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Stratified Guidelines for Palliative Care in Low-Income
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Individuals in low-income and middle-income countries (LMICs) account for approximately two-thirds of cancer deaths worldwide, and
the vast majority of these deaths occur without access to essential palliative care (PC). Although resource-stratified guidelines are being
developed that take into account the actual resources available within a given country, and several components of PC are available
within health care systems, PC will never improve without a trained workforce. The design and implementation of PC provider training
programs is the lynchpin for ensuring that all seriously ill patients have access to quality PC services. Building on the Breast Health Global
Initiative’s resource-stratified recommendations for provider education in PC, the authors report on efforts by the Jamaica Cancer Care
and Research Institute in the Caribbean and the Universidad Catdlica in successfully developing and implementing PC training programs
in the Caribbean and Latin America, respectively. Key aspects of this approach include: 1) fostering strategic academic partnerships to
bring additional expertise and support to the effort; 2) careful adaptation of the curriculum to the local context and culture; 3) early
identification of feasible metrics to facilitate program evaluation and future outcomes research; and 4) designing PC training programs
to meet local health system needs. Cancer 2020;126:2448-2457. © 2020 American Cancer Society.
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INTRODUCTION

Of the 56.2 million deaths globally in 2015, approximately 45% of patients experienced serious health-related suffering.
Of these 25.5 million individuals, >80% lived in low-income and middle-income countries (LMICs)."! Of the 40 million
people globally in need of palliative care (PC) or supportive care each year (see Text Box 1),%? only 14% of patients receive
it, most of whom reside in high-income countries (HICs).* This disparity is especially striking given that a much larger
percentage of patients with cancer living in LMICs present with late-stage disease, and thus need PC, compared with pa-
tients residing in HICs.>® For example, it is estimated that the percentage of patients presenting with a diagnosis of breast
cancer at either stage III or stage IV in LMICs ranges from 30% to 50% in Latin America and the Caribbean to as high
as 75% in sub-Saharan Africa.” Not surprisingly, patients living in LMICs also account for approximately 65% of cancer
deaths worldwide, largely due to insufficient access to treatment and patients presenting with advanced stage, incurable

89 Even when patients living in LMICs do present with earlier stage disease, they often have limited access to

disease.
chemotherapy, radiation, and surgical interventions, leading to unnecessary suffering and untimely death.!°

This immense shortage of PC services in the parts of the world that need it most has prompted several global
efforts to increase access to PC. The World Health Organization (WHO) published recommendations in 1990""

and 2014 (World Health Assembly Resolution 67.19)' that PC services be incorporated into all health care systems
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treatment to end-of-life care or survivorship.®

Text Box 1 The terms “supportive care” and “palliative care” (PC) are sometimes used interchangeably. Supportive care is a broad term and, in the case
of patients with cancer, typically refers to the prevention and management of the adverse effects of cancer and its treatment and includes the management
of psychological symptoms across the continuum of cancer care.” PC refers to the holistic management of symptoms and the relief of serious health-related
suffering among patients with serious illnesses as well as attending to the patient and his or her family and social context, and also includes end-of-life care.
For the purposes of the current study, PC is used to encompass all of these dimensions, in keeping with the World Health Organization definition of PC,

which includes the management of physical, psychosocial, and spiritual suffering for any patient with serious illness from the point of diagnosis through

worldwide and emphasized PC as an ethical mandate.
More recently, the Lancet Commission on Palliative
Care and Pain Relief has proposed an “Essential
Package” of PC services that is designed to be affordable
even in the poorest countries. The package includes ac-
cess to essential medicines, basic medical equipment,
and supplies, and describes the basic minimum com-
petencies that PC providers across the spectrum of care
should achieve, clearly addressing the critical role of
provider training.13 Despite this increased attention re-
garding the importance of incorporating PC into health
care systems, to the best of our knowledge as of 2016,
only 20 of 234 countries globally have achieved high-
level integration of PC into mainstream health care,
and only 1 of these countries (Uganda) is a LMIC.'

