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Abstract

Background and aims Palliative care in the Eastern Mediterranean Region (EMR) faces challenges despite the high
number of patients in need. To provide accessible, affordable, and timely services, it is crucial to adopt a suitable care
model. World health organization (WHO) recommends integrating palliative care with primary health care (PHC).
Given the unigue conditions of EMR countries, there is a need to design a model tailored to these contexts.

Methods This study is a multi-method research project conducted through several sub-studies, including a literature
review, policy analysis, expert opinion (Delphi Method), dimension-specific analysis, model development, and its
validation and refinement (Delphi Method). Drawing from the WHO model, six dimensions: policy, drug availability,
education, community integration, service delivery, and research were considered to developing the model and
implementation requirements. Within each dimension, evidence-based solutions tailored to the region’s context were
explored.

Results A successful palliative care model requires, in the policy dimension, oversight by the Ministry of Health
(MOH). Having a focal-person or working group within the MOH is crucial for policy-making, formulation, and
approval of clinical guidelines, as well as addressing care challenges. It is essential to provide access to morphine
and other essential medications, along with facilitating the administration and consumption of morphine at home.
Conducting empowerment courses for care providers, can address various challenges. Community involvement
through volunteers, charities, and non-governmental organizations (NGOs) is also important. To ensure service
provision, monitoring and evaluating systems are crucial, along with striving for service continuity through an
appropriate payment system. Lastly, research is necessary for needs assessment, evidence-based practice, and
designing evaluation indicators. The proposed model relies on community health workers, especially nurses, as
multitasking professionals available for community palliative care. In the presented model, special attention has been
given to networking, collaboration, and the use of digital health technologies to support nurses.

Conclusion The model proposed for integrating palliative care into PHC should serve as a framework that enhances
access to available and affordable services for countries in the region. While this model was developed based on the
overall conditions of the region, each country can tailor it to its unique strengths and opportunities.
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Introduction

The Eastern Mediterranean region (EMR), as classified
by the World Health Organization (WHO), comprises
22 countries. Although these countries have similarities
in language, religion and culture, there are peculiarities
in health systems structure, development, and resources.
Economic status is not the sole determinant in terms of
palliative care development. In addition, many people in
the region face significant challenges in accessing health
care due to ongoing political instability, conflicts, and
forced migration [1]. These varying social and health
contexts evidently influence the development of palliative
care [2].

The status of palliative care services in the EMR
appears to be less favourable compared to other WHO
regions [3]. According to global data, palliative care is
limited in 82% of the countries in this region, with mor-
phine rarely available for pain relief [4]. Notably, none
of the 22 countries of the EMR has achieved integration
of palliative care into its healthcare system, and only 4
countries have better than isolated palliative care provi-
sion [5]. The number of palliative care providers in the
region falls short of meeting the population’s needs. Ser-
vices are predominantly concentrated in urban areas,
making them less accessible to individuals residing in dis-
tant rural communities [6].

Several factors contribute to the lack of access to these
services. These broadly include health care profession-
als’ lack of knowledge [7], restrictive laws and regulations
governing access to opioids, regulatory barriers [8, 9],
misconceptions or lack of knowledge about opioids [10],
passive or weak presence of palliative care services and
none availability of palliative care specialists [11]. There
is also a general absence of government policies that rec-
ognize palliative care as an essential component of health
care. This is compounded by insufficient education for
health care professionals and the public about the neces-
sity and importance of palliative care as an integral part
of care [3, 12]. The lack of collaboration among scientific
societies [13] and, consequently, the absence of clinical
services [14], further exacerbate the situation.

In 2016, WHO recommended that, to achieve the
Sustainable Development Goals (SDGs) and Universal
Health Coverage (UHC), health systems should incorpo-
rate community-based palliative care into Primary Health
Care (PHC) programs. This would ensure that these ser-
vices are provided by first-level contact service provid-
ers to patients and their families [15, 16]. Palliative care
and PHC share several principles, including continuous
care, social accountability, respect for patient values, and

attention to the care needs of patients and their families
[15]. PHC serves as the foundation of a sustainable health
system for UHC and health-related SDGs, enabling indi-
viduals to meet their health care needs throughout their
lives [17].

PHC refers to essential health care based on practical,
scientifically sound, and socially acceptable methods and
technology, which should be universally accessible and
affordable for individuals and society [18]. The princi-
ples of PHC—equality, solidarity, social justice, universal
access to services, decentralization, and community par-
ticipation—are also fundamental to palliative care. This
highlights the inseparability of PHC and palliative care
[19, 20].

