  DRAFT
REPUBLIC OF ARMENIA GOVERNMENT 
DECREE
N __________-N, dated ___________, 2013
“ON APPROVING THE STRATEGY FOR INTRODUCING PALLIATIVE CARE AND SERVICE IN THE REPUBLIC OF ARMENIA FOR 2013-2018 AND 
ACTION PLAN AND SCHEDULE FOR ITS IMPLEMENTATION” 
The Government of Republic of Armenia decides to: 
1. Approve:
1) The Strategy for Introducing Palliative Care and Service in the Republic of Armenia for 2013-2018, in accordance with Appendix N 1; 
2) The Action Plan and Schedule of introducing palliative care and service in the Republic of Armenia, in accordance with Appendix N 2. 
2. This Decree shall enter into force the day following its official publication.  
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to the RA Government Decree
                           N_______________-N,
dated ______________, 2013

STRATEGY
FOR INTRODUCING PALLIATIVE CARE IN THE REPUBLIC OF ARMENIA 
FOR 2013-2018  
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IV. Results of the activities implemented towards assessment of the need for palliative care in the Republic of Armenia  
V. Current structure of the health system, in terms of introduction of palliative care, and proposed solutions for introducing palliative care 
VI. Areas of implementation of the Strategy for Introducing Palliative Care and Service 
VII. Monitoring and Evaluation criteria 
VIII. Cost-effectiveness of introduction of palliative care
IX. Actions
X. Expected results
XI. Action Plan and Schedule of Introducing Palliative Care in the Republic of Armenia for 2013-2018  


I. INTRODUCTION
1. Considering that the objective of public health is to protect and improve health and its quality, introduction of palliative care in the health system is currently the most beneficial option of care for end-of-life patients, by turning new knowledge and skills into 
evidence-based and cost-effective programs, which will be accessible to all the persons needing them among population.    
2. Palliative care is considered to be a new area in the health care system. At the beginning of the XXI century, together with global aging, outstanding information was provided on the growth and rapid progress of oncological diseases, Acquired Immunodeficiency Syndrome (AIDS) and other chronic diseases. This led to the increase of high number of end-of-life patients needing adequate comprehensive medical care and social assistance. The new health area, which is called palliative care, serves exactly this purpose.        
3. Palliative care is a certain concept, which helps to improve the quality of life of patients with life-threatening and life-limiting illness and their family members, by preventing and alleviating suffering through early detection and proper assessment of pain and other physical, psychological and spiritual problems. Palliative care for children is a special area, though closely connected with that of adults. Palliative care of children constitutes an active comprehensive care of the child’s body, mind and soul, including also the support provided to the family. [1]  
Palliative care is a concept of preventing and relieving sufferings, as well as improving the living standards of end-of-life patients and their family members. The authors characterize palliative care as a care to be provided not only in the terminal stages of life but also during the whole process of the disease.  
[bookmark: _Toc253309479]4. According to the WHO Public Health Model, palliative care makes the integral part of all patients’ care and it is the most beneficial option of care for end-of-life patients. Therefore, it is important for all the countries to introduce palliative care in various levels of their health care systems. [8]
5. In general, the population of every country can be divided into three main groups: “healthy people”, “potential sick people” and “patients with potential chronic diseases”. Based on identification of the aforementioned groups, the health care system shall obviously take measures in three areas:     
1) Preventive (targeted at healthy people), the purpose of which is to protect human health;
2) Curative (targeted at potential sick people), aimed at taking curative and preventive measures for patients; 
3) Palliative (in case of developed chronic diseases), the aim of which is to possibly maintain current quality of life.  
If one of the above mentioned areas remains open, the health care system cannot be considered ideal, i.e. in that case the relevant layer of society is deprived of health care services. It is critically important that all mentioned areas have their adequate strategy and methods. Incorrectly designed and implemented preventive measures cannot prevent development of certain diseases. Similarly, inadequately provided palliative care cannot ensure appropriate quality of life.  
4. In 1970 a group of experts from the World Health Organization (hereinafter referred to as WHO) started their activity aimed at developing palliative care in more than 40 countries, including Switzerland, USA, Great Britain, Canada, Netherlands, Belgium, France and Australia. Palliative care currently has legal, methodical, clinical, educational, academic and organizational standards.   
5. Analysis of the broad international experience, particularly review of the Council of Europe’s Committee of Ministers special document (2003) on regulation of the palliative care sector, which is addressed to the member states (Recommendation # 24 (2003)), proposes a number of steps required for introduction of palliative care in the Republic of Armenia. Particularly, it is mentioned that the governments of the states shall:  
1) Adopt a palliative care policy, regulatory and other instruments required for development of a comprehensive and uniform national policy;  
2) Support international and other organizations playing an active role in the palliative care sector, etc.