As previously highlighted by the Breast
Health Global Initiative, as well as by the National
Comprehensive Cancer Network and the American
Society of Clinical Oncology, a key component of the
integration of resource-stratified PC services (ie, PC
services that are aligned with local needs and resources
to provide a strategy that is culturally and resource ap-
propriate’”) is provider education and training.'®"’
Several studies assessing pediatric PC in LMICs also
have prioritized provider education and training,>***'
as have several landmark guidance documents address-
ing the integration of PC into existing health care ser-
vices.”> A key theme emphasized across all of these PC
studies and international recommendations is the need
to integrate PC training across the entire health system,
from community health workers and family caregivers
up through specialty training for physicians.

It is well known that the existence of guidelines
alone does not necessarily result in their uptake or im-
plementation, especially in resource-limited settings.”
Providing effective and accessible educational opportu-
nities across the health system can be a central challenge
for PC leaders in these settings. Comprehensive strate-
gies that are based in dissemination and implementa-

tion science”’ need to be used to translate published
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guidelines into practice, thereby effecting meaningful
change in the lives of patients and their families. In
addition, to our knowledge, little has been written about
the role that partnerships between HICs and LMICs
may play in the development and implementation of
educational programs, or about the best practices for
such collaborations that can help to avoid common
pitfalls, grounded in a mutual commitment to health
equity.

Despite the growing recognition that provider
training is the lynchpin necessary to increase access to
PC services, there remains a shortage of concrete guid-
ance to support PC leaders in LMICs who want to
design and implement PC training programs.”*** In
this article, we have addressed this gap in the literature
by synthesizing the experience of 2 successful regional
efforts to develop and implement PC training programs
in low-resource settings. We also summarized areas of
best practice, which included the following: 1) fostering
strategic academic partnerships; 2) careful adaptation of
the curriculum to the local context and culture; 3) early
identification of metrics to support program evaluation
and outcomes research; and 4) designing PC training
programs to meet local health system needs. We then
grounded these insights in 2 concrete case studies from
our work developing PC training curricula in Jamaica

and Chile.

Fostering Strategic Academic Partnerships
The recommendations throughout this article are both
grounded in the literature highlighted above and based on
experiences with our own bidirectional partnerships. In
our shared experience, a key component of the design and
implementation of a successful PC educational program
within a LMIC is the creation of a formal partnership
between PC leaders in the target LMIC and a well-
established academic PC program in a HIC.

There are several successful examples of medical
education partnerships between LMICs in sub-Saharan
Africa and academic centers in HICs. The HIC university
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partnerships in Rwanda and Uganda are models of
educational programs in which the transfer of skills is
bidirectional and leadership remains with the host-
country partner.”*"?* There have been fewer examples in
Latin America and the Caribbean.

Such strategic partnerships can support the devel-
opment and growth of educational interventions in sev-
eral ways. For example, the few local LMIC providers
with formal training in PC typically have overwhelm-
ing clinical care demands that prevent them from hav-
ing the time and resources to invest in designing and
administering educational programs. An academic part-
ner will not only have experience designing, adminis-
tering, and evaluating educational programs, but may
also have resources that, once carefully adapted to the
local context via close collaboration with the in-country
leader, can provide an initial platform on which to build
and expand.” In addition, if leveraged appropriately to
maintain a focus on the local PC leader, such a partner-
ship can help to enhance the local profile and interna-
tional reputation of the LMIC partner. This can in turn
lead to increased support for PC more broadly within
the country and attract additional resources from foun-
dations or other funders interested in improving care
for those with serious illness.