Evidence indicates that most people worldwide prefer
to spend the final phase of their lives at home [21, 22].
To honor this preference and alleviate overcrowding in
costly hospitals, palliative care should be provided in the
community and patients’ homes. Pain relief and palliative
care programs must be integrated into existing health
care systems to ensure accessibility in patients’ homes
[23].

Palliative care is an approach that enhances the qual-
ity of life of patients and their families facing life-threat-
ening diseases. It prevents and alleviates pain through
the identification, assessment, and primary treatment of
pain and other physical, psychological, social, and spiri-
tual symptoms [3]. Palliative care is provided in various
settings such as hospices, homes, specialized service
centres, communities, and hospitals, offering support to
patients, caregivers, and patients’ families [24]. However,
the provision of palliative care should align with patients’
wishes and preferences [2], which is often at the commu-
nity level, primarily in their homes [25-28].

The term ‘Preferred Place of Death’ (PPOD) refers
to individuals’ desire to die in a specific location or the
occurrence of death in a favored place [29]. In recent
decades, the ability to choose and influence PPOD has
gained prominence as a crucial indicator for enhancing
the quality of end-of-life care within palliative services.
It is also recognized as one of the criteria for a dignified
death [30, 31]. Given that the place of death significantly
impacts the allocation of medical resources, it remains a
critical concern for health policymakers [30]. Therefore,
it is essential that palliative care be accessible in the com-
munity and in patients’ homes [25-28, 32, 33].

The European Union, along with several countries
including Canada, Spain, and recently Brazil, have incor-
porated end-of-life care and palliative care at the PHC
level into their current programs [26, 34, 35]. In 2018,
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WHO published the booklet which provides practical
guidance on the steps required to support national lead-
ers and clinicians in worldwide to further develop pallia-
tive care services within primary care settings [15].

Community-based palliative care offers several ben-
efits. It facilitates patients’ access to health care [36],
improves the quality of life for patients and caregivers,
reduces the length of hospitalization [37], decreases the
rate of referrals to emergency departments [38], and ulti-
mately increases the number of peaceful at-home deaths
[39]. To achieve the integration of palliative care into
PHC, several requirements have been identified includ-
ing the formulation of appropriate policies, ensuring the
availability of essential palliative care medicines (espe-
cially opioids), and providing training to health care pro-
fessionals, policy makers, and the public [24, 40].

Primary palliative care is practised by PHC workers,
who are the principal providers of integrated health care
for people in local communities throughout their life. It
includes early identification of the need for and trigger-
ing of palliative care as well as its delivery as an integral
component of integrated and holistic chronic disease
management, collaborating with specialist palliative care
services where they exist, and strengthening underlying
professional capabilities in primary care [41].

The model for integrating palliative care into PHC
developed by WHO encompasses these critical elements,
namely, health policies, the use of essential medicines,
integrated palliative care services, education and train-
ing, empowerment of people and communities, and
research [42].

Primary palliative care is delivered in various ways
across Low- and Middle-Income Countries (LMICs),
influenced by historical events, government policies,
resource availability, cultural norms, and social networks.
The literature on primary palliative care in LMICs is lim-
ited, and published studies may not fully capture all the
services provided [43].

Countries should evaluate the micro- and macro-eco-
nomic benefits of integrating a palliative care approach
into primary care and take steps to ensure access to all
components of essential palliative care for everyone,
everywhere in the country. These steps include support-
ing national policies, strengthening the integration of
palliative care into the national health care system, train-
ing providers, and ensuring accessible and affordable
medicines. This approach leads to cost savings for people
and the health system, reduces inequalities, and improves
the quality of care [44].

Despite WHO’s efforts aimed at improving the quality
of care, reducing the costs of services, and enhancing the
PHC program in the EMR, there is a lack of a coherent
program to provide palliative care to patients and their
families, particularly in an integrated format within the
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PHC in LMICs [45]. Given that the integration model
should be designed based on cultural, social, and eco-
nomic conditions, as well as the characteristics of the
health system, this paper aims to describe an integrated
model of palliative care in PHC for the EMR. This model
will serve as a roadmap for implementation in the coun-
tries of the EMR. The ultimate goal is to ensure that pal-
liative care is accessible and effective, meeting the needs
of patients and their families in these countries.

Methods
The current study was a multi-method research project,
addressed separately in several sub-studies (Fig. 1).

