
BACKGROUND
Integrated models of palliative care (PC) are an essential
component of the WHA PC Resolution. The resolution also called
for research onmodels of PC that are effective in low andmiddle-
income countries – thus the importance of the results of the
Integrate Project. The project aimed to conceptualise and
developmodels of integrated PC in 12 hospitals, 3 in each country
(Kenya, Rwanda, Uganda and Zambia). It ran from April 2012 –
August 2015 funded through THET from DFID and was led by the
University of Edinburgh, the African Palliative Care Association
andMakerere Palliative Care Unit.

AIM
There is limited understanding of effective models of integrated
PC which need to be described, key components identified and
lessons shared in order to scale up.

METHODOLOGY
Baseline assessments were conducted at the start of the project
(2012), followed by ongoing dialogue between the hospital
teams, management and the project group to develop and refine
their models. A final reviewwas undertaken in 2015.

RESULTS
The model developed depended on the type of hospital (district,
regional or national), the legacy of PC within the region, the
structure of hospital leadership and staffing, resources and the
hospital vision for PC.

Two frameworks were identified to describe the models of care:
organisational components and PC processes

1)Organisational Components

2) Palliative care co-ordination and service delivery processes
Three broad models of PC service delivery were recognised
which represent different implementation systems all of which
demonstrated the ability to deliver integrated PC. The type of
model implemented will depend on the hospital resource and
vision as well as the needs of the population and position
within the health service

CONCLUSIONS
Whilst each hospital was unique and represent a different way
of implementing a service, with a fully integrated system
possible in each case. Existence of the four organisational
components is essential to achieve integration.

IMPLICATIONS FOR FUTURE RESEARCH AND PRACTICE
On-going research into models of integration is required
however clear leadership and co-ordination of PC services are
essential.
For more information please contact Prof. Julia Downing on
julia.downing792@btinternet.com
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A:	Senior	Hospital	
Leadership	

B:	Palliative	Care	
Leadership	and	Planning	

D:	Palliative	Care	
Service	Delivery	

C:	Palliative	Care	Service	
Co-ordination	

Successful integration of PC in all
12 hospitals depended on 4
organisational components being
in place:

A. Senior Hospital Leadership – It
is important to have leadership
support in each hospital to give
credibility, approve plans,
protocols and guidelines, and
deploy staff

B. Palliative Care Leadership and Planning – This is key for
advocacy, planning and steering the implementation and
integration of PC services.

C. Palliative Care Service Co-ordination– A designated function
including co-ordinating range of services, managing patient
pathways, overseeing data collection etc.

D. Palliative Care Service Delivery

A. Dispersed integrated palliative care team
• Identified staff recognised as core PC, who provide a

service including receiving referrals.
• May have PC in their job descriptions, but not have a

substantial amount of time dedicated to PC.
• Act as a clinical focal point within the hospital.
• May have a physical space/office identified for PC.

B. Dedicated palliative care team/individual with integrated
support

• At least one staff member with a substantial amount of
time dedicated to PC.

• Other staff work with them but their core remit is wider
than PC.

• Team has physical space, co-ordination and referral
pathways and links to the rest of the hospital through
other trained staff.

C. Specialist integrated palliative care unit
• Team consists of multi-disciplinary members some of

whomhave dedicated time.
• Provide specialist clinical care as well as training.
• Has clear referral pathways in and out of the unit
• Units may be hosted in a specific department.