I SUGGEST YOU ADD A PARAGRAPH DESCRIBING THE WORK DONE TO DATE ON PALLIATIVE CARE DEVELOPMENT IN ARMENIA, INCLUDING NEEDS ASSESSMENT, STANDARDS DEVELOPMENT, CONCEPT NOTE, TRAINING PROGRAM DEVELOPMENT, AND PILOT PROJECT IMPLEMENTATION. 
6. Thus, the Strategy for Introducing Palliative Care in the Republic of Armenia for 
2013-2018 (hereinafter referred to as Strategy) aims to develop and introduce 
system-level mechanisms of palliative care in the Republic of Armenia.   
7. The Strategy is targeted at effective organization of activities for introducing palliative care in the health care system, with the view of providing assistance to child and adult patients with advanced life-threatening/life-limiting illness, and elaboration of further development projects; review, presentation and introduction of the advanced international practice aimed at ensuring palliative care; strengthening of technical and personnel resources of existing medical facilities, which provide primary and hospital care in the health care system.     

II.THE NEED FOR PALLIATIVE CARE 
8. The need for palliative care is gradually increasing worldwide: 
1) Based on calculations, at least 60% (35 million) of annually 58 million end-of-life patients worldwide (45 million in developing countries, and 13 million in developed countries) needs palliative care;  
2) 600 million people in the world are 60 years old or more;
3) Palliative care can improve the quality of life of 100 million people, including also two family members in each patient care.   
9. Palliative care is especially important for patients with cancer and AIDS:
1) The two-thirds (seven million) of 10 million new patients with cancer die during the year of their diagnosis, without having the opportunity to receive treatment;   
2) About 80% of the people living with cancer have moderate to severe pain;    
3)   More than 34 million people now live with HIV/AIDS. 
  3.3 million of them are under the age of 15. 
  In 2011, an estimated 2.5 million people were newly infected with HIV. 
  330,000 were under the age of 15. 
  Every day nearly 7,000 people contract HIV—nearly 300 every hour. 
  In 2011, 1.7 million people died from AIDS. 
  230,000 of them were under the age of 15. 
  Since the beginning of the epidemic, more than 60 million people have contracted HIV and nearly 30 million have died of HIV-related causes 
10. The need for palliative care is gaining an urgent character, related with the current growth of aging population and dissemination of non-communicable diseases in the world:   
1) 1,200 million people will become 60 years old or more by 2025, and their number will increase up to 2,000 million by 2050; 
2) The new cases of cancer per year will be more than doubled in 2050, amounting to 24 million;    
3) If the effectiveness of preventive measures is low, annual mortality from AIDS will increase in 2015 up to four million and in 2030 – six million.     
SUGGEST YOU ADD SOMETHING ON THE NEED FOR PEDIATRIC PALLIATIVE CARE HERE. 
11. Numerous patients worldwide are late to apply for health care services, and at the same time, the treatment of their disease is often ineffective, in terms of undesirable consequences and human sufferings. Ensuring patients’ access to palliative care will provide them an opportunity to obtain positive results with minimum costs. Even in developed countries, when the patient applies to the health facility in a timely manner, and his illness is regarded as curable, provision of palliative care enables improvement in the quality of the patient’s life. Provision of palliative care concurrent with disease therapy is appropriate in many cases.    
12. As mentioned above, due to the increase of chronic and cancer-related diseases worldwide, as well as aging of population, development of palliative care becomes a pressing issue in all countries. A number of researches proved the productiveness and cost-effectiveness of palliative care services, in terms of meeting the patient’s and his/her family needs and demands, and relieving the patient from unnecessary suffering through provision of palliative care. As a result, several countries adopted the patient’s right for quality care in the terminal stage of life in their legislations.      

III. GOAL, KEY OBJECTIVES AND PRINCIPLES OF THE 
STRATEGY FOR INTRODUCING PALLIATIVE CARE FOR 2013-2018
13. The principal goal of introducing the Strategy is to create an opportunity for end-of-life patients to have the best quality of life at the final stage of their illness, eliminate pain and other negative symptoms, as well as provide psychological, social and spiritual assistance, due to systematic and comprehensive provision of palliative care and services. 
14. There are a number of issues with regard to introduction and organization of palliative care in the Republic of Armenia, which could be divided into the following main groups:  
1) Lack of personnel having adequate education and qualification (doctors, nurses, personnel conducting social work and providing psychological assistance). This is a key part in formation of palliative care services;    
2) Lack of legal framework on the issues of palliative care;   
3) Lack of uniform clinical standards for management of end-of-life patients, including the standards for management of palliative care; 
4) Lack of approved educational programs and modules aimed at organizing palliative care education, and teaching palliative care programs in relevant academic institutions;  
5) Issues related with the lack of availability and access to opioid drugs for treatment of chronic pain syndrome, and relevant drug control policy.  
