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Abstract 

Background: Despite increasing recognition of the role played by palliative care (PC) services, the priorities of 
policymakers in supporting PC remain unclear and have sometimes engendered controversy. There are few studies 
exploring policymakers’ perspectives towards PC services, with most shedding light on obstacles to PC development. 
Furthermore, no study has explored policymakers’ perspectives towards providing PC at the national level in resource‑
limited countries. This study provides a platform for providing PC as part of the Palestinian healthcare system (HCS) by 
exploring policymakers’ perspectives on PC, an essential step to developing a PC programme.

Methods: A descriptive qualitative study design was employed using semi‑structured interviews. Participants were 
those identified as responsible for making executive and legislative decisions about health services (including PC) in 
the HCS. Data were analysed using qualitative content analysis.

Results: Twelve decision and policymakers participated in the study. Four categories were generated from the 
content analysis: (1) the nature of current PC healthcare services, (2) the potential benefits of PC, (3) challenges to 
providing PC, and (4) considerations in providing PC. The current PC services provided to Palestinian patients with 
life‑limiting illnesses and their families are not comprehensive, and are limited to symptom management. There is a 
Palestinian national strategic plan for developing PC; however, the development goals are not clearly defined, and the 
plan’s capabilities are inadequate. Several challenges to the provision of PC were found to relate to issues of education 
and training, the allocation of funding, and the availability of medications.

Conclusions: Integrating PC into the Palestinian university curricula as a compulsory course and establishing higher 
degree programmes in PC to overcome the shortage of PC specialists is required. Developing policies aligned with 
national laws could help enhance health services to patients and their families and resolve several challenges. Coop‑
erating with national and international institutions in seeking funding could boost PC development and medication 
availability.
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Background
Palliative care (PC) has been highlighted as a top national 
priority by governments worldwide [1]. It is ranked as the 
top policy priority in low- and middle-income countries 
(LMICs) [2]. There are many reasons for this, one being 
that it is estimated that deaths from a disease indicat-
ing PC are projected to increase from the current 25% 
to more than 42% by 2040 because of rapidly ageing 
populations [3]. The incidence and prevalence of non-
communicable diseases are also rising worldwide due to 
demographic changes [4]. Considering these facts, many 
countries have been working towards developing PC 
by setting PC policies based on their resources and the 
goals of their healthcare system (HCS). Other countries 
are updating their policies to ensure that PC services are 
accessible to all patients. However, a number of countries 
are still struggling to introduce PC services in their HCS 
[5], particularly in LMICs.

There are still many challenges hindering the intro-
duction of PC services into HCS in LMICs [6]. One-
third of the challenges fall within the policy aspect [7]. 
A lack of support from policymakers and of a com-
prehensive national plan for implementing PC are the 
main challenges to PC provision [8]. The engagement of 
policymakers in developing PC is critical, as they have 
a pivotal role to play in developing such programmes at 
the national level. Therefore, information on the views 
of policymakers is needed before providing PC; other 
stakeholders’ views (healthcare professionals (HCPs), the 
general public, and patients) are also needed to obtain 
a complete picture of the situation [9]. Involving and 
exploring policymakers’ perspectives early in the stage 
of PC planning and development is a significant strength 
as this can help in the task of identifying issues/policies 
on which more focus should be placed. Policymakers are 
responsible for making important decisions related to 
financial, governance, and service delivery arrangements. 
Discussing policy-related issues is critical for the future 
direction of the development of PC services and will help 
in setting priorities for the provision of PC.

Notwithstanding the increasing recognition of the role 
played by PC services, the priorities of policymakers in 
supporting PC are still unclear and have sometimes 
engendered controversy [1]. Policymakers can undertake 
several actions to facilitate the the provision of PC pro-
grammes, including developing policies, guidelines, and 
strategies for implementing decision-making processes 
that support the provision of PC services [5]. Introducing 

PC within a country’s HCS requires prioritization by 
policymakers; policies, plans/strategies and guidelines for 
measuring and supporting progress in PC; and effective-
ness in provisioning across settings [1, 10].

Few studies have been carried out to explore the per-
spectives of policymakers towards the provision of PC 
services, with most shedding light on obstacles to PC 
development [1, 11, 12]. Furthermore, most of the evi-
dence is focused on the micro level (daily patient man-
agement) [13], with less attention paid to the macro 
level (roles and responsibilities of decision-makers and 
policymakers) [1, 11]. Ansari’s study [11], which focused 
on the factors affecting PC policymaking from the per-
spective of Iranian stakeholders, showed that the lack of 
clinical guidelines on PC and financing were the main 
factors affecting the design of PC systems. Sleeman’s 
qualitative documentary analysis study [1] shed light on 
the extent to which PC has been prioritized by the UK 
government. The results showed that half of the national 
strategic plans for overall health and wellbeing did not 
mention PC; only 4% of strategies included PC as a prior-
ity area. Despite the findings of previous studies, which 
provided guidance to countries in developing a PC plan, 
each country has a unique position and different views of 
PC as a part of their HCS [14]. This study focused more 
on PC policy-related issues than did previous studies. 
Moreover, no study has yet explored the perspectives of 
policymakers towards providing PC at the national level 
in resource-limited countries.

