et al., 2017). Similarly, three primary studies found that PC can

improve the quality of care (Bakitas et al., 2009 ; Casarett et al., 2008; Temel et

al., 2010), improve family perceptions of care (Casarett et al., 2008), decrease
depression, and extend survival among patients (Bakitas et al., 2009; Temel et
al., 2010).

Two systematic reviews reported the cost-effectiveness of hospital-
based PC (Kyeremanteng et al., 2016; May et al., 2014; Siouta et al., 2016).
One systematic review found that inpatient PC consultation teams save

hospital costs in the range of 9% to 25% (May et al., 2014). Another systematic
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review found that PC consultations reduced ICU costs from USD $7,533 to USD
$6,406 and hospital direct variable costs from USD $9,518 to USD $8,971
(Kyeremanteng et al., 2016). In addition, one primary study found that patients
who received PC incurred fewer hospital costs and spent less time in ICUs (R
Sean Morrison et al., 2011).

At the primary health care level

In 2014, the World Health Assembly resolution WHA67.19- called
WHO and the Member States to enhance access to PC, specifically through the
provision of PC in primary health care (World Health Organization, 2018a).

Evidence shows that the integration of PC in primary healthcare
leads to reduced healthcare costs and improved health outcomes and quality
of life. (Sion L Kim & Derjung M Tarn, 2016; Meiklejohn et al., 2016; Totten et
al., 2016). One systematic review that examined the relationship between
primary care involvement in end-of-life (EOL) care and health and utilization
outcomes found that patients who received PC by primary care providers were
more likely to be discharged or die outside of the hospital. Thus, primary care
can help strengthen patient’s autonomy by involving them in the treatment
process and decision-making (S. L. Kim & D. M. Tarn, 2016). Another
systematic review found that home-based primary care reduces
hospitalizations and length of stay, improves patient and caregiver
satisfaction, and enhances quality of life (Totten et al., 2016). Moreover, one
systematic review found that general practitioners, family physicians, and
primary care physicians provide great support for care coordination and
management, symptom and pain relief, health promotion, PC, and continuing
healthcare provision (Meiklejohn et al., 2016).

In addition, a review concluded that the integration of PC in primary
care can promote quality of life, support patients and caregivers, and provide
patient-centered care (Gorman, 2016). One primary study found that primary
care visits among Medicare beneficiaries at end of life were associated with
less hospitalization, lower costs, and reduced hospital deaths (Kronman, Ash,
Freund, Hanchate, & Emanuel, 2008). Similarly, one primary study found that
patients suffering from life-limiting illnesses who received care in primary care
setting have less utilization of emergency departments and some reported
improvements in symptom assessment (Owens et al., 2012). In addition, one
primary study mentioned that PC services delivered through primary health
care increased access to these services among children with chronic diseases
and enhanced PC knowledge among primary care providers (Liberman, Song,
Radbill, Pham, & Derrington, 2016).
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Integrate advance care planning into practice

Advance care planning is defined as “ a process of discussion
about goals of care and means of setting on record preferences for care of
patients who may lose capacity or communicating ability in the
future”(Seymour et al., 2010). Advance care planning enables patients and
their families to choose their treatment plan according to their wishes
(Brinkman-Stoppelenburg et al., 2014).

The effectiveness of advance care planning has been portrayed in
various studies. Four systematic reviews found that advance care planning
reduce hospital admissions (Brinkman-Stoppelenburg et al., 2014; Khandelwal
et al., 2015; Martin et al., 2016; Robinson et al., 2012). A systematic review
found that advance care planning decreases life-sustaining treatment,
increases the use of PC, and prevents hospitalization (Brinkman-
Stoppelenburg et al., 2014). Reported benefits of advance care planning
include improved patient-provider communication, increased patient
satisfaction (Lotz et al., 2013; Martin et al., 2016), and higher incidence of
patients dying in their preferred place of death (Martin et al., 2016). One
randomized clinical trail (RCT) concluded that advance care planning improves
end-of-life care, reduces anxiety and depression, and enhances patient and
family satisfaction (Detering, Hancock, Reade, & Silvester, 2010).

Furthermore, two systematic reviews found that advance care
planning is associated with healthcare savings (Dixon, Matosevic, & Knapp,
2015; Klingler, in der Schmitten, & Marckmann, 2016). In fact, one systematic
review found that advance care planning can save costs ranging from $1,041
to $64,830 per patient (Klingler et al., 2016).