Literature review

The first sub-study involved a literature review aimed at
identifying global recommendations and best practices
from WHO and other relevant bodies. Information was
collected from international electronic databases includ-
ing PubMed, Scopus, ISI, ProQuest, Nursing Index,
CINAHL, Elsevier, and ScienceDirect. English articles
from 1980 to 2024 were searched using keywords such
as “Palliative care,” “Primary health care,” “Care model,
“Health system,” “Integration,” “EMR,” and “Eastern Med-
iterranean Region”

The inclusion criteria encompassed instructions,
guidelines, and documents related to palliative care and
its integration into PHC, as well as articles published
in journals with various qualitative, quantitative, and
mixed-method designs, all printed in English. A man-
ual search was also conducted using Google Scholar
to ensure comprehensive coverage. Exclusion criteria
included conference articles, letters to the editor, com-
mentaries, and reviews.

Two researchers independently evaluated the study
selection stage by checking the titles and abstracts of
documents and articles. Those meeting the inclusion
criteria were then screened by the research team, who
reviewed the full texts. The study selection process, based
on the Preferred Reporting Items for Systematic reviews
and Meta-Analyses (PRISMA) checklist, is presented in
Fig. 2.

After extracting key concepts from the full texts, data
analysis was conducted to identify and classify them
according to the dimensions mentioned in the WHO
guide (Drug Availability, Policy, Service Delivery, Educa-
tion, Community Integration, Research). Each extracted
concept was initially considered a separate code. Two
researchers independently categorized these codes
based on conceptual similarity. Any disagreements or
ungrouped cases were reviewed by a third researcher, and
the ungrouped findings were classified analogically using
defined themes and classes. Finally, to ensure under-
standing and consistency of themes and sub-themes, the
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Phase 1: literature review aimed at
identifying recommendations and
best practices.

Phase 2: Analyze EMR countries
policies for PC integration into PHC.

Preliminary draft of challenges and
solutions using SWOT framework

Phase 3: Delphi method aimed
gathering insights on local needs,
challenges, and practical solutions

—h

Phase 4: Meetings to analyze PC
based on EMR experts' opinions.

| 2

Pase 5: Combined previous stages
to create tailored model for EMR.
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¥

Preliminary developed Model

Phase 6: Validation & refinement
using Delphi method

- ¥

Final proposed model

Fig. 1 The flowchart of stages of methods. PC: Palliative Care

results were checked and confirmed by two additional
researchers.

Policy analysis

The second sub-study was a policy analysis aimed at
determining the current policies and frameworks in EMR
countries to understand the existing landscape of pallia-
tive care, as well as the gaps and opportunities for inte-
grating palliative care into PHC. The research community
comprised the palliative care systems of EMR within the
scope of national care programs.

To obtain appropriate data on palliative care models,
databases from authoritative and governmental centers
of these countries were consulted, and palliative care
programs and models were reviewed. After evaluating
different palliative care models, the status of palliative
care programs was determined based on the dimensions
extracted from the WHO guidelines.

Political documents related to palliative care, includ-
ing documents, minutes, laws, regulations, guidelines,
approvals, programs, reports, articles, news, meeting
statements, and speeches, were identified through pub-
lished sources, studies, and reports, as well as inter-
views with key informants from the respective countries.

The documents were collected by visiting the websites
of these countries, and their data were extracted after a
credibility evaluation.

The output of phases 1 and 2 was a preliminary draft
which was developed using the SWOT framework
(Strengths, Weaknesses, Opportunities, and Threats) as
the conceptual basis. According to this model, selecting
an appropriate strategy maximizes a program’s strengths
and opportunities while minimizing its weaknesses and
threats [46].

Expert opinion (Delphi Method)

This part of the research was conducted as a Delphi study
aimed at gathering insights on local needs, challenges,
and practical solutions for integrating palliative care
which was prepared as a draft according the integrated
results of phases 1 and 2. This part of the research was
conducted as a Delphi study aimed at gathering insights
on local needs, challenges, and practical solutions for
integrating palliative care. The draft was prepared based
on the integrated results of phases 1 and 2. A group of
experts (n=10), including policymakers in palliative care,
regional experts, care providers, and faculty members,
were selected using a purposive sampling method based
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Fig. 2 PRISMA Flowchart for the Search Strategy and Results

on their scientific, clinical, administrative, and research
experiences. Through the Delphi study, the experts pro-
vided practical solutions for integrating palliative care
into PHC, drawing from the needs and challenges iden-
tified in the previous stages and their own views and
experiences.