15. The principles for introducing palliative care programs include:
1) Ensuring service provision coverage for the persons needing specialized care;
2) Providing equal opportunities, that is, all eligible patients, regardless of gender, age, social class, type of illness or financial condition, shall have the opportunity to receive care;
3) Experienced and specialized palliative care team services shall be available for the most complex clinical cases;   
4) Assuring quality of palliative care and services.  

IV. RESULTS OF THE ACTIVITIES IMPLEMENTED FOR ASSESSMENT OF THE NEED FOR INTRODUCING PALLIATIVE CARE IN THE REPUBLIC OF ARMENIA 
26. Palliative care is a relatively new phenomenon in Armenia. Considering that palliative care shall be available for all eligible patients, and taking into account existing statistical indicators on annual mortality in the Republic of Armenia (particularly noting that the total mortality indicator in Armenia is in the range of 27,000–28,000, and 60-70% of these cases need palliative care), in 2012 the Government of Armenia gave approval to the Protocolary Decision “On Establishing the Concept of Palliative Care and Action Plan for its Implementation in the Republic of Armenia”. This document for the first time assessed the current state of the health system, in terms of introducing palliative care, and emphasized the need for regulating this area in the Republic of Armenia. Based on the statistics, the cases of cancer increased by 18.9% (7336) in 2011 in relation to 2008, and 23.55% of total cases of mortality were caused by cancer in 2011, as compared to 19.4% in 2003. 22.2% of total cases of mortality among women in 2011 were caused by cancer, in relation to the 18.53% in 2003. The most common types of cancer among women include digestive tract cancer (34.5%), breast cancer (25%) and cancer of reproductive organs (15%). Based on the statistical data of 2011, cancer of lungs/bronchi (33.8%), cancer of digestive organs (32.4%) and prostate cancer (7.1%) are the most common types of cancer among men. As a result of the analysis of these statistical data, the international experience on palliative care was once again reviewed and presented, with the view of introducing palliative care in Armenia. The process also included identification of the major gaps to be addressed in introduction of palliative care in the Republic of Armenia.                 
27. In order to assess and introduce palliative care on various levels of the public health system, a study was conducted, and numerous discussions and forums were held in the Republic of Armenia during the last year, which presented the current state of palliative care services and addressed the importance of this issue. Starting from 01 July 2011, activities aimed at provision of palliative care were launched in four pilot sites. Two of the pilot sites were located in Yerevan. The first one was the “National Oncological Center named after Fanarjyan” Closed Joint Stock Company of the RA Ministry of Health, which mainly served oncological patients, and the second one was “Yerevan State Medical University named after Mkhitar Heratsi” SNCO, which was not limited to serving only oncological patients. The other two pilot sites were located in the regions of the Republic of Armenia – “Ararat Medical Center” and “#1 Vanadzor Hospital named after 
L. Areshyan” Closed Joint Stock Companies. While determining the locations of pilot sites, the preference was given to the medical facilities which had appropriate specialists (oncologists and anesthesiologists) trained on palliative care. The mentioned sites provided hospital palliative care and service, including pain control and symptomatic treatment, and once the patient’s condition was stable and he/she was discharged, the same hospital staff (doctor, nurse, social worker) carried out medical control and provided domiciliary care and service, that is, delivered integrated palliative care service. 
28. Each site had a palliative care staff, including doctors, nurses and psychologists/social workers. Staff members were selected from all the sites to participate in trainings on the basics of palliative care. In addition, the core staff was sent to Romania to participate in classroom and bedside palliative care trainings for duration of three weeks. Some additional courses were organized during the first year of service.  
29. Totally 80 patients were provided medical care and service in the pilot sites during one year – 27 patients in the “National Oncological Center named after Fanarjyan” CJSC of the RA Ministry of Health, 15 patients in “#1 Vanadzor Hospital named after L. Areshyan” CJSC, 19 patients in “Ararat Medical Center” CJSC, and 19 patients in “Yerevan State Medical University named after Mkhitar Heratsi” SNCO. Standard questionnaires were used to measure the impact of palliative care in the mentioned pilot sites. Each pilot site had its Coordinator who was responsible for data collection. At the end of each month the data were sent to the project implementing organization, where they were analyzed by using SPSS 13.0 analytical software package.         
30. Analysis of the research findings showed that a total of 132 patients were given palliative care at home and clinics during the term of implementation of the program - from 01 July 2011 to 30 June 2012. The “National Oncological Center named after Fanarjyan” CJSC provided care to 37 patients, “Ararat Medical Center” – 30 patients, “#1 Vanadzor Hospital” – 29 patients, and Yerevan Muratsan Medical Center – 36 patients. 78 (59.1%) palliative care patients were females and 54 (40.9%) – males. During the reporting period Yerevan Muratsan Medical Center provided service to 9 children (6.8%) aged 17 or younger, and Ararat Hospital – 1 patient (0.8 %) within the age range of 18-29. The number of adult patients participating in the study was 8 (6.1%) within the age range of 30-39, 9 persons (6.8%) - within the age range of 40-49, 27 (20.5%) - within the age range of 50-59, 32 patients (24.2%) - within the age range of 60-69, and 32 (25%) - within the age range of 70-79. There were 13 (9.8%) patients aged over 80 among the surveyed population. It is obvious from the results that the average age of the survey population is 59,63 years old. From 50 to 80 years old people are the most potential vulnerable group needing palliative care.  