This study was conducted in Palestine’s Gaza Strip 
(GS), where finances are constrained and resources lim-
ited [15]. It differs from other countries in the areas of 
wealth, health insurance coverage, health expenditure, 
availability of treatment, quality of services, workforce, 
culture, and religion. Primary healthcare services in the 
GS rank as the best among neighbouring Arab countries; 
however, tertiary healthcare services need improve-
ment [16]. Healthcare services, such as PC, targeted 
cancer therapies, and bone-marrow transplants are lim-
ited or fragmented in the GS and require crucial support 
from policymakers in Palestine. [16]. There is a need for 
PC in the GS due to demographic changes in popula-
tion growth and to the increasing number of patients 
with chronic diseases, particularly cancer, diabetes, and 
hypertension [17]. To provide a suitable platform for the 
provision of PC as part of the Palestinian HCSs, there is 
a need to comprehensively explore policy-related issues 
from the perspectives of policymakers in the context 
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of the existing HCS [18]. The specific objectives of this 
study were: (1) to understand the extent to which PC 
has been identified as a priority by policymakers, (2) to 
discuss with policymakers existing and new policies that 
support the integration of PC into the structure of the 
national HCS, (3) to explore policymakers’ perspectives 
on the policies and work that have been carried out on 
PC training and education (4) to identify which essential 
medicines for pain and symptom management are availa-
ble in the HCS, their cost, and prescription-related issues 
from the point of view of policymakers, and (5) to iden-
tify the challenges and facilitators to the provision of PC 
from the perspective of policymakers.

Methods and analysis
Study design
An exploratory-descriptive qualitative design was 
employed in this study. Semi-structured interviews were 
used to explore the policymakers’ perspectives on PC 
provision. This study has been reported following the 
Consolidated Criteria for Reporting Qualitative Research 
(COREQ) guidelines [19].

Participants and setting
The participants were those identified as having a policy-
making role in the HCS, who were responsible for making 
executive and legislative decisions about matters related 
to health services (including PC). These policymakers 
were from different ministries and held diverse positions, 
ranging from Deputy Minister of Health, who represents 
the top level of the Ministry of Health (MOH), to indi-
viduals involved in making decisions and writing health 
policies and guidelines, to healthcare experts working 
with cancer patients, to representatives of health-related 
disciplines such as the Palestinian Medical and Nursing 
Council. Healthcare experts (head nurses and physicians) 
in the current study are those who have clinical roles in 
caring for patients with cancer and who have leadership 
or decision-making responsibilities. They were asked 
about the needs of cancer patients and the services pro-
vided to them. Participants, such as the Director of Doc-
tors Affairs in the Hospital Administration, the Deputy 
General Director of Nursing, Hospital Managers, and 
the Head of the Nursing Policy and Quality Department, 
have strong political, managerial, and decision-making 
power in planning and putting forward policies for the 
government to consider.

Recruitment of participants
A purposeful sampling (criterion-inclusion) approach 
was utilized in this study, as the aim was to identify and 
select participants with rich information related to the 
phenomenon (PC) of interest. Based on this criterion, 

policymakers who play a role in the provision of care for 
patients with cancer and who have leadership or deci-
sion-making responsibilities, were invited to participate 
in this study. A preliminary list of potential participants 
was prepared based on the first author’s knowledge of 
the literature and on his experience with the local (Pal-
estine) HCS, having worked for more than ten years in 
three healthcare sectors in Palestine: the clinical field, the 
General Directorate of Nursing, and higher education 
(universities).

The first author (HAO) contacted the office of all 
potential participants via telephone and e-mail, request-
ing a meeting to explain the study. An invitation letter 
was then prepared to describe the purpose of the study, 
along with a consent form and the interview guide, all of 
which were sent to the potential participants. For par-
ticipants who responded positively, an interview was 
arranged at a time and place convenient to him/her. 
A reminder invitation was sent to those who did not 
respond to the first invitation within two weeks. If there 
was no response after two attempts at extending an invi-
tation, no further contact was initiated.

To gain sufficient data for a detailed description of the 
phenomenon and an in-depth exploration of the topic, 
12 participants were required. The sampling approach 
used in this study was not typical of qualitative studies 
that depend on data saturation [20], as the study partici-
pants were a small, well-defined group of individuals in 
leading political or management positions. Data satura-
tion was less applicable or appropriate in this study [21]. 
The number of participants in this study represents the 
different specialities that play a role in developing health 
services in the GS. That number could have increased by 
asking the interview participants to nominate other par-
ticipants. Each policymaker was a representative of the 
institution directly linked to the phenomenon/area under 
study. The goal was not to achieve data saturation but to 
obtain data from all available key policymakers. Of the 12 
participants who were invited, 11 agreed to participate. 
One person in a key ministerial position forwarded the 
invitation to the medical director of the ministry due to 
time constraints.

Data collection
All of the interviews were conducted in Arabic by the 
first author, a male PhD candidate from the GS in Pales-
tine, who has previous experience in qualitative research. 
An interview guide was developed based on previous lit-
erature [6, 12] and the authors’ experiences. Two national 
and three international scholars who are experts in PC 
policies commented on the guide (supplemental Table 
S1). The guide was pretested with two head nurses and 
two nurses with a PhD in nursing and experience in 
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conducting qualitative research. The pretest data were 
not added to the final data set. Interviews were con-
ducted face to face at the participants’ workplace. All 
interviews were audio-recorded in the participants’ 
native language of Arabic and transcribed verbatim. Each 
interview lasted from 45 to 60 min. The participants were 
given both Arabic and English versions of their transcript 
to comment upon and provide feedback on accuracy. 
After receiving their comments and feedback, the tran-
scripts were integrated into the analysis. Field notes were 
taken during and immediately after the interview and 
were cited in the verbatim quotes.