Essential package for palliative care

UHC is defined as "ensuring that all people have access to needed
health services (including prevention, promotion, treatment, rehabilitation,
and palliation) of sufficient quality to be effective while also ensuring that the
use of these services does not expose the user to financial hardship” (World
Health Organization, 2018b). All people should have access to basic PC
services irrespective of their ability to pay, disease type, or age. The WHO
states that countries need to establish financial and social protection systems
for the poor to ensure that they have adequate access to PC (World Health
Organization, 2018a).

Although PC is a core component of UHC and a human right, poor
people around the world do not receive PC and pain relief. Poor access to PC
and pain relief causes profound social and health inequities. The Lancet
Commission on Global Access to PC and Pain relief of PC providers developed a
low—cost essential package that any resource-strained health system can make
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universally accessible. The essential package can be provided at all levels of
care from hospital to home to primary care centers. The package includes
essential medicines, equipment, and human resources necessary for the
provision of effective and essential PC and pain relief services (Felicia Marie
Knaul et al., 2017). According to Felicia Marie Knaul et al. (2017), the essential
package for PC can strengthen health systems and save enormous healthcare
costs incurred by patients and their families.

According to WHO, essential health packages use cost-effective
interventions that can lead to poverty reduction, enhance health equity, and
improve service delivery (World Health Organization, 2008). In fact, several
countries have implemented comprehensive benefits packages as part of UHC
and showed favorable healthcare outcomes and reduction in healthcare costs.
One review report assessing Thailand’s Universal Coverage Scheme (UCS) that
includes a comprehensive benefits package showed a significant reduction in
healthcare costs incurred by the poor and out of pocket expenditures (Evans et
al., 2012). Similarly, the national health insurance program in Mexico which
provides a package of comprehensive health services reduced the prevalence
of catastrophic health expenditures, especially for the poor (F. M. Knaul et al.,
2012). In addition, one primary study from Ghana mentioned that the benefits
package improved access and provision of healthcare services (Odeyemi &
Nixon, 2013). A primary study assessing the use of an essential health
package in Malawi found an improved provision of healthcare services and
increased outpatient attendance, particularly for lower income groups (Bowie &
Mwase, 2011). One report mentioned that benefits packages included in the
general health insurance scheme in Turkey provided insurance coverage for the
poorest population, improved maternal and child health service, and helped
reduce the maternal mortality ratio, under five, infant, and neonatal mortality
ratios (Atun et al., 2013).

In Lebanon, the MOPH received 150 million dollars from the World
Bank and Islamic Development Bank for "Supporting the steadfastness of
Health sectorin Lebanon" project in 2017. These funds will be used to support
the health care system in Lebanon through funding a larger package that aims
at providing vital health services to the poorest families (MOPH, 2017). The
MOPH can consider developing a tailored essential package for PC to enhance
accessibility to PC services and reduce healthcare costs. However,
implementation barriers for this option exist and include inadequate funding,
shortage of trained and available health professionals (Opon, 2016;
Ssengooba, 2004), shortages of essential drugs (Felicia Marie Knaul et al.,
2017; Mueller, Lungu, Acharya, & Palmer, 2011), poor health infrastructure
(Opon, 2016), cultural and religious barriers, and political instability (Frost,
Wilkinson, Boyle, Patel, & Sullivan, 2016).
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Table 1 Key findings from systematic reviews and single studies

Category of finding Element 1

Benefits At the hospital level

2 systematic reviews found that PC services improve
satisfaction and symptom control (Higginson & Evans, 2010;
Mitchell et al., 2017).

3 systematic reviews found that PC services are associated
with decreased length of stay (Aslakson, Curtis, & Nelson,
2014; Higginson & Evans, 2010; Kyeremanteng et al., 2016).

1 primary study found that patients receiving PC incurred
fewer hospital costs and spent less time in ICUs compared to
patients receiving usual hospital care (R Sean Morrison et al.,
2011).

1 primary study found that PC consultation services can
improve the quality of care and early PC consultations are
associated with improved family perceptions of care (Casarett
etal., 2008).

1 primary study found that PC patients had less acute care
admissions and shorter length of stay (S. Smith et al., 2014).

3 primary studies found that PC can improve the quality of
care (Bakitas et al., 2009 ; Casarett et al., 2008; Temel et al.,
2010), improve family perceptions of care (Casarett et al.,
2008), decrease depression, and extend survival among
patients (Bakitas et al., 2009; Temel et al., 2010).