In the first round of the Delphi study, relevant experts
were asked to express their answers in the form of indi-
cators related to each component. The first-round ques-
tionnaire was designed and sent in an open-ended and
unstructured format to adhere to the principles of a
Delphi panel while allowing experts to freely answer the
questions based on their knowledge and experiences.
This approach aimed to reveal all aspects related to the
subject.

Panel members were asked to express their opinions
and categories regarding the questionnaire questions
freely and anonymously. At the end of the questionnaire,
they were asked if they considered any additional com-
ponents not listed. After collecting the returned ques-
tionnaires, repeated answers were combined, and similar
comments were aggregated and shortened as much as
possible. The answers were then organized and grouped.

The result of this stage was the identification of the
main components and the indicators related to these
components, which the researchers used to create a
structured questionnaire for the second round of the
panel.

In the second round, participants were asked to indi-
cate their agreement or disagreement with the indica-
tors using scores from 1 to 5. After collecting the second
round of questionnaires, the data were analyzed, and the
agreement coefficient for all indicators was calculated.

At the end of each component of the second-round
questionnaire, to provide another opportunity to com-
plete the answers, participants were asked to note any
additional components or indicators not mentioned,
after commenting on each indicator.

Dimension-specific analysis

After conducting the Delphi study, several meetings were
held with a group of experts active in the field of pallia-
tive care from EMR countries to analyze specific dimen-
sions based on the experts’ opinions.

+ Policy: Assessing the role of the Ministry of Health
(MOH) in overseeing palliative care, including the
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establishment of a focal person or working group for
policy-making and guideline formulation.

+ Drug Availability: Evaluating access to essential
medications, such as morphine, and propose
strategies to facilitate their administration and
consumption at home.

+ Education: Developing training programs for care
providers at preliminary, intermediate, and advanced
levels to address various challenges in palliative care.

+ Community Integration: Exploring the involvement
of volunteers, charities, and NGOs in providing
community-based palliative care.

+ Service Delivery: Designing monitoring and
evaluation systems to ensure service provision and
continuity, supported by an appropriate payment
system.

+ Research: Conducting needs assessments, promoting
evidence-based practices, and designing evaluation
indicators to measure the effectiveness of the
proposed model.

Model development

At this stage, the results from the previous stages (liter-
ature review, policy analysis, and expert opinions) were
combined to create a comprehensive model tailored to
the unique conditions of EMR countries. This model
emphasizes the role of community health workers, espe-
cially nurses, in providing palliative care. Additionally,
the use of digital health technologies was developed to
support networking, collaboration, and service delivery
at home.

Validation and refinement (Delphi Method)

At this stage, experts and policymakers were involved
in finalizing the model. The importance, scientific valid-
ity, and operational applicability were confirmed, and
the experts were asked to provide their corrective opin-
ions. Based on the feedback and practical implementa-

tion experiences, the proposed model was subsequently
modified.

The proposed model

Comprehensive integration of palliative care at the PHC
level involves several key steps. These include under-
standing the local context, assessing capacity and needs
through stakeholder engagement, conducting co-design
workshops, and piloting a demonstration project in
selected PHC settings The project should encompass
training initiatives, the establishment of a network across
different levels of care, rigorous program evaluation, and
a thorough cost analysis. Based on the outcomes, feasible
implementation modalities can be considered for broader
scale-up. These follow the afore-mentioned WHO
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public health model for palliative care, which includes
policy, drug availability, training, community engage-
ment, ensuring service provision, and research.

Policy

According to the WHO model, policy plays a pivotal
role in shaping effective palliative care service delivery.
Indeed, suitable policies act as an umbrella, enabling
other dimensions and hence carrying greater signifi-
cance than other aspects [47]. Key policies include ensur-
ing palliative care is part of the health services provided
at the primary care; establishing a national coordinating
authority (e.g., a unit or department) responsible for pal-
liative care within the MOH or equivalent; enacting laws
to guarantee access to and regulation of palliative care
services; and developing guidelines for delivering pallia-
tive care services in community settings [48].

A focal person for palliative care at MOH is neces-
sary. This can be a part-time temporary appointment
whose tasks include lead on writing up a palliative care
strategy for the country; promoting community-based
palliative care education; ensuring availability of oral opi-
oids; might devise in the future an electronic system for
oral morphine dispensing; early integration of palliative
care with oncology and other chronic conditions; ensure
availability and coverage by insurance for essential medi-
cations and supplies; advocacy programs; and implemen-
tation and monitoring of projects [24].

