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Barriersin Palliative Care: Meansto Integrateit into Health Care
Mainstream
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Abstract

Although palliative care has significant and pesiteffects on patients and their families, as gdntifically
proven,, however, it is not a permanent part ofthesare mainstream. The aim of this systematerditure
review was to describe barriers in palliative c#nat stops it from becoming a permanent componént o
healthcare mainstreanM ethod: two electronic data base (Medline, Embase) weercked for potentially
relevant records published after 2010. Barrierseveattegorized, and the means to overcome suctetsawere
also categorized. 36 studies were searched ameng 10 CAT studies that are of high quality and seed
in doctor-patient communication, barriers relateglysician attitudes, nursing, policies, technglagd heavy
case load. Means are categorized to minimize tlgathe effects of such barriers and the possibitify
becoming part of healthcare mainstreBesults revealed the importance of palliative care, andpbssibility
and opportunity is available to become a compoaadtintegral part of medical care main stream
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Introduction
Among important public health issues is palliatbage. It is important part of healthcare process aliative
care is involved with the dignity, care needs, etiffy and quality of life of people who are ternlipdl such as
cancer patients or at the end of their life.
Palliative care was defined by the world healthaoigation in 2002 report as:
“An approach that improves the quality of lifeptients and their
families facing the problem associated with-tlieeatening illness,
through the prevention and relief of sufferingrbeans of early
Identification and impeccable assessment and texdtapiritual” (WHO, 2000)
Furthermore, WHO report (2002) presents many fadtallenges and barriers in palliative care sucheasry
patient is unique, has own story, relationships emiture. They deserve dignity and best health carand
health care professionals must understand thagneibe, patient’s improvement will be hindered.
Reviewed literature, unfortunately, shows that thgoduction of palliative care into mainstream
medicine is lacking at present (Visser et al, 20Rdan & street 2015; Freeman, 2016). Although
population in the developed countries, Australigluded, are living longer, ageing and living beyond
65 years. Also pattern of disease is changing sscheart disease, lung cancer and hOst of ottedr fat
illnesses, besides the technology revolution thaaking place in health care facilities and ingitins,
which has resulted in healthcare professionalsetp greatly on technology in their treatment and
dealing with patients. This report argues that éhare many challenges and obstacles that hinder
palliative care to be part of health care mainstrealso it argues that the chances for palliatimesco
become a permanent part of health care mainstregussible through activating tools for spreading
awareness and for stimulating debates and poliegldpment and action.

Literature Review

The purpose of this section is to explore all aspearrounding this study’s problem which is “peative care
barriers constitute a high wall in the face of éiNe care to become integral part of healthcaagnstream and
means to be so. Thus, literature review sectionewes studies relevant to the subject with the suppf several
subtitles that deal with the subject directly. Tdhetudies are mined from specialized data basewyahizations
in the field. Reliance on online means is evident.

Palliative care with patients

The main purpose of palliative care is to relieffexing, psychosocial support and closure neareiing of life
(Lo et al 2011) by using communication techniquesaltincare providers, mainly physicians, ought to,
constructively explore their patients’ experiendthveompassion.

Thus physicians ,nurses and other healthcare psishould recall that the term compassion comes
from the Latin words for “feel with” or “suffer whit’ the patient (Visser et al, 2014). However, phigis do not
have sole responsibility for responding to theguats suffering but seek help in this matter framsial workers,
nurses and other experienced personal.

The Robert Wood Johnson Foundation (RWIF) idemtieven specific domains of ICU palliative care
quality: adequate communication with the team waiitth patients and families, patient and family- wezad
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decision — making. RWIF findings comes into agreetmneith communication accommodation Theory (CAT)
authors such as: Gallois, Ogay & Giles, 2005; Mar@l & Glies, 2011, define CAT as: “a framework for
understanding the interpersonal and intergroup mhjeceg of speakers and communicators adjusting their
language and nonverbal pattern to each other” CATaddition, defines psychological accommodation as
individuals beliefs that they are integrating wdlifferentiating from others. This study, as it ismioned earlier,
used CAT to help in selecting studies for this gtud

As shown in table 1

Tablel

Study Year Use of Theory| Design Data Data Analysis Sampling
Collection
Method

Size | Participants | Technique | Setting [ Country
Qualitative non-experimental studies
Hemsley 2012 | CAT | Descriptivel In-depth Narrative | 15 | Nurses Purposive| Hospital Australia
Balandin free-style analysis sampling
Worrall interviews
Cretchley 2010 | CAT | Descriptive Interviews | Principles| 34 | People with| Judgment | Psychiatric| Australia
Gallois with  un- | of chronic sampling | facility
Chenery prearranged| grounded Schizophrenial
Smith questions theory & care

Thematic providers

analysis
Jones 2007 | CAT | Descriptivel Semi- Content 33 | Parents of| Accidental | Neonatal | Australia
Woodhouse structured | analysis prematurely | sampling | intensive
Rowe interviews born  babies care unit

(20 mothers, (NICU)
13 fathers)

These studies and twenty more are used in ordeti@ve the objectives of the study.