At the primary health care level

1 systematic review found that patients who received care
from primary care providers were more likely to be discharged
or die outside of the hospital (S. L. Kim & D. M. Tarn, 2016).

1 systematic review found that home-based primary care
reduces hospitalizations and length of stay and hospitals,
improves patient and caregiver satisfaction, and enhances
quality of life (Totten et al., 2016).

1 systematic review found that general practitioners, family
physicians, and primary care physicians provide great support
for care coordination, screening, diagnosis and management
of physical and psychological effects of cancer and its
treatment, symptom and pain relief, health promotion, PC and
continuing general health care provision (Meiklejohn et al.,
2016).
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Category of finding Element 1

1 review about elements of effective PC models concluded
that specialist PC should be integrated in primary and
community care (Luckett et al., 2014).

1 primary study found that patients and their caregivers
believe that primary care staff play an important role in their
continuity of care and providing patient-centered information
(Kendall et al., 2006).

1 review concluded that the integration of PC in primary care
can promote quality of life, support patient, and caregivers,
and provide patient-centered care (Gorman, 2016).

1 primary study found that patients with a life-limiting illness
who received care in primary care setting have less utilization
of emergency departments and some reported improvements
in symptom assessment (Owens et al., 2012).

1 pilot study found that PC services delivered through primary
health care increases access to these services among children
with chronic diseases and enhance PC knowledge among
primary care providers (Liberman et al., 2016)

Integrate advance care planning into practice

4 systematic reviews found that advance care planning reduce
hospital admissions (Brinkman-Stoppelenburg et al., 2014;
Khandelwal et al., 2015; Martin, Hayes, Gregorevic, & Lim,
2016; Robinson et al., 2012).

1 systematic review found that pediatric advance care
planning, when implemented properly, can improve positive
emotions and communication between the patient and
healthcare providers (Lotz, Jox, Borasio, & Fuhrer, 2013).

1 systematic review found that advance care planning is
associated with high incidence of dying in the preferred place
of death for patients and increased patients’ satisfaction with
medical treatments (Martin et al., 2016).

1 RCT concluded that advance care planning improves end-of-
life care, reduces anxiety and depression, and enhances
patient and family satisfaction (Detering, Hancock, Reade, &
Silvester, 2010).

Essential package

1 review assessing Thailand's Universal Coverage Scheme
(UCS) that includes a comprehensive benefits package
showed a dramatic reduction in healthcare costs incurred by
the poor and out of pocket expenditures (Evans et al., 2012).
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Category of finding

Element 1

1 Lancet report showed that the national health insurance
program in Mexico which provides a package of
comprehensive health services reduced the prevalence of
catastrophic health expenditures, especially for the poor (F.
M. Knaul et al., 2012)

1 report mentioned that benefits packages included in the
general health Insurance scheme in Turkey provided
insurance coverage for the poorest population, improved
maternal and child health services, and helped reduce
different mortality ratios (Atun et al., 2013)

1 primary study mentioned that Ghana’s benefits package
improved access and provision of healthcare services
(Odeyemi & Nixon, 2013)

Potential harms

At the primary health care level

1 primary study conducted in primary care in England found
that health professionals experience stress when placing
patients with non-malignant diseases on a PC register (Dalkin,
Lhussier, Philipson, Jones, & Cunningham, 2016).

Essential package for palliative care

1 case study in South Africa found that benefits packages
applied in private sector schemes created inequities by
excluding patients with underlying diseases from the
packages (Taylor, Ostermann, Van Houtven, Tulsky, &
Steinhauser, 2007)

Cost

and/ or cost
effectiveness in
relation to the status
quo

At the hospital level

2 primary studies found that costs were significantly lower in
PC patients compared to control groups (Lewin et al., 2005; R
Sean Morrison et al., 2011; T. ). Smith et al., 2003).

1 RCT showed that the total health costs for patients receiving
PC services were lower by $6,766 per patient compared to
patients receiving the usual hospital care. This was largely
attributed to less hospital readmission costs for patients
receiving PC services (Gade et al., 2008).