Moreover, a technical advisory group (or Taskforce)
for palliative care is essential; they are the stakehold-
ers who can be consulted and are requested to facilitate
and advocate for palliative care issues. Their membership
includes the palliative care specialists, head of pharmacy
department, head of primary health centres, representa-
tive of Ministry of Higher education, representative from
Ministry of Finance and Ministry of Social affairs (both
optional), civil society, and patient/family representatives
[49].

While health care professionals should be encouraged
to work in an evidence-based manner, clinical guidelines
and service packages can be developed by adapting well-
established guidelines to each country’s unique situation
and the available medications [50].

Drug availability

A crucial aspect of palliative care service delivery in
every setting involves regulating medicine policies to
ensure effective and safe procurement. Policy makers are
responsible for reviewing and revising laws and regula-
tions related to drug control including registration, distri-
bution, accountability, pricing, and prescribing methods.
Additionally, their role is to monitor supply chains to
ensure the availability and affordability of essential pallia-
tive care medications, including oral morphine [51].
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Generally, to ensure drug availability for community-
based palliative care, two main points should be con-
sidered. The first one is access to oral and injectable
morphine, along with the possibility of dispensing such
medications at home. The other point is availability and
access to the essential list of palliative care medications at
affordable prices [24].

Facilitating home dispensing of oral and injectable
morphine allows patients to receive pain relief without
unnecessary hospital visits. Home-based palliative care
services should include provisions for dispensing and
administering morphine at home, especially for patients
with mobility limitations.

Palliative care relies on a range of medications beyond
morphine. These include medications for symptom man-
agement (e.g., antiemetics, laxatives, anxiolytics), wound
care (e.g., dressings, topical analgesics), and supportive
care (e.g., antipyretics, antihistamines). Ensuring avail-
ability of this essential list of medications is crucial [52].

Additionally, high costs can be a barrier to accessing
palliative care medications. Policymakers should work
toward pricing policies that make these medications
affordable for patients, families, and health systems. This
involves negotiations with pharmaceutical companies,
bulk procurement, and subsidies to reduce financial bur-
den [53].

Training
The majority of palliative care needs can be addressed by
health professionals trained in basic palliative care (level
1) [54], which includes communication skills, symptom
management, the ethics of palliative care, and address-
ing social, psychological, and spiritual issues. This com-
prehensive training contributes to a holistic approach to
patient care. Achieving this comprehensive training can
occur through various avenues, including undergraduate
curricula, continuous medical education programs, or
pre-registration initiatives. Beyond managing palliative
care issues effectively, these skills also enhance referrals
to dedicated palliative care services [55].
Intermediate-level training (Level 2) is particularly ben-
eficial for health professionals who have direct and con-
tinuous contact with patients requiring palliative care
[56]. This extended training program includes specialized
areas such as pediatric palliative care, practical assign-
ments, and complex communication topics. It is essential
that this training be mandatory for oncology and family
medicine specialists and optional for other residents [49].
Advanced training (Level 3) is attainable through higher
degrees in or residency programs in palliative medicine.
Graduates from such programs play a crucial role in
training professionals at other levels and supporting pol-
icy and service development. Teams comprising person-
nel trained at the tertiary level can effectively manage the
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most complex cases [57]. Of course, advanced training is
not necessary for the integrated model of palliative care,
especially when such services cannot be provided at the
PHC level.

Community engagement

Utilizing and training community volunteers to contrib-
ute to palliative care represents a promising approach,
particularly in addressing social, psychological, and spiri-
tual needs [58]. These volunteers can receive training,
apply their acquired knowledge during regular home vis-
its, and assist in identifying patients who require pallia-
tive care. Additionally, their involvement can help foster
acceptance within the community [59, 60].

Empowering patients and their families as active
participants in their care is crucial. Through targeted
awareness programmes, patients and families can bet-
ter understand their disease and its potential outcomes.
Furthermore, a comprehensive, long-term public educa-
tion strategy should be developed in collaboration with
partners such as government agencies and community
leaders. This strategy aims to enhance public understand-
ing of palliative care over time, promoting openness and
acceptance of this valuable option when appropriate [61].