Data analysis
A qualitative content analysis approach was adopted 
to analyse the interview data through five steps [22], 
namely: (1) Audio-recording all interviews in the partici-
pants’ native language of Arabic and transcribing them 
verbatim within the same day, listening to the audio-
tapes several times to ensure the accuracy of the verbal 
transcriptions and to become immersed in the data. (2) 
Selecting meaning units, which refers to the constel-
lation of the words or sentences that refer to different 
aspects of the policymakers’ perspectives towards PC, 
using an inductive approach. (3) Labelling every meaning 
unit with a code. (4) Grouping together subcategories of 
codes by comparing similarities and differences between 
them. (5) Developing categories. The first author induc-
tively coded the first three interviews, and all of the team 
members agreed on the codes/categories after discus-
sions. The subsequent interviews were analysed using 
both inductive and deductive approaches. MAXQDA 10 
facilitated the management of the data.

Rigour
The Guba and Lincolin [23] method was adopted to 
ensure the trustworthiness of the study. Credibility 
was ensured by a peer debriefing on coding conducted 
by the research assistant, who is a male with a PhD in 
Public Health and experience in conducting qualitative 
research. A detailed audit trail of how the data were 
coded and of the changes made to the codes was cre-
ated in MAXQDA. Revisions made to the data, audit 
trail, and participant observations were also reviewed 
and discussed continuously with the first author and 
research assistant to confirm the accuracy of the cat-
egories/codes that were identified. The Arabic tran-
scripts were sent to the research assistant for coding. 
The first author and research assistant met to dis-
cuss the codes that were generated from the data and 
to compare similarities and differences between the 
codes. Similarities were reported in almost all of the 
codes. Differences were only reported in the choice of 

some words (linguistically), which were adjusted/mod-
ified afterwards. Confirmability was assured by having 
the other team members review the data and the audit 
trail in order to bring transparency to the whole study 
process. A detailed description was given of the set-
ting, participants, and raw data, and of the researcher’s 
interpretations, to allow readers to judge the transfer-
ability of the study.

Findings
Characteristics of the participants
A total of 12 decision-makers and policymakers 
from different organizations (10 from the MOH, one 
from the Palestinian Medical Council, and one from 
the Palestinian Nursing Council) participated in the 
study. The participants from the MOH represented 
different directorates/sectors: pharmacy, nursing, 
medicine, policy and quality improvement, and leg-
islative. Most participants were male and held post-
graduate degrees. Eight participants had more than 
20 years of experience at the MOH.

Qualitative results: categories and subcategories
The qualitative interviews generated four primary cat-
egories of content and eleven subcategories, as shown in 
Table 1.

Category 1: Nature of current PC healthcare services
This category describes the current PC healthcare ser-
vices provided in the GS as highlighted by the partici-
pants. It is comprised of three subcategories: a lack of 
recognition for holistic PC services, the subordinate sta-
tus of PC to acute care, and healthcare policies and prac-
tices that ignore family needs for PC.

Lack of recognition for holistic PC services
The healthcare services provided to patients with chronic 
diseases, including cancer do not provide PC in a com-
prehensive manner, as the participants reported. Most 
of the participants stressed that although the needs of 
oncology patients vary with the nature of the disease and 
of their pain, the services that they receive are no differ-
ent from those provided to patients with other chronic 
diseases. Whether for oncology patients or other chroni-
cally ill patients, health services are often limited to pro-
viding symptomatic management that mainly focuses on 
curative services. The participants stated that other psy-
chological and spiritual services are available, but are not 
well integrated into the Gaza HCS.

The participants further noted that the current cura-
tive focus of the Gaza HCS does not appear to be com-
mensurate with the needs of patients with cancer and 
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other life-limiting diseases. Generally, the services were 
insufficient, and where they were available, they were 
often fragmented, and delivery was a significant area of 
concern.

The subordinate status of PC to acute care
The participants pointed out that the Strategic Plan 
2021–2025 clearly stated that PC is at the top of the 
Ministry’s priorities. This is because of its importance to 

Table 1 Summary of categories and subcategories of the policymakers

Subcategory Exemplar comments from participants

Category (1): Nature of current PC healthcare services
• Lack of recognition for holistic PC services “…the psychological aspect is the aspect that has not received the required focus. If we 

want to say it is ignored, some people may be upset, as they are not completely ignored, 
but rather in attempts, but they are not within a specific template or protocol. They are 
semi-autonomous activities, but we hope, through the work of the mental health com-
mittees, that there will be clear protocols and programs for oncology patients”. (P2, Male, 
Deputy GD)
“Most of the care provided to patients with chronic diseases is medical treatment and 
follow-up in outpatient clinics. About cancer, they are not different from the rest of the 
chronic patients, although they have a special peculiarity as they are the most patients 
who need psychological, social and other supports” (P7, Female, Head Clinical Depart-
ment)
“…some of the services provided to oncology patients are insufficient, as most of the 
services focus on physical services. Some psychological, social, and nutritional support 
services are provided to cancer patients, but they are not in a systematic manner”. (P11, 
Male, Nursing Consultant)