1 primary study found that patients receiving PC incurred
$6,900 fewer hospital costs compared to patients' receiving
regular care. The costs were reduced by $4098 for patients
discharged alive and $7,563 for patients who died in the
hospital (R Sean Morrison et al., 2011)

1 primary study found that the overall cost savings from PC of
$3,426 per patient for those dying in the hospital. However, it
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Category of finding Element 1

found no significant cost savings for patients discharged alive
(McCarthy, Robinson, Hug, Philastre, & Fine, 2015)

1 primary study found that PC patients discharged alive had
net savings of $1,696 in direct costs per admission and $279
per day, and those who died in the hospital had adjusted net
savings of $4,908 in direct costs per admission and $374 per
day (R. S. Morrison et al., 2008)

At the primary health care level

1 primary study found that primary care visits among
Medicare beneficiaries at end of life were associated with less
hospitalization, lower costs, and less in-hospital death
(Kronman et al., 2008)

Advance care planning

2 systematic reviews found that advance care planning is
associated with healthcare savings (Dixon et al., 2015;
Klingler et al., 2016). According to Klingler et al. (2016) found
that advance care planning saves costs ranging from USD
1,041 to USD 64,827 per patient.

Essential package for palliative care

1 primary study conducted in Malawi found that 33 of the 55
essential health package interventions were cost-effective
(Bowie & Mwase, 2011)

A Lancet commission report projected the cost savings of
introducing the essential package in 2015 in Mexico and
found that cost savings would have been $66-92 million. It
also found that access to best international prices for
medications would reduce overall costs of the essential
package for low-income countries by about 25% (Felicia Marie
Knaul et al., 2017)

Uncertainty At the hospital level

regarding benefits and 1 rcTfound no significant differences in survival and hospital
potential harms (so utilization between PC group and control group (Gade et al.,
monitoring and 2008)

evaluation could be 1 RCT found that PC consultations had limited effect on

symptom intensity scores and resource utilization (Bakitas et
approach element al., 2009)

warranted if the

were pursued) 1 primary study found that PC consultations do not improve

all health outcomes (Casarett et al., 2008).

K2P Policy Brief Integrating Palliative Care into the Health System in Lebanon 39



Category of finding Element 1

Essential package for palliative care

1 case study found that that the minimum healthcare package
in Uganda was ineffective and inefficient (Ssengooba, 2004)

Element 2

Provide palliative care at patients’ residence

Most patients suffering from terminal illnesses who require PC
prefer to receive care at home while being surrounded by family members. The
Middle Eastern culture supports the establishment of home-based PC services
due to the strong family and social bonds (Fadhil et al., 2017). Home care is a
viable option in the Lebanon where family ties are strong and play an important
role in patient’s healthcare decisions (Michel Daher, 2011).

Home-based PC services have numerous benefits, some of which
include respecting patient’s wishes, saving costs, and improving patient
outcomes (Ventura et al., 2014). One systematic review, one RCT, one primary
study, and one meta-analysis found that home-based PC increases the chance
of dying at home (Gomes et al., 2013; Jordhgy et al., 2000; Pham & Krahn,
2014; Shepperd et al., 2011) and reduces symptom burden (Gomes et al.,
2013). Two systematic reviews found that home is the preferred place of care
for patients and their family caregivers (Murray et al., 2009; Woodman et al.,
2016). In addition, one primary study concluded that PC at home was
associated with better satisfaction among patients’ caregivers (Singer et al.,
2005). One RCT found that in-home PC improves patient satisfaction, reduces
hospital admissions and costs, and increases the likelihood of dying at home
(Brumley et al., 2007). One primary study found that patients receiving home-
based PC services had statistically significantly less symptom severity, lower
depression, and better physical health and quality of life than those receiving
inpatient care. Patients also reported more control on their diseases, treatment
and care received, and over the course of the disease (Peters & Sellick, 2006).

In addition, one literature review and one primary study showed
that PC at home is cost-effective (McCaffrey et al., 2013; Pham & Krahn, 2014).
According to Pham and Krahn (2014), in-home PC saved 4,400% per patient in
Ontario and if these services are expanded to the rest of the population in need
of PC services, it is estimated that healthcare cost savings can reach up to 190
million $.

Table 2 Key findings from systematic reviews and single studies

Category of finding Element 2

Benefits 1 systematic review, 1 RCT, 1 primary study, and 1 meta-
analysis found that home-based PC increases the chance of
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Category of finding

Element 2

dying at home (Gomes et al., 2013; Jordhgy et al., 2000;
Pham & Krahn, 2014; Shepperd et al., 2011) and reduces
symptom burden (Gomes et al., 2013)

2 systematic reviews found that home is the preferred place
of care for patients and their family caregivers (Murray et al.,
2009; Woodman et al., 2016).