To achieve these desired outcomes while avoiding the
pitfalls too often experienced by LMICs partnering with
HICs, 2 key principles should be considered. First, when-
ever possible, an educational intervention should have the
dual goal of not only meeting the learning needs of the
target local audience, but also supporting the develop-
ment of local PC leaders as educators. Second, there must
be shared values that supersede cultural differences. In our
experience, it was our collective commitment to health
equity that grounded our LMIC-HIC partnership.”®
The expectations of each partner’s internal stakehold-
ers can be drastically different, and can also change over
time. Partners from the LMIC often have immense clin-
ical responsibilities, and their direct supervisors may not
rank education or research as top priorities. In contrast,
partners from HICs typically have requirements for aca-
demic scholarship that may lead them to overemphasize
formal research endeavors that may not always align with
the interests or goals of their local partners.”” Although
such misalignments are impossible to avoid completely, a
shared vision of promoting health equity, along with fre-
quent and honest communication, can help to minimize
and resolve conflicting perspectives and maintain a shared
focus on improving access to PC for all who are suffering
unnecessarily.
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Adapting Programs to Local Context and Culture
The success of PC training and educational programs
often is in direct relationship with their ability to cap-
ture and reflect the local culture and particular context
of a given country. Training programs must be designed
sensitively to respect both cultural nuances (such as local
understandings of suffering, spirituality, death, and be-
reavement) and institutional customs (such as behavioral
and ethical norms of the ministry of health, academia,
and clinical care). Therefore, even though PC educational
interventions will often include the same key compo-
nents across different settings, how these components are
described, considered, and translated can differ drastically
from country to country and culture to culture.

The importance and inherent complexity of this
adaptation process is one of the primary reasons we so
strongly advocate for cross-cultural PC education rooted
in long-term academic and/or organizational partner-
ships. These partnerships provide an intuitive and effec-
tive infrastructure through which educational curricula
can be continually reviewed, adapted, and improved to
better reflect local culture. This review process can also
help to identify and address deeper cultural differences
that may present challenges in providing optimal PC, such
as how culture shapes a family’s likelihood of requesting
that providers withhold prognostic information from the
patient, how local religious traditions make sense of suf-
fering, or how culture shapes physicians’ perspectives on
withdrawing or withholding interventions near the end
of life. In our experience, discussions among our cross-
cultural team of clinical and academic partners participat-
ing in a joint review process have not only substantially
enhanced the course content but have also also provided
an invaluable opportunity for both partners to stretch
their understanding of what “quality palliative care”
means in different cultures.

Teaching PC principles not only requires a consid-
eration of local culture, but also inherently involves a
call for cultural change. For example, within contexts in
which the role of medicine still is exclusively perceived
as treating physical diseases, a key goal of PC training is
to help shift the attitudes of learners to better recognize
the psychosocial and spiritual needs of their patients.
In settings in which patient care remains a guarded
domain exclusively reserved for physicians, training
should be structured to foster a new appreciation for
the interdisciplinary nature of PC and the essential role
of nurses, social workers, chaplains, and other members
of the interdisciplinary team in providing quality PC
to patients. Ultimately, the successful tailoring of PC
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Figure 1. The interconnectedness of palliative care (PC)
standards and guidelines, core competency training, evaluation
of training, and PC output measurement.

training programs to local cultures requires a careful
union between the cultural humility necessary to rec-
ognize that perceptions and understandings of suffer-
ing differ widely around the world and the courage to
unequivocally state that, regardless of the local context
of suffering, all providers are ethically mandated to
respond to the suffering patient in front of them.