• The subordinate status of PC to acute care “To be honest, in the MOH strategic plan 2021–2025, PC is mentioned as one of the priori-
ties”. (P12, Male, Medical Director)
“This is a difficult and embarrassing question, specifically for the MOH, because sometimes 
the priorities fluctuate. If we talk about the past year, PC was among the main plans of the 
Ministry. Still, the Corona pandemic changes the priorities and focuses on Coronavirus… 
Perhaps in the period before Corona, the Ministry’s concerns were focused on emergencies 
due to the wars. Sometimes some priorities could advance, while others might be delayed 
based on the unstable conditions in the GS”. (P2, Male, Deputy GD)
“I cannot answer accurately whether PC is among the Ministry’s priority or not, but I mean 
they have formed a PC committee, and I am a member of it. I believe that the Ministry has 
placed PC within the Ministry’s strategic plan, but I do not know to what extent. Putting 
PC into the plan is one thing and putting the capabilities to implement the plan is another 
thing”. (P4, Male, Representative Palestinian Medical Council)
“To be honest, in the MOH strategic plan 2021–2025, PC is mentioned as one of the priori-
ties. There is a timetable for providing PC within the health system, and it is over the next 
five years. The MOH plans to have PC in every hospital in Gaza. Uh, all this is in the plan, 
but nothing is happening yet”. (P12, Male, Medical Director)
“….PC is not among the MOH priorities. All cancer patients are not among the priorities of 
the Ministry. You are talking about patients who suffer from chronic diseases throughout 
their lives, and the Ministry does not care about them. MOH focuses on saving cases 
where there is hope for recovery, such as a case under operations. I mean, the disease is 
treated, but MOH deals with cancer patients as if they are dead”. (P9, Female, Deputy Head 
Pharmaceutical Department)

• Healthcare policies and practice that ignore family needs for PC “….We, as a health staff, strive to provide the families with the information they request, as 
most of them ask about disease progress and the length of time for the patient to live, and 
we try as much as possible to give them information and support them psychologically…. 
There is no special place where we provide information. We provide information in the 
corridor or on the counter”. (P8, Male, Head Clinical Nursing Department)
“Of course, there are no services provided to the patient’s family. The reason may be due 
to the lack of interest from the Ministry, and the political situation may also play a role, as 
most patients are referred to receive service outside the GS. In addition to the pressure on 
a health system that may play a role in the incompleteness of health services”. (P1, Female, 
Head Policy Department)

Category (2): Potential benefits of PC
• Healthcare system benefits “PC is critical to the GS…Introducing PC into Gaza hospitals will enhance the quality of 

services provided as well as will decrease hospital readmission.” (P4, Male, Representative 
Palestinian Medical Council)

• Patients’ benefits “…by God, in general, the entire GS needs PC (hahaha). We all have chronic diseases. 
However, cancer patients and patients with chronic diseases in the first place are the most 
people in need of comprehensive and complete PC because we are talking about a lifelong 
concern that is not a passing issue like an acute appendicitis patient”. (P2, Male, Deputy 
GD)
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Table 1 (continued)

Subcategory Exemplar comments from participants

Category (3): Challenges to PC provision
• Lack of political and social infrastructure for PC “Although there are no PC policies in the GS, which is one of the obstacles, there is no 

problem in developing policies and adopting the policies of neighbouring countries that 
are similar to us in the system and culture”. (P3, Male, Nursing supervisor- Shifa Hosp.)
“…The lack of policies is one of the major challenges in introducing PC into the Gaza HCS. 
We do not have national policies for PC. Perhaps because this is a new issue in the country”. 
(P12, Male, Medical Director)
“…We don’t have a specific budget. All budget-related issues of the MOH are managed 
centrally with the Ministry of Finance… the MOH does not have its own independent 
budget for development; its budget is at the Ministry of Finance… As I told you, we do 
not have a special budget to develop the basic services of the MOH, such as purchasing 
equipment and others, Not to talk about PC…To allocate a budget for PC, we need to have 
a special budget, and this is difficult in the GS because this is an old system, which is that 
all ministries’ revenues are directed to the Ministry of Finance, and the latter is the one that 
pays salaries, development, and others.” (P12, Male, Medical Director)
“…No, no, no one represents us in the Ministry of Finance. There is no special budget for 
the MOH, will they develop PC. There was only a budget for the Norwegian project “Pain 
Management” because it was from external funding, so it had a budget. I mean, if the 
donor did not support the project, it would not have been accomplished”. (P12, Male, Medi-
cal Director)

• Limited human resources in PC “Unpreparedness of HCPs in terms of knowledge and training is one of our problems. The 
training we are currently carrying out is based on the personal diligence of the commit-
tees and YouTube follow-up. No experts are preparing the teaching and training material, 
which is also one of the obstacles”. (P3, Male, clinical nurse supervisor)
“A major problem is that we have an increase in the number of cases, but unfortunately, 
there is no increase in the number of medical staff, including specialized doctors and 
nurses”. (P1, Female, Head Policy Department)
“…The most important issue is that we are trained by ourselves, and from my point of view, 
this training is still insufficient. We do not have staff in Gaza who have trained abroad or 
have fellowship in PC”. (P7, Female, Head Clinical Medical Department)
“We don’t fully understand the concept of PC. PC may mean that the patient lives the 
remaining days of his life without pain. Most of our focus is on pain medication such as 
morphine”. (P2, Male, Deputy GD)
“….policymakers are not aware of the importance and benefits of PC. I think it is important 
for people who have experience in this field to knock on the doors and talk with decision-
makers about the importance of PC”. (P1, Female, Head Policy Department)
“…I prefer to attract experts who speak Arabic because a number of health teams find 
it difficult to understand English. We know medical terms, but there are words we don’t 
know. For example, my English is weak, and this honestly did not make me benefit a lot 
from the course because I could not understand the whole course”. (P7, Female, Head Clini-
cal Medical Department)
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Table 1 (continued)