1 RCT found that in-home PC improves patient satisfaction,
reduces hospital admissions and costs increases the
likelihood of dying at home (Brumley et al., 2007).

1 primary study concluded that PC at home was associated
with better satisfaction among patients’ caregivers (Singer
et al., 2005).

1 primary study found that PC at home reduces length of
stay at the hospital and allows patients to spend more time
at home (Costantini et al., 2003)

1 primary study found that families of patients receiving PC
at home reported higher satisfaction with care and less
unmet needs compared to those receiving PC in other
settings (Teno et al., 2004).

Potential harms

1 systematic review identified several unmet needs such as
communication, loss of autonomy, and emotional needs
among patients receiving home-based PC (Ventura et al.,
2014).

Cost

and/ or cost
effectiveness in
relation to the status
quo

1 literature review conducted in Ontario found that in-home
PCincreased the chance of dying at home, increased the
number of days at home, and reduced costs by 4400% per
patient. It also mentioned that expanding in-home PC to
patients not receiving such services can improve quality of
life, reduce the use of resources, and save more than 190
million $ (Pham & Krahn, 2014).

Uncertainty
regarding benefits
and potential harms
(so monitoring and
evaluation could be
warranted if the
approach element
were pursued)

1 systematic review and meta-analysis found insufficient
evidence that community specialist PC services providing
home nursing have increased the rate of home deaths
(Luckett et al., 2013).

1 RCT found that PC at home has no effect on caregiver
bereavement outcome (Grande, Farquhar, Barclay, & Todd,
2004)
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Element 3
Strengthen education and training in palliative care

among health professionals

All health professionals should receive basic training on PC and
continuing medical education. The WHO calls countries to strengthen training
of health professionals and include PC in curricula of health professionals
(World Health Organization, 2018a).

One systematic review found that there is a dire need to improve
education and knowledge about PC among healthcare providers. This can be
achieved through tailored educational programs for health professionals,
integrated PC services in all clinical practices, clear referral guidelines, and
timely referral, and proper marketing of PC services (Ahmed et al., 2004). One
systematic review concluded that including PC at the undergraduate level
provides students with knowledge, skills, and competencies about PC and
improves their behaviors towards patients suffering from advanced diseases
(Centeno & Rodriguez-Nunez, 2015). A systematic review found evidence that
multi-faceted interventions, reminders, and educational outreach are effective
in improving the performance of health professionals (Grimshaw et al., 2004).
Another systematic review found that classroom-based and training courses
about end-of-life care and PC for healthcare and social care staff is beneficial
forimproving skills and readiness for providing PC (Pulsford et al., 2013). In
addition, one systematic review suggested that using multifaceted educative
interventions about PC such as group discussions, case management, role-
play, didactic courses, tutorial educational sessions, and interdisciplinary
team meetings, can improve primary care physicians’ knowledge (Alvarez &
Agra, 2006). Another systematic review found that workshops with simulated
patients or role-plays improved communication skills whereas multi-faceted
interventions improved health professionals’ knowledge (Shaw et al., 2010)

Lastly, one systematic review and meta-analysis mentioned that
there is insufficient evidence that educational interventions to train health
professionals in end-of-life communication affect patient outcomes (Chung,
Oczkowski, Hanvey, Mbuagbaw, & You, 2016).

Table 3 Key findings from systematic reviews and primary studies

Category of finding Element 3

Benefits 1 systematic review concluded that including PC at the
undergraduate level provides students with knowledge, skills,
and competencies about PC and improves their behaviors
towards patients suffering from advanced diseases (Centeno &
Rodriguez-Nunez, 2015)
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Category of finding

Element 3

1 systematic review concluded that PC education is effective in
improving nurses’ attitudes towards death and the care of dying
patients and their families (Bassah, Seymour, & Cox, 2014).

1 systematic review found that classroom-based and training
courses about PC for health and social care staff are beneficial
for improving skills and readiness for providing PC (Pulsford et
al., 2013).