Collecting Data to Support Program

Evaluation and Outcomes Research

Even after rigorous planning and adaptation efforts, it
is essential to identify and collect data regarding specific
output measures to evaluate the effectiveness of the cur-
riculum, identify areas in which the program can be mod-
ified to best meet the needs of local PC providers, and
support future outcomes research. There is an essential
interconnectedness between PC guidelines, education
and training, service implementation, and PC output
measures (Fig. 1). After the establishment of national
standards and guidelines, Gomez-Batiste and Connor
(Text Box 2)*® underscored the importance of identifying
and implementing indicators to measure the structure,
process, and function of the PC service delivered. The
Kirkpatrick model® posits that educational interventions
ought to be evaluated based on 4 outputs: 1) participants’
reaction to the training; 2) what participants actually
learned in the training; 3) whether participants are able to
transfer what they learned and implement this in practice;
and 4) whether there is a measurable change in practice or
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Text Box 2 Steps to Establish a National Education Program
According to Gomez-Batiste and Connor28

1. Conduct situational analysis that would include the needs of the
population at hand, the levels of palliative care (PC) development
and education, and the identification of leaders and potential
leaders.

2. Select and conduct initial activities focused on advocacy initiatives
to key decision makers, policy makers, and relevant groups and
individuals.

3. Identify and train national, clinical, and organizational leaders.

4. Build a core nucleus of PC services and PC leaders.

5. Establish methods for training, support, follow-up, and ways to ac-
company the leaders.

6. Design and develop a strategy for implementation in the short, me-
dium, and long term that would begin by defining the resource-
appropriate aims for PC provision, and establish a working group
within a policy-making body such as a ministry of health.

7. Define the national educational standards based on national and in-
ternational consensus.

8. Identify specific targets, barriers, and resistances and design specific

strategies to deal with each.

service delivery as a result of the training.In considering
these 4 domains, we recommend using both qualitative
and quantitative components that include both forma-
tive and summative outputs. For example, we typically
use knowledge assessments, before and after self-efficacy
evaluations, and self-reported behaviors to achieve a mul-
tidomain assessment of the impact of our PC training
courses. Quantitative assessment of knowledge gaps pro-
vides data with which to assess program success, whereas
course evaluations from participants help educators con-
tinually refine course content. For example, we now in-
clude written course evaluations and post-course focus
groups to help refine course content over time. These data
help to ensure ongoing quality improvement and pro-
vide stakeholders with incentives for further investment.
Although the second 2 domains of the Kirkpatrick model
related to practice change are essential to accurately eval-
uating the impact of a training program, it often is infea-
sible within the context of a resource-limited setting to
evaluate these outputs in a rigorous manner. However, we
have found that before and after self-efficacy evaluations
together with before and after self-reported behaviors are
simple and cost-effective for estimating these outputs
within the resource constraints of LMIC:s.

It is beyond the scope of the current article to dis-
cuss PC output measures in depth, and much has been
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written in the literature regarding this area. In general,
output measures are commonly categorized under 8 spe-
cific domains: 1) structure and process of care; 2) physical
aspects of care; 3) psychological aspects of care; 4) social
aspects of care; 5) spiritual, religious, and existential
aspects of care; 6) cultural aspects of care; 7) care of the
imminently dying patient; and 8) legal and ethical aspects
of care.® Depending on the resources available, several
output measures can be selected from each domain, and
their relative importance defined prior to implementation
of the PC service. Education and training then can be
more specifically focused on developing core competen-
cies, particularly at basic and intermediate levels of ser-
vice provision. Education and training programs in PC
themselves are considered to be quality indicators for PC
delivery under the structure and process-of-care domains.
Training in the practical and empirical aspects of mon-
itoring the effectiveness of a PC program should be
embedded in PC training curricula at all levels.

Designing PC Training Programs to Meet Local
Health System Needs
An initial key challenge faced by PC leaders when trying
to design and implement an educational or training strat-
egy is where to direct the initial focus given the clear need
for basic training courses as well as more advanced, spe-
cialized training. Within LMICs, there most often is an
urgent need for a clinical workforce trained in palliative
medicine, and thus a need for basic training programs.
However, in our experience, we have found that it is dif-
ficult to make meaningful progress in the uptake of basic
PC education that actually leads to practice change across
a country without concurrently building competency,
expertise, and autonomy among local leaders. Therefore,
within the specific context of education in PC, we rec-
ommend that policy leaders aim to develop concurrent
basic and advanced training courses, while also recogniz-
ing that the strategic decisions of where to start building
PC education in a given country will be dependent on the
specific needs at the population level and the resources
available within the health care system.