In order to achieve the goals of palliative calesré are many crucial elements need to be citednust be
available for that, such as: primacy Qf competengarofessional caring along with genuine concepenness
and a willingness to connect with others (Hung-LiRuet al 2003).

Hung repeats the saying “Medicine is an art whosgimand creative ability have long been recogniasd
residing in the inter personal aspects of patiephysician relationship.” This, along with reviewkgrature
prove that palliative care is important to theigras’ health. and helps patients and their famibehieve an
optimal level of quality of life and psychosociajastment.

In addition to doctors- patient communication, esgrssocial workers and psychologists —proper conwatian
is important element that contributes to patiemtithemprovement.

In regard to nursing- patient communication, there several theories, models and best practicéstammine
nursing- patient communication such as:

Peplau’s Interpersonal Relations Theory

Dyadic Interpersonal Communication Model ( Visseale2014 )

According to a 2013 study published in the JounidPatient Safety, as many as 440,000 people dike paar
from preventable medical errors, representing thed tleading cause of death in the U.S. on the flisin
the Centers for Disease Control and Prevention (CbBfeaths due to medical errors,

The Joint Commission estimates that 80 percentwvevmiscommunication. The Joint Commission’s analg$
2012, 2013 and first-quarter 2014 data revealedithall three time frames, communication was ohéhe top
three leading causes of sentinel events, a paasty event unrelated to the patient’s illnessanrdition that
results in death, permanent harm or another qudjfyegative outcome.

Increases in nursing communication can lessen m@kdicors and make a difference in positive patient
outcomes. In a 2014 study published by the New &rdylJournal of Medicine, medical error rates inenin
children’s hospitals decreased by 23 percent afteandoff program was instituted to enhance amblataize
communication. According to Ros Wright, the bodylitdrature in nursing communication points to ‘fieased
recovery rates, a sense of safety and protectiopraved levels of patient satisfaction and greathrerence to
treatment options” as well-documented results fefoifve communication.

Results
Reviewed studies have shown several findings asated in tables below
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Table Two
Communication Barriers

Physician- patient communication

- Struggling in initiating complex emotionally ladeliscussion about palliative care with serioudilypatients
and their families.

- Physician reluctance to acknowledge sufferingeath.

- Inability of healthcare providers (nurses, dos}do use open ended questions in eliciting patieahcerns and
emotions.

- not paying proper attention to patients spirit@xistential and religious issues which are cium@nponent of
palliative care

- Insufficient physician training in communicatiabout end-of-life issues

- No familiarity with skilled and timely communigan

- Not knowing how to deal with ‘feeling helplessitlvfamilies pressuring ICU teams to withhold treaht or
when family members are upset about aggressiveriesse provided to their unwilling loved ones

- No knowledge of management of critical illness eferring specialists; confounding factors in dean-
making

- Not being at ease in talking to patients andrtfagnilies about limitations of therapy

- Insufficient clinician training in techniques ftorgoing life-sustaining treatment without causpegient
suffering

Table Three

End of life care in ICUs is often inadequate beeaus

- Lack of communication between patients and headtle provides

- Lack of patient and family centered care

- Lack of emotional and psychosocial support

- increasing economic incentives on health caramimgtions to control costs at the end of life
- structure and process of care (facilitate or éirgbod quality of care)

- Technical process and decision making process

- Information provided about options, risks benefieach.

Pain and sufferings

- palliative care delivery is often in adequate

- pain and other suffering often are unrelieved

- palliative care is often unsatisfactory

- lack of active listening and empathic communimati

- Perceived disproportionate car was the most sbing indicated by physicians.

As tables of study’s results show that there ar@ymzbstacles face palliative care from being effecin

healthcare process. Most of these obstacles aatedeto health care providers’ communication witkirt
terminally ill patients. Such obstacles can be minéd and in a degree that paves the feayalliative care to
be an integral component of healthcare mainstrddn®.means to achieve this purpose are listed bdtawst
be noted that, in preparing this section authaedebn WHO report (2002)

Recommendations and means that allow palliative care to become an integral part of healthcare
mainstr eam.

In order to achievehe objectives of this research and after extenstwéew of relevant previous studies in
general and CAT studies and WHO reports in padiguihe following recommendations are put in plecthe
hope to be a contributing element to have paliatiare be an integral component of healthcare mnears:

- Palliative care must now be offered more widalg sntegrated more broadly across the health caréces

- Health policy must pay more attention to palliatiafter long times of relative neglect.