1 systematic review suggested that using multifaceted
educative interventions about PC such as group discussions,
case management, role-play, didactic courses, tutorial
educational sessions, and interdisciplinary team meetings, can
improve primary care physicians’ knowledge (Alvarez & Agra,
2006)

A systematic review found evidence that multi-faceted
interventions, reminders, and educational outreach are effective
in improving the performance of health professionals
(Grimshaw et al., 2004)

Potential harms

1 primary study found little impact of a curriculum designed to
teach palliative care on critical care medicine fellows’
knowledge, and some attitudes were worse after the clinical
rotation (DeVita, Arnold, & Barnard, 2003).

Cost

and/ or cost
effectiveness in
relation to the status
quo

None found

Uncertainty
regarding benefits
and potential harms
(so monitoring and
evaluation could be
warranted if the
approach element
were pursued)

1 systematic review and meta-analysis found insufficient
evidence that educational interventions affect patient-level
outcomes (Chung, Oczkowski, Hanvey, Mbuagbaw, & You,
2016)

1 report showed that classroom interventions had no significant
effect on residents' attitudes towards knowledge the end-of-life
care (Fischer & Arnold, 2007)

Element 4

Improve public awareness about palliative care
Improving public awareness about the concept of PC and its

benefits can enhance referrals to PC services and can help in identifying gaps

in services provided. A recent Lancet Commission report on PC and pain relief
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stressed on the need of national and local governments to improve healthcare
education and build public awareness about PC through collaboration between
NGOs and international and civil society organizations. Several small but high-
quality PC initiatives have been implemented in many countries and have
proven to be effective in changing national policies about PC (Felicia Marie
Knaul et al., 2017).

One citizen brief about improving access to PC in Ontario
mentioned that social media campaigns about PC can be used as a tool to
improve public awareness about PC (Gauvin et al., 2013). Four systematic
reviews found that social network interventions can promote health behavior
change (Cugelman et al., 2011; Laranjo et al., 2014; Maher et al., 2014; Stead
et al., 2007). Stead et al. (2007) mentioned that social marketing campaigns
can be effective in changing behaviors of consumers, patients, professionals,
organizations, and policymakers and can influence public policy changes. One
primary study found that improving awareness among the public is needed to
increase knowledge and access to PC services and empower communities to
participate in decision making related to PC (Mcllfatrick et al., 2013).

Public awareness campaigns about PC, advance care planning, and
end-of-life should use clear terminologies, piloted material, and different mass
media outlets (Seymour, 2018). One systematic review concluded that the use
of social media provides support for patients and can improve patient care
(Patel, Chang, Greysen, & Chopra, 2015). In addition, one primary study found
that providing PC information through small media and lectures improved the
perception of PC among the public and caregivers of patients (Akiyama et al.,
2016). One primary study showed that the implementation of an art project
helped normalize death among school students (Lindqvist & Tishelman, 2015).
An evaluation of a one-week social marketing campaign on PC in Ireland
showed that 42% of people in the Republic of Ireland were aware of the
campaign and reported an improved understanding of PC (Ronan Cavanagh,
2015).

Table 4 Key findings from systematic reviews and single studies

Category of finding Element 4

Benefits 4 systematic reviews found that social network interventions
can promote health behavior change (Cugelman et al., 2011;
Laranjo et al., 2014; Maher et al., 2014; Stead et al., 2007)

1 systematic review concluded that community-based
interventions that encourage discussions about preferences of
the end of life care are effective when people are actively
engaged in the interventions (Abba, Byrne, Horton, & Lloyd-
Williams, 2013)
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Category of finding Element 4

1 systematic review concluded that the use of social media
provides support for patients and can improve patient care
(Patel et al., 2015).

1 citizen brief on improving access to PC in Ontario mentioned
that social media campaigns about PC can be used as a tool to
improve public awareness about PC (Gauvin et al., 2013).

1 primary study found that an educational intervention study
for the public was effective in changing perceptions about
home care, life-prolonging treatment, and end-of-life care
(Miyashita, Sato, Morita, & Suzuki, 2008)

1 primary study found that providing PC information through
small media and lectures has positive effects on the
perception of PC among the public and caregivers of the
patients (Akiyama et al., 2016).

1 primary study showed that the implementation of an art
project helped normalize death among school students
(Lindqgvist & Tishelman, 2015).

1 primary study found that improving awareness among the
public is needed to increase knowledge and access about PC
services and empower communities to participate in decision
making related to PC (Mcllfatrick et al., 2013).