Among the 8 steps involved in developing a national
PC education program as outlined by Gomez-Batiste and
Connor (Text Box 2),%® the first 2 critical steps stress the
importance of undertaking a situation analysis to identify
and prioritize local needs, and to engage clinical decision
makers and national policy makers before developing a
PC program. For example, developing a cadre of clini-
cians with advanced training in palliative medicine who
then return to a health care system that does not support
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or recognize the value of PC will undermine efforts to
advance PC. It is essential to work with national health
policy and health administration leaders to ensure that
the PC leaders developed through successful training pro-
grams are returning to health care settings that support
and value their newly acquired expertise.

Case Studies

The following 2 case studies from our joint experiences
have been offered to provide tangible examples of both the
challenges faced, and opportunities found, when attempt-
ing to apply the above noted principles of partnership,
adaptation, and evaluation. We begin with our experience
in Chile, where there is broad support and financing for
PC, and then report on our experience in Jamaica, where
efforts to train providers in PC and finance PC services
are at an earlier stage of development.

Universidad Catdlica
Chile is a nation of 17.5 million individuals located
along the western edge of South America. Approximately
100,000 people die each year in Chile, and nearly 26% of
these deaths are from cancer.’! Since 2003, the Ministry
of Health in Chile has mandated that both public and
private health insurance programs must include coverage
for PC among patients with cancer.’® For many patients
with cancer who reside within the urban sectors, this
includes access to inpatient, outpatient, and home-based
PC services. However, in the more rural parts of north-
ern and southern Chile, access to even basic PC services
remains limited. Beyond the creation of policies that sup-
port PC as well as the implementation of clinical services
across the country, PC leaders in Chile have also success-
fully secured access to opioids for patients with cancer,
thus increasing the availability of opioids throughout the
country. With regard to PC education, leaders continue
to promote the inclusion of PC as a part of the under-
graduate curriculum for medical students, and the first
subspecialty fellowship in PC for physicians was estab-
lished at the Pontifical Universidad Catélica of Chile in
2017. The Chilean Palliative Care Medical Society was
founded in 2018, with one of its goals being the certifica-
tion of palliative medicine as a formal medical specialty.
To further expand formal PC training Chile, a
partnership first was formed between the Universidad
Catéblica of Chile (UC) and Massachusetts General
Hospital (MGH)/Harvard University in 2018. After an
initial needs assessment of PC education in Chile, it
was decided to create a basic course in the fundamentals
of PC. This particular format was selected due to the
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unique context of PC in Chile, wherein many providers
had been practicing within a PC context for many years,
yet very few had received any formal training in PC. In
addition, due to the clinical experience of the local UC
PC team, as well as the formal education infrastructure
available, the training was offered as a formal accredited
course within the continuing education department at
UC. The course content initially was based on the gen-
eral format of the MGH/Harvard Medical School PC
curriculum, and was adapted to the local context and
culture by 10 different UC faculty members together
with MGH/Harvard University faculty. MGH/Harvard
University faculty also provided mentorship, feedback,
and support to all UC teaching staff before, during, and
after the course to help enhance their teaching effec-
tiveness and confidence. The inaugural basic course was
delivered in October 2018, and included 12 physicians
and nurses as well as 1 physical therapist. The 5-day,
in-person course was supplemented with monthly
virtual case review sessions using video conferencing
technology, and measured course outputs included a
knowledge assessment and a retrospective before and
after self-efficacy evaluation.