Awareness-raising and advocacy efforts at the commu-
nity level are essential. These efforts may include organiz-
ing seminars, distributing informative leaflets, creating
posters, and establishing support groups. Collaborating
with local municipalities to incorporate endowments
into palliative care projects can contribute to sustainable
development [26, 62, 63]. Partnerships with civil society
organizations further strengthen these initiatives and
ensure continuity [64].

Service provision

For long-term sustainability and expansion, a robust
system should be established to track patients who may
require home care, community-based care, and end-of-
life care. This system would utilize identification tools
specifically designed for assessing palliative care needs,
documenting diagnosis, disease stage, and performance
status. An electronic platform would facilitate timely pro-
vision of care, enable consultation requests, and support
follow-up through patient outcome scores. Additionally,
this system would play a crucial role in quality assurance
and evaluation.

As an alternative approach, consider engaging the
municipality, community, or various health insurance
providers to cover these essential services. Collaborating
with these stakeholders can enhance access to palliative
care and ensure its availability to those in need.
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Research
Evidence should inform the contextual implementation
of palliative care services at PHC level. Regular evalua-
tion of the service including costs, benefits, and quality
assurance enhances informed decision making by policy
makers.

In this dimension, the initial focus should be on needs
assessment, a fundamental activity for determining the
level of care required by the target population [65]. To
maximize the benefits of integrated palliative care in
PHC, data related to patients’ needs, values, beliefs, and
their suffering should be collected through situation anal-
ysis. This includes an examination of the most common
and severe physical, psychological, social, and spiritual
sufferings [16]. Needs assessment is an integral part of
the service development process, and its results should
be implemented and carefully planned [65].

Another area of interest is determining the cost-effec-
tiveness of integrating community-based palliative care
into PHC. While economic evaluation for palliative care
has received limited attention and the available evidence
remains insufficient, existing studies indicate that pallia-
tive care is cost-saving [65].

Program monitoring and evaluation indicators is
another crucial dimension in this field. Various frame-
works have been proposed for evaluating palliative care
programs. One such framework consists of three hier-
archical levels that assess impact and outcomes for con-
sumers (patients, families, caregivers, and communities),
providers (professionals, volunteers, organizations), and
the care delivery system (structures, processes, networks,
and relationships) [66].

The WHO publication “Assessing the Development of
Palliative Care Worldwide: A Set of Actionable Indica-
tors” provides a refined set of practical indicators that
countries can use to monitor and assess the development
of palliative care in every setting including community
level [42].

The proposed model for delivery of palliative care services
in primary health settings

The proposed model relies on community nurses as the
backbone for conducting community palliative care,
including home palliative care. These nurses can be
accompanied by volunteers and other health profession-
als. The health professionals involved would include gen-
eral practitioners from primary health centers and others
affiliated with secondary or rarely tertiary health facili-
ties. While these nurses receive basic training in pallia-
tive care, they will be supported as follows:

Networking and collaboration
Networking and collaboration between PHC staff
(expected to be less specialized) and the tertiary palliative
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care team are recommended. This collaboration can
occur through a series of training and mentoring activi-
ties, such as monthly sessions with regular constructive
feedback following referrals.

Use of digital health technologies

Today, technology plays a crucial role in supporting
healthcare professionals, including community nurses.
The WHO defines digital health technologies as the use
of information and communication technologies (ICT),
digital, mobile, and wireless technologies to achieve
health objectives (WHO, 2016). These technologies
enhance healthcare delivery by supporting clinical deci-
sion-making and improving access to patient records and
specialist consultations [67].

Notably, mHealth and telehealth are particularly
important for remote monitoring, documenting patient
needs and care preferences, and managing symptoms
[68]. In PHC, these interventions also improve commu-
nication between patients and healthcare professionals,
supporting self-assessment and symptom management
[69]. However, implementing digital solutions as primary
methods for healthcare service delivery requires care-
ful consideration, including access to electronic devices,
uninterrupted electricity, stable internet connectivity,
digital literacy, language skills, and user-led recommen-
dations for ongoing improvement [70].

Incorporating patient-reported outcomes

Digital technologies allow for the incorporation of
patient-reported outcomes into treatment plans and
healthcare systems with limited resources (both human
and material) and can enable informed decisions by allo-
cating resources to those most in need [70].

Overall, supportive supervision by providers with
advanced training ensures successful implementation.
Obviously, establishing a system for monitoring, evaluat-
ing, and compensating such services is essential.

Care coordination is much needed between the differ-
ent health facilities and primary health centres in terms
of referral and back referral. Clear referral pathways for
different catchment areas, as well as referral forms should
be posted at the MOH website, indicating which primary
health centres have end-of-life care at home (hospice@
home program) [71].