An evaluation of a one-week social marketing campaign on PC
in Ireland showed that 46 % of people in the Republic of
Ireland were aware of the campaign and reported an improved
understanding of PC (Ronan Cavanagh, 2015).

Potential harms

None found

Cost

and/ or cost
effectiveness in
relation to the
status quo

1 meta-analysis found that online interventions can reach a
large population at lower cost (Cugelman et al., 2011).

1 systematic review found that social networking presents a
low-cost opportunity to virally spread health information
(Laranjo et al., 2014)

Uncertainty
regarding benefits
and potential
harms (so
monitoring and
evaluation could
be warranted if the
approach element
were pursued)

1 primary study conducted in Japan found that a population-
based educational intervention was unsuccessful in changing
public’s perception on PC in the long-term (Sato, Miyashita,
Morita, & Suzuki, 2009)
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Implementation considerations and counterstrategies
Barriers to implementation of the four elements are at the

patient, professional, organizational and system levels. Counterstrategies to

overcome these barriers are suggested and are retrieved from evidence.

Level

Barriers Element(s)

Counterstrategies

Patient

Fear of losing a loved one can 1,2
force people to continue curative
treatments even when they are

not working (Tedder, Elliott, &

Lewis, 2017).

Patient’s families do not tell the 1,2
patients about their terminal

illness (M. Silbermann et al.,

2012)

Misconceptions and poor 1,2
awareness about PC among

patients and families and the

difficulty to discuss end-of-life

care (Osman, 2015; M

Silbermann et al., 2012; Tedder

etal., 2017)

Cultural taboos, religious beliefs, 1,2
and perceptions of death among

patients and their families

complicate end-of-life care

management (M. Silbermann et

al., 2012)

Lack of knowledge about advance 1,2
care planning among patients

and difficulties to discuss death

are barriers to implementing

advance care planning (Seymour

etal.,, 2010)

Information can be made
available through government
or community portals to raise
awareness about the benefits
of PC (Fadhil et al., 2017)

Healthcare
engage in early and open
discussions about different

providers can

treatment plans with their
patients (Thomas Lynch,
Stephen Connor, & David Clark,
2013)

Involve and train caregivers to
assist in caring for the patient
at home (Osman, 2015)

Develop an advocacy strategy
to increase public awareness
about pain management and PC
(H. Abu-Saad & Daher, 2005)

Educate the public about PC
and its benefits through public
awareness campaigns, media
outlets, and educational
leaflets (Michel Daher et al.,
2013).

Healthcare provider
organizations can embed
patient preferences in their
clinical governance procedures
(Lund, Richardson, & May,
2015)

Educate the public about PC
and its benefits through public
awareness campaigns, media
outlets, and educational
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Level

Barriers

Counterstrategies

leaflets (Michel Daher et al.,
2013).

Professional

Poor training in pain management
and PC during health professional
education(Osman, 2015; M.
Silbermann et al., 2012)

Poor prognostic skills among
physicians, reluctance to
communicate information with
the patient and their family
(Dalgaard, Bergenholtz, Nielsen,
& Timm, 2014; Osman, 2015) and
misconceptions about PC
(Dalgaard, Bergenholtz, Nielsen,
& Timm, 2014), and focus on
curative treatment among
physicians (Visser, Deliens, &
Houttekier, 2014).

Poor preparedness to manage
terminal diseases and difficulty to
find continuing education
classes. In fact, many schools do
not integrate end-of-life care into
their standard curriculum (Lynch
etal., 2010).

Poor awareness among health
professionals about PC and its
benefits (Fadhil et al., 2017).

Professional training and
education in PC for health
professionals can be accredited
and certified (Fadhil et al.,
2017; M. Silbermann et al.,
2012). This can be achieved
through national and regional
training courses, didactic
courses (M. Silbermann et al.,
2012) and continuing medical
education for health
professionals (M. Daher, 2013)

Introduce a primary PC
curriculum and primary care
residency programs to ensure
that all primary care physicians
can provide a basic level of PC
to the community (Osman et al.,
2013)

Designate specific institutions
as training centers for PC (e.g.
King Hussein Cancer Centre in
Amman or King Faisal Cancer
Centre in Riyadh) (Michel
Daher, 2013).