After reviewing the course evaluations and con-
ducting an internal group reflection process with partic-
ipating faculty, it was decided to create a second, more
advanced diploma course. This was chosen both because
of the growing teaching confidence of the UC faculty as
well as the shared recognition that many seasoned PC
providers in Chile also had a demonstrable interest in
receiving more formal training. For this more advanced
course, the basic structure of the Harvard Medical School
Palliative Care Education and Practice course was used as
an initial template. Key informant interviews were subse-
quently conducted with PC leaders and key stakeholders
from across Chile to evaluate the qualitative fit of the
Palliative Care Education and Practice curriculum to the
learning needs of providers in Chile. Results from these
interviews were then used to create a quantitative target
audience survey that was delivered to 55 PC clinicians
across Chile. The course content was then adjusted based
on these results, and further adapted to the clinical and
cultural context of Chile via collaborations between UC
and Harvard University faculty. The course structure
included 10 days of in-person training (2 sessions of
5 days each separated by 5 months, with monthly video
case reviews in the interim). Learning domains for the
course included communication, symptom manage-
ment, psychosocial and ethical issues, program develop-
ment, and education.
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Jamaica Cancer Care and Research Institute
Jamaica is a Caribbean island nation of just under 3
million individuals. Approximately 20,000 people die
in Jamaica every year, with approximately 17% of these
deaths resulting from cancer, which is the second lead-
ing cause of death behind cardiovascular disease.™
Unlike Chile, where PC has been a mandated compo-
nent of health care services since 2003 and there is broad
institutional support, PC in Jamaica is at an earlier stage
of development. Just as in most other LMICs, the vast
majority of patients with cancer in Jamaica do not have
access to basic PC services. PC services in Jamaica are
primarily hospital based and are provided in the public
sector through inpatient care and outpatient hospital-
based clinics in only a few locations. To our knowledge to
date, PC is provided almost exclusively for patients with
cancer. PC is not yet recognized as a medical specialty in
Jamaica, although the need to incorporate PC into a com-
prehensive health service is acknowledged in the country’s
cancer plan. Community-based PC services are delivered
through a few, very small, private initiatives. Despite the
limited reach of PC in Jamaica, PC leaders have achieved
significant policy changes to support improved PC. These
include changing national opioid policies to improve
access to opioids, creating a PC rotation for medical stu-
dents at the University of the West Indies, and expanding
a public sector combined PC/oncology care service into
a thriving clinical practice. However, there remains an
urgent and widespread need to train the medical work-
force in palliative medicine.

To address this unmet need for PC training at the re-
gional level in Jamaica, PC clinicians and researchers from
the Hope Institute Hospital and Surgipath and Cytology
Lab in Kingston joined forces in 2016 with the Harvard/
MGH Center on Genomics, Vulnerable Populations, and
Health Disparities to found the Jamaica Cancer Care and
Research Institute (]ACCRI).34 Established in 2011, the
Palliative Care Association of Jamaica works alongside
JACCRI to broaden the reach of PC both nationally and
regionally. JACCRI is working with the University of
the West Indies to incorporate robust PC training into
the medical school curricula and to establish palliative
medicine as a medical specialty in Jamaica. JACCRI is
also working with the Ministry of Health to create PC
posts within Jamaica’s public hospital system.

With regard to the development of PC education
via an academic partnership, a very different approach
was used in Jamaica, where PC is not yet recognized as
a formal specialty. Until 2016, only 2 providers in all of
Jamaica had formal training in PC. Educational initiatives
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in Jamaica needed to be aimed at new learners interested
in providing basic levels of PC in hospitals, outpatient
clinics, and primary care settings. Although periodic short
introductory workshops had been held over the previous
10 years, to the best of our knowledge no formal struc-
tured course had been available previously. In the initial
development stages, JACCRI held a consensus devel-
opment conference in partnership with local business,
philanthropic, and health leaders to identify priorities for
improving cancer care for Jamaicans. This consensus pro-
cess not only established training in PC as a national pri-
ority, but persuaded many in the private sector to partner
with JACCRI in making participation in such trainings
affordable for low-wage providers.