- public health approach must be considered so asldressing information fatal and chronic ilinessgeends,
staffing issues, quality improving methods and camity responses.(WHO, 2002).

- Policy-makers must begin to plan now to meetrbeds of ageing populations for care towards thleoéfife.

- Health care systems must place much greater esigpbia the care of people of all ages who arediviith and
dying from a range of serious chronic diseases. QV2D02).

Policy-makers must invest in providing publicly fied palliative care services as a core patealth care and
not as an “add-on extra”.

. Policy-makers must take steps at a populatioal lev ensure that unmet needs for care are idedtffir all
common serious diseases, including cancer, ischbedd disease, cerebrovascular disease, chrosiouotive
respiratory disease, end-stage liver and kidnegadis, infectious diseases and dementia.
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Policies need to identify people living with sersoahronic illnesses in widely different settingsisias the
community, nursing homes and hospitals, includintgrisive care. Policies must also recognize thek vabr
families and caregivers and support them to hetp &@& the patient and to cope with the sense sg that the
illness brings. This might include assistance simib that often granted to those with maternitg paternity
responsibilities. (WHO 2002)

Furthermore, Dame Cicely Saunders pays signifisapbrtance to the role of patient’s family in rélie
process of their loved ones

The family, itself the main caring team in the coumitly, needs the advice of a multidisciplinary grou
of professionals if it is to reach its own potehf@ enabling patients to live as fully as possitb the end of
their lives. Sound memories will then enable theeheed to experience a satisfaction that helps tiheron.
This requires both a social and a political impetrgailing changes in attitudes and widespreadadthn of all
professionals involved with patients who have e-tlireatening illness. It demands human commitmesttier
than expensive drugs and interventions, and sHmeila concern for all governments.” People in chargeolicy
makers should take in consideration to implemenspgie logic procedures into practicing the procafss
healthcare, for instance, implementing some meastinat can be described as simple measures: sufgport
family and coordinated service, encouraging comeation skills with pain and symptom control. All thfese
can be more effective when Policy-makers promotedévelopment of palliative care skills in staffrkiog
across all settings, especially in pain and symptamtrol and communication. Along with Palliativare
services be coordinated across different settiigsome, hospital, inpatient hospice, nursing home ather
institutions.( WHO report, 2002)

Policy-makers need to invest in the funding of thé range of effective palliative care services,
including specialist teams to ensure that patiantstheir families have access to the services iteey. At the
meantime, poor people should have access to padliatre as well as all members of society. Thistnne
monitored and be improved especially, the qualityavvices provided to these populations.

Many innovative ways of improving the quality ofregowards the end of life are being developed and
must be shared across teams, organizations andriesun

The aforementioned cannot be sustained without®&fte leadership, staff involvement and funding.
Such changes and improvement do not occur ra@dly it may take several years for knowledge to be
assimilated, new skills and practice to be leantt accepted, and supporting structures and networ&solve
(WHO report ,2002)

Health professionals need to be trained well ifigtale care to a degree that they become spetsiatis
this field, so as to ensure that palliative cara ore part of the training and continuing prafessl education
of doctors, nurses, social workers, chaplains dhdrdealth professionals.

Health care organizations need to develop cultanesworking practices that allow the best use ef th
palliative care skills of health professionals liming spending sufficient time with patients aadhilies.

Research and training in palliative care shoulddmesidered a priority, and funded in line with tfat
potentially curative interventions

Good quality care towards the end of life must éeognized as a basic human right. Some countries
are now developing national and regional palliatbege strategies, and each country needs to dedideh
options for care are priorities and can be offaseglanned for. However, if people do not recei®imation
on what care is available, it is difficult to argtirat the best care has been offered.

Currently, most health care systems are not seh w@pway that makes it easy for people to receive
palliative care or to die where they would wish.nvany countries data on place of death are noecteld
nationally. Finally, policies for palliative careed to be developed as part of an innovative glpbhlic health

policy

Conclusion

The problem of this research is about palliativeeda not an integral part of healthcare mainstréapresent
time.; however, there is significant opportunitteat allow palliative care to be an integral pdrhealth care
main-stream. Literature reviewed proves that amdrdtommendations of World Health Organization 200
cited above proves that.

The entire matter needs from everybody involved eamiterned with palliative case: including policy
and decision makers, concerned organizations autical professionals to have determination andngitiess
for change and devote their sources and abilitiggamote and enhance the awareness culture dtpadicare,
do their best to integrate palliative care intoltheaare main stream, as the case of Saint Vintspital in
Sidney Australia.

“The patient will never care how much you know,iutiitey know how much you care.” (Terry Canale
in his American Academy of Orthopaedic Surgeons\Reesidential Address) (Fong et al)
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