Subcategory Exemplar comments from participants

• Unavailability of essential Medication “Of course, we, as the Palestinian MOH, adopt the WHO essential drug list. Unfortunately, 
many medicines are not available for several months, and this is a problem that affects 
the lives of patients…Continuous interruption of narcotic drugs is among the problems. 
The interruption and lack of medicines can last for a month or two, and patients suffer 
a lot from that…. this requires families to buy them…The stores of the MOH in Gaza do 
not contain medicines. I mean, those here in Gaza don’t want to buy medicines from their 
budget and wait for the MOH in Ramallah to send them medicine. Here the patient is in a 
big problem between the two ministries and the conflict between them…For instance, the 
medicine of Bicalutamide, that the patient takes them at home - of course not available in 
the Ministry… There are medicines that you find available this month and the next month 
will not be available…. The interruption and lack of medicines can last for a month or two, 
and patients suffer a lot from that.” (P9, Female, Deputy Head Pharmaceutical Depart-
ment)
“Some doctors write a prescription for the patient so that they can buy it from external 
pharmacies, but unfortunately, some pharmacies say that they do not have it, they hide 
it and they sell it to addicted people at a higher price. It means the patient is lost. Or if the 
outside pharmacist wants to sell the Tramadol, he sells it at a high price for the patient. 
I mean the addicts in Gaza ruined the patients. I mean, some pharmacies blackmail 
patients and sell them treatment at a high price” (P9, Female, Deputy Head Pharmaceuti-
cal Department)
“…we are forced to refer a patient to Ramallah for treatment due to the unavailability of 
medicine in Gaza. I mean, if treatment were available, we would spare the patient the suf-
fering of travel. Some patients travel only to receive a dose of medicine, although we have 
the capabilities in Gaza to give doses, but Not available”. (P12, Male, Medical Director)
“…we just want money to solve the problem of the medicine. I mean, if the dispute 
between Gaza and Ramallah is resolved, the whole problem will be resolved. I mean, most 
of the medicines are cut off in Gaza are available in Ramallah. Because of the conflict and 
division, we have two ministries, one in Gaza and the other in Ramallah, and the people 
and patients are lost among them. I mean, hospitals in the West Bank, the health service 
situation in them is excellent, and all medicines are available, but Ramallah punishes 
Gaza, so some medicines are prevented from them, but if there is reconciliation, I think 
things will improve and medicines will be available”. (P12, Male, Medical Director)

Category (4): Considerations for PC
• Beginning PC in a centralised location “The GS being small, I believe that we need PC program in major hospitals. For example, 

the PC unit in major hospitals and three community teams cooperate with these hospi-
tals”. (Male, A representative of Palestinian Medical Council)
We need the Hospital Approach for the acute cases for the patients hospitalised for one or 
two days. Then when the patient is discharged, their house will be followed by telephone 
or visited at home”. (Male, A representative of Palestinian Medical Council)

• Development of PC Policies “…. During the next five years, policies for cancer and PC will be developed and will be 
reviewed by experts and will train the staff on them”. (P1, Female, Head Policy Department)
“There are treatment protocols for cancer, and these are drug protocols according to the 
type of disease and the degree of its progression. Also, chronic diseases have their own pro-
tocols. There is no problem in the availability of treatment protocols and policies despite 
the siege.“ (P2, Male, Deputy GD)

• Healthcare professional capacity building “…In 2011, I began the initiative to spread the culture of PC among physicians because 
the idea did not exist at all. This is the reason why I did not know anything about PC… 
From 2011 until 2015, 5 workshops were carried out for medical staff… In 2015, I started 
expanding this work by including a team from Britain and Scotland who are experts in 
PC… We formed a Steering Committee for PC, and the goal of the committee was to 
spread the culture of PC and integrate it into the curricula of medical, nursing and physi-
otherapy students and present it within the services provided by the Palestinian MOH and 
the UNRWA”. (P4, Male, Representative Palestinian Medical Council)
“We recently started training the staff and we focus only on nursing. I think nurses are more 
familiar with the concept of PC than doctors. Doctors do not read about this aspect com-
pared to nurses in the GS who are interested in PC… Also, in the curriculum, the concept of 
PC is not comprehensively and adequately addressed”. (P1, Female, Head Policy Department)
“…We have focused on PC in recent years in hospitals, so the health staff will certainly have 
limited knowledge. The number of courses that dealt with PC is few, and their duration is 
very, very short, and they were limited to nursing only and medical students at the Islamic 
University. Physicians working in hospitals need training that is not targeted in PC courses. 
Also, we did not focus in our courses on Advanced PC, it was the concept in general”. (P3, 
Male, clinical nurse supervisor)

GD general directorate, MOH Ministry of Health, PC palliative care, P participants
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the GS. In contrast, policymakers working in hospitals 
noted that PC is not regarded as a priority by the Pales-
tinian MOH, considering the ministry’s significant focus 
on other services, such as cardiac surgery, maternal and 
child health, and emergency services where the chances 
of recovery are high. The participants highlighted the 
point that even if PC services were a part of the minis-
try’s strategic plan, there is often a gap between the plan 
and what happens in practice, as the focus still is on acute 
care.