As described above, JACCRI leadership developed
and delivered 2 comprehensive, 5-day PC training pro-
grams in October 2017 and November 2018, drawing on
the curricula and expertise of the MGH/Harvard Medical
School PC program. The programs provided a basic in-
troduction to PC principles, with the goal of building
a formal diploma program in collaboration with the
University of the West Indies that would be recognized
by the Ministry of Health. The workshops were open
to health care practitioners from across the region, and
approximately 100 attendees from 6 Caribbean countries
acttended. Participants’ knowledge of PC and PC guide-
lines before and after the courses was assessed, alongside
other qualitative evaluations. These data were useful for
refining and adapting the course material further. One
challenge in getting community-based primary care phy-
sicians to participate in the training was the opportunity
cost of missing a week’s worth of clinics. Nurses and allied
health providers faced even greater hurdles. By raising
funds through philanthropic donations and contributions
from Jamaica’s business community, JACCRI was able to
offer the training at a subsidized rate for many health care
professionals, and to provide a small number of scholar-
ships to facilitate a broader attendance.

JACCRI is committed not only to providing PC
training to all levels of health care providers in the region,
but also to developing PC leaders who soon could become
PC educators themselves. For example, JACCRI made it
possible for 2 junior faculty members from Jamaica to
participate in the advanced PC training course at Harvard
University that focused on improving communication
and teaching skills. Participants also received mentoring
in conducting PC research, and were able to shadow PC
physicians to learn more about a long-established hospi-
tal PC service. These junior faculty from the LMIC then
returned home and served as faculty for the next JACCRI
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training in Jamaica, teaching alongside the Kingston-
based and Boston-based JACCRI faculty. Current efforts
are focused on working with the Ministry of Health to
develop a plan to create posts for PC providers in hospital
and community settings, and on developing an advanced
diploma program in collaboration with the University of
the West Indies.

Conclusions and Future Directions

PC is an essential component of care for all patients facing
serious illness. This is especially true within the context
of patients with breast cancer in LMICs, in which many
women present with late-stage disease and therefore are
in need of PC services. An essential building block for
delivering effective PC services is the development and
integration of culturally adapted training programs that
include both basic and more advanced training opportu-
nities. Longitudinal partnerships between PC education
leaders in LMICs and HICs provide an effective structure
with which to deliver successful PC educational inter-
ventions at multiple levels of specialization. This can be
accomplished via bidirectional learning between partners,
collecting output measures to refine curricula and encour-
age investment from stakeholders, and carefully adapting
educational curricula to the local context (Fig. 2). The
educational strategies highlighted in the examples above
were chosen as areas in which stakeholder interest and
human resources were already established and could be
drawn upon in developing PC training opportunities in
Latin America and the Caribbean.

There are limitations to our reported experience
and recommendations that should be acknowledged.
First, our experience represents relatively new efforts
to develop and implement PC training programs in 2
specific regions. The generalizability of our experiences
and conclusions is unknown. On a related matter, the
initiatives herein included persons of Caribbean and
Latin American ancestry only, and did not include
many cultures and populations comprising the broader
LMIC community. We also want to emphasize that the
regions of the Caribbean and Latin America are not
monolithic, but represent a vast array of cultures, only
a small sliver of which are represented in the current
analysis. Last, the PC training initiatives we reported on
are very young, and further experience may lead us to
prioritize other critical strategies in developing success-
ful PC training programs in the future. Despite these
limitations, this article has provided important insights
into the kinds of challenges faced “on the ground” by
PC leaders trying to develop and implement a new PC

Cancer  May 15,2020



Central Role of Provider Training/Stoltenberg et al

Establish Academic Partnership

¢ Dual goal of executing education programs and
supporting growth of local PC educators

 Success requires frequent communication between
partners differing stakeholder demands, and a
shared commitment to global health equity