The usual referral pathway for complicated cases starts
with a malignancy diagnosis at specialized centers.
Patients may then be referred to comprehensive health
service centers or directly to home care. As depicted in
Fig. 3, there is potential for reverse referrals between
health service centers and home health care centers,
emphasizing integrated community-based palliative care
within primary health center systems. The expected com-
petencies needed at each level correspond with these
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Fig. 3 Integrated community-based palliative care in PHC system [76]
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Table 1 Summary of requirements for the model in terms of drug availability, education and implementation

Drug availability Education

Implementation

There is evidence of palliative care service provision in the country.
There is a specialist multidisciplinary team (MDT) including doctors
and nurses experienced and competent to support the clinical
palliative care in home-based settings including end of life care.

Established Oral morphine is There is a critical number of health
available in the professionals who have core PC
country. competencies for Level 1 and 2 in PC
All essential palliative  including clinical placement.
care (PC) medicines  There are specialist or advanced practi-
are available and tioners (with PC competencies Level 3)
affordable. who then will act as trainers.

Essential Systems set in place  Training of nurses and Community

for access to oral

morphine athome.  age for PClevel 1 and 2.

Supplementary  Possibility to use SC
morphine by carer.
End of life care antici-
patory medications.

sionals in PC
Regular Continuing Medical Educa-
tion (CME) for in-service healthcare
professionals

Health Workers (PHC staff) on a pack-

Undergraduate training in PC and/or
Preservice training for all health profes-

Networking, supervision of interventions, routine quality support
and mentoring.

Established referral pathways of patients and advice (in the 2 direc-
tions), and PC interventions are re-imbursed.

Evaluation, grading and promotion of staff of services ensuring
good quality

Generalist palliative care provision at all levels of the health system.
Full integration between the 3 levels of care, including shared
patients’records.

Compulsory rotation for all family physicians and oncologists in PC.

transitions. Ultimately, this integrated approach aims
toward achieving ‘Good Death’ at home for patients.

Here we are proposing a model, where personnel at
PHC facilities can provide home care, including end-of-
life care, through a system of networking and mentoring
by palliative care specialists at tertiary health facilities,
leveraging technology. While similar models for home
care have been established in some countries within the
region, they are not comprehensive and face challenges.

Table 1 shows that some requirements should have
already been established in the country, (long-standing) —
second row; while supplementary are additional aspects
to improve palliative care services at primary health
centers (PCaPHC). As such, to initiate PCaPHC, it is
important to ensure access to oral morphine at home, the
training of staff at PHC, and the networking with the pal-
liative care specialists, with the supporting policies and
systems in place.

Feasibility of the proposed model

The developed model aligns well with the conditions and
requirements of many countries in the region and has
practical applications. In some of these countries, efforts
have been made to integrate palliative care into PHC.
For example, Iran’s health system network provides basic
health services and has the necessary infrastructure to
implement these services nationwide.

Investigations by experts on palliative care structures in
Iran indicate that community-based approaches, such as
home care, are prioritized [72]. Currently, approximately
1200 home care centers are active across the country.
However, the existing structures for providing commu-
nity-based health services face challenges such as short-
ages of specialists and high costs due to lack of insurance
coverage and limited access, which reduce the provision
of these services at the community level [50, 73, 74].
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Therefore, the proposed model in this study appears
capable of addressing the challenges of home care in Iran
and making its implementation more systematic.

Table 2 illustrates one such model, highlighting its
challenges and proposed solutions. Palliative care at PHC
can be delivered in different ways, e.g., Out patient clin-
ics, day care i.e., admission for several hours, as well as
home care, usually conducted by outreach teams or by
community nurses in some settings.

In another example from Saudi Arabia, palliative care
was initially available only in some tertiary and second-
ary hospitals, but not at the primary care level. However,
in 2018, the palliative care team at King Fahad Medical
City Hospital (KFMC) began integrating palliative care at
a Primary Health Care Center (PHCC). Family physicians
working at the PHCC were trained in primary palliative
care for three months before they started providing ser-
vices [75]. Therefore it seems that the proposed model
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is practical for creating multidisciplinary palliative care
teams at the primary care level which was recognized as
an obstacle.