Healthcare policies and practices that ignore family needs 
for PC
All of the participants agreed that there were no PC 
services to support families because of a general lack of 
interest in implementing such policies. They noted that 
most of what is presented to families is information about 
the nature of the patient’s illness. Information about 
physical and psychological issues, such as the handling of 
distress and pain, is needed for patients with end-stage 
cancer. Some participants mentioned the lack of suitable 
places (specialized private rooms) to provide information 
or psychological support. Families are being provided 
with information either in a corridor or near the nursing 
station.

Category 2: Potential benefits of holistic PC
This category discusses the potential benefits of provid-
ing PC in the Gaza context. The two subcategories are 
benefits to the HCS and benefits to patients and their 
families.

Benefits to the healthcare system
All of the participants noted that PC services are essen-
tial for patients in the GS. They said that PC is particu-
larly important in the GS because the GS has a significant 
burden of patients with chronic diseases. They thought 
that if PC were to be fully integrated into the Gaza HCS, 
this might be a cost-effective approach. In addition, the 
participants mentioned that integrating PC could reduce 
patient admissions and pressure on the health system, 
and may have a positive effect on patient recovery.

Benefits to patients The participants mentioned that all 
patients in the GS stand to benefit from PC. As an order 
of priority, they noted that persons with cancer are most 
in need of this service, followed by those with renal con-
ditions. The participants reiterated that patients in these 
two categories suffer from such side effects of their dis-
ease as psychological pressure and physical exhaustion. 
Furthermore, patients with advanced-stage diseases have 
a lower cure rate and often have severe complications, 
which fit well with PC services.

Category 3: Challenges to PC provision
This category illustrates several challenges to the provi-
sion of PC in the Palestinian HCS. It is comprised of 
three subcategories: a lack of political and social infra-
structure for PC, limited human resources in PC, and the 
unavailability of essential medicines for pain and symp-
tom management.

Lack of political and social infrastructure for PC
The main political and social infrastructure challenges 
are a lack of policies and a strategic direction on PC, and 
a lack of funds/budget allocation. The participants attrib-
uted the lack of policies to the novelty of this topic in 
the GS. They expressed the view that the Ministry could 
adopt PC policies from neighbouring countries with a 
similar culture, and modify those policies according to 
the realities of the Palestinian health system.

A lack of funds/budget allocation is another significant 
challenge to the provision of PC in the GS. The MOH 
does not have an independent budget. Rather, the Min-
istry of Finance manages and distributes funds to all of 
the ministries, including the MOH. The funding problem 
could be solved by finding donors from abroad to fund 
the PC programme. There is no MOH representative at 
the Ministry of Finance. When the MOH needs funds to 
develop or repair equipment, it sends an official request 
to the Ministry of Finance and awaits their approval. This 
takes time, which can lead to significant problems in the 
meantime for the MOH. The MOH often purchases any 
equipment or tools from its own funds, which are too 
meagre to fund and support programmes such as PC.

Limited human resources (education and training) in PC
A shortage of specialized/expert PC professionals, insuf-
ficient knowledge and training of professionals, mis-
understandings and a lack of awareness on the part of 
decision-makers of the concept of PC, and cultural bar-
riers, including language, are the leading human resource 
challenges. The participants said that there was a notice-
able increase in the number of cancer patients; however, 
the number of health staff working in oncology depart-
ments has not increased. There is little employment com-
pared to the increasing numbers of patients. Providing 
sufficient numbers of staff trained in PC is a necessary 
step to take before introducing PC.

The lack of knowledge and training on the part of HCPs 
is also a significant challenge in the provision of PC in the 
GS. The policymakers indicated that watching YouTube 
videos and reading articles are the two methods that pro-
fessionals in the GS rely on to obtain knowledge about 
PC. Another challenge is the misunderstanding that deci-
sion-makers have of the comprehensive meaning of PC 
and its importance in enhancing services and reducing 
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hospital admissions. Many policymakers have linked PC 
with pain management only. Some participants suggested 
that attempts should be made to convince policymakers 
of the benefits of PC by talking to them.

Some participants mentioned that there are many 
workshops conducted in the GS on PC. Most of these 
workshops are presented by English-speaking experts. 
This is an obstacle for most attendees. The participants 
suggested inviting Arabic experts who are knowledgeable 
about the Arab culture and norms.

Unavailability of essential medicines for pain and symptom 
management
The unavailability of drugs is one of the main challenges 
to the provision of PC in Gaza. The problem includes a 
lack of continuity in the availability of drugs and exploi-
tation from private pharmacy owners, despite the MOH 
having adopted the WHO’s essential drug list.

The lack of essential medicines forces the families of 
patients to buy them privately, which is a burden on them 
considering the frequent sieges/conflicts and the high 
unemployment and poverty rates in the GS. Policymak-
ers attributed the unavailability or interruption of medi-
cines to political quarrels between the MOH in the GS 
and the MOH in Ramallah, and the lack of funds to pur-
chase medicines, as the Ministry relies on foreign dona-
tions. The political situation in the country has affected 
the development of health services and limited it to acute 
care services only, not PC, which arguably is an aspect 
of essential services. The unavailability of chemotherapy 
drugs forces physicians to refer patients to hospitals in 
the West Bank for treatment, who would then return 
to hospitals in the GS to complete their follow-up. This 
places a psychological, physical, and material burden on 
patients. Some PC medications are also not available, 
affecting the lives of patients who suffer from psychologi-
cal, physical, and other problems.