The partnership between NGOs,
charitable religious
associations, and private and
government hospitals can help
provide standardized training
and increase capacity of health
professionals involved in PC
(Fadhil et al., 2017)

Incorporate PCin curriculums
and integrate more clinical
rotations about PC (Tedder et
al., 2017)
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Level Barriers Element(s) Counterstrategies

Poor education about PC referral 3 Access to electronic libraries
procedures (Freeman et al., 2013) can help professionals keep up-
and about advance care planning to-date with PC (Rosenberg &
(De Vleminck et al., 2013) Canning, 2004)
Shortages of PC providers 3 Training of community
(Campbell et al., 2009; Freeman, volunteers to increase capacity
Heckman, Naus, &Marston, in the provision of support for
2013 (Fadhil et al., 2017) patients receiving PC (Fadhil et
al., 2017)

Involve and train caregivers to
assist in caring for the patient
at home (Osman, 2015)

Train healthcare providers who
treat chronically ill patients on
PC (Michel Daher, 2013).

Late consultation of the PC team 3 Increase collaboration between
and late referral of patients health professionals and clear
(Mouhawej et al., 2017) role definition for health

professionals in PC (Oishi &

The reluctance of professionals to
Murtagh, 2014)

tell the patients about their

diagnosis due to cultural barriers Initiate sensitive discussions

(Mouhawej et al., 2017) about end of life issues and
developing clear referral
pathways (Selman et al., 2007)

Organizational Lack of collaboration between 1 Consultation between general
primary and secondary care is a practitioners, healthcare
barrier for the implementation of professional, and hospital
advance care planning (Boyd et policy to support advance care
al., 2010) planning (De Vleminck et al.,

2013)
The Lebanese code of medical 1,2 The Lebanese code of medical
ethics does not require ethics can legalize written
physicians to inform patients of documents for patients where
their terminal diagnosis (Rida & their wishes and treatments
Zeineldine, 2013) plans are documented (Rida &

Zeineldine, 2013)

Adjustment of the article 44 of
the Lebanese code of medical
ethics mandating physicians to
disclose dangerous diagnosis
results to patients (Rida &
Zeineldine, 2013)
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Level Barriers Element(s) Counterstrategies
Initiate sensitive discussions
about end of life issues
(Selman et al., 2007)
Limited evidence about PC and its 1,2 Conduct high-quality research
benefits in Lebanon (Mouhawej et such as systematic reviews and
al., 2017) intervention studies about PC
(Abu-Saad Huijer H., 2013)
System Lack of reimbursement of PC by 1,2 Sensitize policymakers and
private and public insurance decision makers through
parties. advocacy to promote
investment and secure the
resources required for PC
development (Cleary, 2016).
The scarcity of national plans and 1,2 Develop national PC plans in

policies and poor funding for PC
(Fadhil et al., 2017; M.
Silbermann et al., 2012)

The absence of a legal process to 1,2
document patients’ choicesin a

legally binding manner (Osman,

2015).

Inadequate availability and 1,2
access to opioids due to

restrictive laws and policies,

insufficient knowledge regarding

the use of controlled medicines,

and inappropriate attitudes

towards controlled medicines

(World Health Organization,

2016)

Prescription of opioid analgesics 1,2
is restricted to oncologists and

pain specialists which limits

access to care (Osman, 2015).

line with the local context and
health-care needs (Fadhil et al.,
2017).

A national strategy for the
development of PC is being
developed by the National
Committee for Pain Relief and
PC (Osman, 2015).

Policymakers can develop a law
that would allow advance
directives to be used (Osman,
2015).

Review and modify national
legislation related to the
availability and affordability of
opioids for pain management
(Fadhil et al., 2017).

The MOPH can adopt the WHO
essential drug list for PC (H.
Abu-Saad & Daher, 2005).

WHO has designated six PC
collaborating  centers  that
support the development of PC
programs around the world and
can help Lebanon in integrating
PCin the health system (Osman,

2015).
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A subcommittee of the National
Committee for Pain Relief and
PCis reviewing best approaches
to improve access to opioids
(Osman, 2015).

K2P Policy Brief Integrating Palliative Care into the Health System in Lebanon 50






Next Steps

The aim of this policy brief is to foster
dialogue informed by the best available
evidence. The intention is not to
advocate specific policy
options/elements or close off
discussion. Further actions will flow from
the deliberations that the policy briefis
intended to inform. These may include:

-3 Deliberation amongst policymakers
and stakeholders regarding the policy
elements described in this policy

brief.

-3 Refining elements, for example by
incorporating, removing or modifying
some components
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