Identify Output Metrics

 Essential for both continuous quality of
improvement, and stakeholder engagement

e Strive to measure changes in knowledge, attitudes,
behavior and patient outcomes

* Measures should include both quantitative and
qualitiatve components

Adapt to Local Context

* Long-term partnerships are essential to effective
contextual adaptation of content

e Learning between partners should be bidirectional

* The integration of palliative care sometimes
requires culture change. Partnerships help to
balance the difficult tension between cultural

humility and courage

Figure 2. A phased implementation strategy for longitudinal, culturally adapted palliative care (PC) education programs.

training program in a LMIC, and offers strategies that
have helped these initiatives supersede expectations in
their initial phases. We hope they might be useful to
those seeking to develop and implement similar pro-
grams, and encourage others to do so.

In looking to the future, there are several consider-
ations in advancing PC training and access to essential
PC services. A crucial component of any PC educational
intervention should be integration into the undergrad-
uate curricula in all health care specialties. Particularly
in countries in which PC may be a less familiar con-
cept to practitioners, early exposure to this model of
care can lead to a clinical workforce that is far more
positively disposed to PC than those without such expo-
sure. Another important component of PC education is
continuing education for current health care profession-
als across all disciplines. Primary PC, or PC provided
by nonspecialists, is crucial in any setting, but partic-
ularly in LMICs, in which PC specialists are scarce.
In addition, we advocate for the training of nonclini-
cal personnel such as community health workers and
family caregivers. After receiving training for as little as
a few hours, these individuals can play a crucial role,
extending the reach of busy PC providers by offering
home visits, providing emotional support, recognizing
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uncontrolled symptoms, and reporting findings to a
supervising professional.”

In many settings, another obvious initial step may be
to integrate PC into primary care. Because both practices
share a common mission and goal, synergy is gained by in-
vesting in them simultaneously. Together, PC and primary
care providers can prioritize movement toward a central
goal, that of integrated universal health care for all in accor-
dance with the 2018 WHO guidance document on inte-
grating PC and symptom relief into primary health care.”

Another key consideration is the need to link train-
ing programs with service delivery and practice change. In
this respect, another potential challenge is “brain drain,”
or human capital flight, which refers to the emigration
of health professionals once they have received advanced
training in their home country. One important way to
respond to this challenge is to connect training with fu-
ture employment opportunities. In many settings, pur-
suing additional PC training is financially burdensome
and time-consuming, and thus it is crucial to provide in-
centives such as formal recognition of participants’ new
expertise and new job opportunities for those who have
completed supplemental PC training. These incentives
may be developed via partnerships with ministries of
health or local hospitals and universities.

2455



Review Article

Another important strategy for providing ongoing
PC training and support to a broader number of clini-
cians is to leverage technology to provide remote learning
and community support. One such platform is Project
ECHO, which can be used to supplement formal educa-
tional training programs or continuing education courses.
Video technology connects groups of community provid-
ers with specialists (who can teleconference in from other
locations) in ongoing, collaborative sessions, thereby
enabling local providers to gain skills and confidence,
thus expanding the capacity of the local workforce.*®
Beyond the dissemination of knowledge, these groups
can also provide a meaningful source of support for PC
providers in LMICs, who may often return to practices in
which they are the only provider with PC expertise. This
connection to a broader PC community can help to make
these providers feel more supported, and potentially min-
imize the risk of burnout and/or emigration.

Ultimately, our experiences with JACCRI in the
Caribbean and the Pontifical Universidad Catdlica of
Chile in Latin America are meant to provide 2 exam-
ples with which to guide others interested in taking ini-
tial steps in PC educational partnerships. Our suggested
methods regarding where to start and how to make con-
crete achievements through such strategic partnerships are
framed within the broader strategies of resource-stratified
guidelines from the WHO, Lancet Commission, National
Comprehensive Cancer Network, Breast Health Global
Initiative, and American Society of Clinical Oncology,
with a shared goal of bringing basic PC services to all.
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