Extortion by some pharmacy owners is a problem 
that patients face when seeking narcotic treatments 
from private pharmacies. These pharmacies will either 
raise their prices or inform patients that the medica-
tions are unavailable, and then sell them to customers 
who are willing to pay an exorbitant price for them. In 
an attempt overcome this problem, the MOH, in coor-
dination with some pharmaceutical companies, pro-
vides narcotic drugs, such as Tramadol, in hospitals.

When addressing strategies to solve the unavailability 
or interruption of medicines, the participants indicated 
that separating health services from political conflict 
is very important for the sustainability of the deliv-
ery of medications. It is also essential to seek donors 
to be able to purchase the costly medications that are 
straining the MOH’s budget. Hospitals also purchase 

medications in case they become unavailable or only 
intermittently available.

Category 4: Considerations for integrating PC into the HCS
This category describes the actions needed to inte-
grate PC into the current HCS. It is comprised of three 
subcategories: beginning PC in a centralized location, 
development of PC policies, and capacity building 
(education and training).

Beginning PC in a centralized location
 The participants suggested that a hospital-based 
approach would be the “best [way] to begin PC” within 
the context of the situation in Gaza. Most patients who 
have been diagnosed as being in an advanced stage of 
their disease need to receive treatment in a hospital. 
Staff shortages in Gaza do not allow the Ministry to 
adopt any other approach, as noted:

Development of PC policies
Policies are statements of intentions that elaborate 
on the government’s goals and actions with regard to 
implementing PC services. The participants in this 
study reported that developing policies in the upcom-
ing five years is the main task of the MOH. There are 
protocols and guidelines for treating each type of can-
cer, but policies and protocols for PC are not yet avail-
able or have yet to be developed. Protocols, written 
plans about when and which group can benefit from 
PC, are more specific than guidelines. Guidelines are 
statements that have been developed to assist HCPs 
in making decisions about proper care for a specific 
patient population, and allow policymakers to monitor 
progress in the development of PC. A special national 
committee for PC was formed, and one its tasks 
included developing policies, guidelines, and protocols 
for PC treatments.

Building the capacity of healthcare professionals (education 
and training)
Investing in the education and training of HCPs should 
be considered while developing PC in the GS. Par-
ticipants emphasized the importance of integrating 
PC within the curricula and encouraging training in a 
clinical context. They stated that several attempts had 
been made since 2011 to disseminate the concept of 
PC among professionals, particularly physicians and 
nurses. Within nursing, what is being delivered is courses 
related to oncology, including a two-hour lecture on PC. 
These nursing courses came about through the personal 
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diligence of supervisors and heads of oncology depart-
ments in hospitals. These courses touched on essential 
aspects of the WHO model and focused on quality of life 
(QOL), communication, psychosocial issues, and telling 
bad news.

Discussion
This qualitative study adds to the body of knowledge 
about policymakers’ perspectives on providing PC ser-
vices within the HCS of a country with limited resources. 
Currently, the PC healthcare services provided to Pales-
tinian patients with life-threatening illnesses and their 
families are fragmented in nature. There is a Palestinian 
national strategic plan for developing PC; however, the 
development goals are not clearly defined in the plan, and 
the capacity to implement the plan is inadequate. Several 
challenges to the provision of PC in Palestine are issues 
related to education and training, the allocation of fund-
ing allocation, and the availability of medications.

Providing optimal end-of-life care to patients influ-
ences health outcomes [24]. Most healthcare services 
provided to Gazan patients are fragmented, and limited 
to dealing with the symptoms of a disease and the side 
effects of the treatment. Fragmented healthcare services 
may negatively affect the treatment regimens and daily 
living activities of patients [25]. Several studies have 
underscored a high prevalence of distress and poor QOL 
among Palestinian patients with life-threatening diseases, 
including cancer [26, 27]. This might be attributed to the 
limited services tailor-made to meet the healthcare needs 
of this specific patient group. Limited and underdevel-
oped healthcare services have been ascribed to limited 
resources and the ongoing siege of GS since 2007 [16]. 
Enhancing end-of-life patient health outcomes is the 
most cost-effective method for countries with limited 
resources [28]. The WHO has recommended integrating 
PC within HCS as a cost-effective mechanism to provide 
optimal care for patients and their families [25, 29] and to 
alleviate their distress [25].

Designing a comprehensive national strategic plan is 
essential for the successful development of PC [30]. There 
is a Palestinian national strategic plan for developing PC; 
however, the development goals are not clearly defined, 
and capabilities to implement the plan are limited. The 
results of this study are similar to those reported in most 
low resource countries [31, 32]. There is a need to deploy 
a sufficient number of HCPs and PC specialists to achieve 
strategic plans [5]. Malaysia and South Africa, for exam-
ple, have an adequate number PC specialists; however, 
the shortage of staff (physicians and nurses) to support 
those specialists is still a major problem in implementing 
PC [32, 33]. In the GS, the problem of staff shortages and 
the lack of PC experts is a complex one [34]. Investing in 

PC training is a necessary proactive step to take before 
PC is introduced in the Palestinian HCS.