Conclusion
Despite being an innovative care approach in many EMR
countries, community-based palliative care is not well-
integrated into the PHC structure. Currently, private and
charitable centers primarily provide home care to the
covered population. Recognizing patients’ preference for
receiving care at home and the successful PHC structure
in many countries, it is essential to incorporate commu-
nity-based palliative care services into this framework. In
our study, we present an integrated model of community-
based palliative care within PHC as a roadmap for the
EMR.

This proposed model is derived from the WHO pub-
lic health model for palliative care. It encompasses key

Table 2 Current situation of home care by community nurses: lessons learnt from Iran

Item Description

Situation context

In the past decade, Iran has seen substantial expansion in home care centers. At present, around 1300 active centres are

distributed across the country, offering broad access to care services due to their well-dispersed network. In Iran, as in other
countries in the region, it is common for patients requiring palliative care to be cared for at home by a nurse. However,
when their condition worsens, they are often rushed to a hospital. They may stay there for a few days or sometimes longer,

and sadly, they often pass away in the hospital [77].

The delivery of home care has required nurses to undertake a variety of roles and responsibilities. The essence of nursing
lies in adopting a patient-focused approach that respects cultural sensitivities; it's crucial to highlight their role in enhanc-
ing the quality of life. Continued learning and greater acknowledgment of the nurse’s pivotal role are key to empowering

nurses, no matter their location [78].

Home care delivery by purposely trained staff should be included in the health benefit package of PHC with a clear incen-
tive scheme in place. That includes compensation for the community nurse or team conducting the home visits, as well as
the palliative care specialists involved in mentorship, training or supervision.

To achieve this goal, it is imperative to establish the necessary infrastructure, a crucial part of which is the prescription

license, especially for analgesics and opioids. Despite many nurses employed in home care centers holding a master’s
degree, they lack specific job descriptions and are restricted to operate within the scope of bachelor-level nurses. This
situation forces patients to visit a clinic or doctor for medication, fundamentally contradicting the aim and philosophy of

The underdevelopment of telenursing in Iran poses another challenge, requiring the physical presence of a nurse at home.

Additional challenges include the lack of insurance coverage for home care services, transforming what should be an
affordable service into a luxury as patients are required to pay out of pocket. Given that hospitalized patients only bear a

Challenges
providing affordable, high-quality care at home [79].
However, in many cases, patient conditions could be evaluated, and advice could be given remotely.
small fraction of the costs, they often prefer hospital care instead [75].

Solutions

By fostering a conducive work environment for nurses in home care centers and offering necessary training for palliative

and end-of-life care, we can significantly enhance home services. This enhancement could result in fewer re-hospitaliza-
tions, shorter hospital stays, and decreased occupancy of hospital beds, particularly in ICUs, thereby increasing patient and
family satisfaction. Some proposed solutions to enhance these services include:

Prioritizing Home Care Services in Policies: The first necessity is to prioritize the model of home care services in policies.
This involves giving special attention to the elderly and chronic patients at home within legislative and executive affairs [80].
Integrated Tariff System: The home health care model should define an integrated tariff system. This includes specifying
the roles and duties of medical service providers and determining appropriate tariffs [80].

Health Insurance Coverage: Currently, health insurance primarily covers hospitals and administrative services. However,

if health insurance extends to home health services, it can lead to a powerful model and indirectly reduce hospital costs.
Investing in health insurance for this model is a long-term strategy. Currently, there is no specific protocol for home service

insurance coverage, or it is limited in scope [80].

Holistic Approach: Home health care services involve teamwork and multiple disciplines. In this holistic model, it is es-
sential to consider the presence of other specialists, including doctors, pharmaceutical services, psychologists, nutritionists,

social workers, and elderly care specialists [80].

Academic Discourse Development: To advance educational and research activities related to chronic diseases and home
care, an interdisciplinary approach in training is crucial [80].
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elements such as policy development, drug availability,
education, community integration, service delivery, and
research. In this model, community nurses play a pivotal
role in providing palliative and end-of-life care within
the community, including at patients’ homes. Notably,
the model emphasizes networking and collaboration, as
well as the use of digital health technologies to support
service providers. Additionally, conducting needs assess-
ments and designing monitoring indicators for evaluat-
ing provided services are crucial components.

The findings of this study can guide policymakers in the
field of palliative care. By enhancing various infrastruc-
tures, allocating resources effectively, and optimizing
processes, we can improve satisfaction and patient out-
comes through quality palliative care. Addressing these
challenges necessitates strengthening the health systems
of countries, with a focus on designing and implementing
appropriate policies in this critical area.
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