Several challenges to providing PC in the GS were 
found in this study. They are similar to those that have 
been documented in both high-income countries and 
LMICs. The main challenges identified in the literature 
are insufficient PC knowledge among HCPs [35] and 
the lack of a trained PC workforce [6, 35]. In Palestine, 
the low level of knowledge of HCPs is attributed to the 
emerging concept of PC in the GS [34]. There is no PC 
diploma or Master’s degree to train specialist profession-
als in PC in the GS, nor has PC training been integrated 
into university curricula. In 2015, PC was only incorpo-
rated into the curriculum of the Faculty of Medicine at 
the Islamic University as an intensive short subject for 
five days, including hospital training [36]. Accredita-
tion bodies such as the Ministry of Higher Education 
Accreditation Commission should integrate PC into the 
Palestinian university educational curricula. Making PC 
compulsory in courses leading to basic professional qual-
ifications is one of the main strategies advocated by the 
WHO [37]. Several countries that have met with success 
in developing PC have found that it is important to trans-
fer and incorporate education in PC within the existing 
HCS [37]. The insufficient knowledge of HCPs might also 
be attributed to cultural and language barriers. Because 
of globalization, it has become easy for organizations to 
invite international experts to lead workshops [38]. Most 
of the workshops held for professionals in the GS were 
presented by English-speaking experts. Not every pro-
fessional completely understands a lecture delivered in a 
foreign language. To overcome this obstacle, the respon-
sible bodies in the GS should consider inviting Arab 
experts to offer training in PC.

Workforce shortages and a lack specialists in PC were 
commonly identified challenges. There is a significant 
global shortage of PC experts [6]. Such a shortage may 
affect the quality of the services provided to patients 
[39]. Due to financial constraints in the GS, which may 
prevent the hiring of new staff, the government can 
make use of volunteers to help overcome the workforce 
shortage [40]. Utilizing volunteers to care for and pro-
vide health and education support is considered an effi-
cient mechanism in LMICs for lowering the economic 
burden of delivering PC services [41].

Other unique challenges affecting the provision of PC 
in the GS are misunderstandings on the part of policy-
makers about the concept of PC, a lack of policies and 
legislation on PC, limited resources, and the unavaila-
bility of narcotic drugs. These challenges are congruent 
with those reported in LMICs [6]. Palestinian policy-
makers have restricted their recognition of PC to the 
scope of mental health, which is not in alignment with 
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the WHO’s definition [25]. To date, no policies on PC 
have been developed in the GS. The provision of PC in 
a country’s HCS requires policies to support and meas-
ure the progress of the effort [1]. It has been suggested 
that PC policies are a significant driver of the introduc-
tion of optimal care [1]. According to the Atlas of PC 
in the Eastern Mediterranean Region, Jordan, Lebanon, 
and Qatar have developed national policies for provid-
ing PC services [42]. Sudan has established a national 
cancer control programme that sheds light on the 
early detection, prevention, and enhanced treatment 
of the disease, and on PC [43]. Although Palestine has 
also designed comprehensive national cancer control 
programmes, gaps have been reported in the cancer 
control strategy [44]. These gaps are mainly related to 
financial constraints, poor administrative coordination, 
shortages in human healthcare resources, and an inad-
equate workforce, which affect the development of PC 
services [45]. The Gaza context plays a role in determin-
ing the priorities of the MOH in terms of the services 
that they provide. Thus, Palestine needs to build its 
policy development capacity and provide guidance, uti-
lizing national and international policy frameworks to 
combat these challenges. It is also essential to develop 
policies that align with national laws and engage policy-
makers in practical/effective policy dialogues.

For the future provision of PC in the Palestinian HCS, 
the study participants stated that a hospital-based PC 
approach is the best one to take. No evidence has been 
given about which approach best fits the setting [46]. 
Decisions about what types of approaches are suited 
are based on a country’s context, resource availability, 
and the goals of their HCS [47]. However, the WHO 
strongly recommends integrating PC within hospitals, 
particularly in countries with a high number of incur-
able chronically-ill patients [48]. In Palestine, there 
is a significant number of patients with advanced-
stage diseases [49]. The effectiveness of adopting such 
an approach has been underscored in recent studies, 
including decreasing lengths of stay [50] and reduc-
ing hospital costs [50]. Therefore, a hospital-based 
approach seems to be the best fit for the Palestinian sit-
uation to overcome scarce financial resources, a short-
age of staff, and limited infrastructure.

Strengths and limitations of the study
 Utilizing semi-structured interviews may have prevented 
the participants from expanding their perspectives on the 
topic, compared with unstructured interviews. However, 
our participants had a variety of specialities and leader-
ship roles. At the same time, interviewing well-known 
decision-makers and policymakers may have prevented 

them from speaking freely about PC-related issues, such 
as funding.

Conclusions
This study reveals that Palestinian decision-makers 
and policymakers view PC as an important service that 
should be implemented in the HCS. PC services are still 
limited because of the significant challenges that obstruct 
the development of PC in the HCS. Integrating PC into 
Palestinian university educational curricula as a compul-
sory course and establishing higher degree programmes 
in PC to overcome the shortage of PC specialists is 
required. Developing policies aligned with national laws 
could help to enhance healthcare services to patients and 
their families and resolve several challenges. Cooperat-
ing with national and international institutions in seeking 
funding could help in the development of PC and avail-
ability of medications.
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