31. During the reporting period 70 patients (53%) died, 8 patients (6.1%) left palliative care for various reasons (some of them came to the capital city to continue treatment, others went abroad, etc.). The above mentioned 4 pilot sites were still serving 54 patients (40.9 %) at the end of the pilot.
32. All the sites together gave 4529 phone consultations to patients, 3692 visits by doctors and nurses, 168 visits to patients by emergency calls, 1388 visits to hospitals by outpatients, and finally 35 in-patient admissions. All the sites together had 35 in-patients, 5 of which received treatment in Muratsan Center, 3 – Ararat hospital, 10 – Vanadzor hospital, and 17 – Oncological Center.   
33. Lack of oral opioids in all the pilot sites has been a limiting factor in implementation of palliative care in Armenia. Injectable morphine, non-steroidal anti-inflammatory drugs, and some weak opioids are available but no oral immediate or slow release morphine or other strong opioids are available to date. Arrangements were made to allow the sites to use oral methadone for cancer pain relief, and its effectiveness has not been assessed yet, though the 4 patients that received methadone did show more improvement in pain relief than the other patients. Special classroom and bedside trainings were provided on the use of methadone at each of the sites. 
34. In examining the symptomatology of 132 patients served in the palliative care pilot sites we could note that most patients had oncology diagnosis (78.5%), and pain was a very significant problem. Only 5.3% of the patients had no pain on admission, and over 42 percent of the patients had severe pain on admission, which is a higher indicator than usually seen in established palliative care services. Particularly in Armenia, this may be caused by limited access to painkillers. Those suffering from difficult to manage neuropathic pain amount to over 30%, which is consistent with the advanced cancer population. 
35. As for the impact of palliative care on the identified problems, study of the services provided within the framework of the pilot program was conducted. First of all, delivery of all the services was analyzed, including home visits, phone consultations, emergency calls/visits, outpatient visits, and services provided to inpatients. There was a considerable variability in the services delivered by sites; therefore the emphasis was put on the number of days of patient care/service, in order to come up with an accurate comparison of data by site. The average number of visits per day of care was highest at Muratsan Clinics and lowest at the Center of Oncology, however the Oncological Center had the highest number of outpatient visits and emergency calls. Ararat site had the highest number of phone consultations. The time between visits varies from 3 to 7 days. These are low rates of visitation for a palliative care service. Therefore, in order to create palliative care standards, it is necessary to examine the standards for the structure of palliative care staff and scope of the services delivered. The Oncological Center received the most emergency calls (116) during the pilot program implementation period. #1 Vanadzor Hospital had 44 emergency calls, while Ararat and Muratsan Medical Centers had very few. This finding raises a question regarding organization of palliative care services. Generally, good palliative care seeks to prevent situations where families have to resort to emergency assistance. However, it appears that the oncological services of palliative care are vulnerable to receiving emergency calls from desperate families (even if the patient is not currently receiving palliative care under the program), usually when a family member is near to death. This is an issue that needs to be addressed, and a thought should be given to modify the health care system in a way to prevent the high level of emergency calls. The palliative care service at the National Oncological Center has a cooperative relationship with the Yerevan Ambulance Service. They prepare the list of frequently calling patients with cancer on a weekly basis and provide it to the palliative care team. The team then contacts these patients and provides domiciliary care. These patients often die with severe pain. The cooperation serves to decrease the number of emergency calls by these patients. We see the evidence of this service in the high levels of emergency calls/visits at the Center of Oncology and patients’ visits to clinics. 
36. As noted previously, the survey population suffered from severe pain. Patients rated their pain level on each visit from 0-10, with 0 being no pain and 10 being the worst imaginable pain. This measurement approach is the most common method for determining patient reported pain internationally. The mean admission pain scale score of 5.69 (on the 0-10 pain intensity scale) is a quite high indicator. If the patient has a pain score greater than or equal to 4, the patient needs intervention and stronger medication. Analysis of changes to the pain scores post admission was conducted to evaluate whether the palliative care delivered by the pilot sites was effective in reducing levels of pain. A mean pain change score for each patient was calculated. This was done by averaging pain scores post admission and subtracting that average from the admission pain score. In most cases a reduction/decline in pain was observed. While this is an indication of positive effects of palliative care, it does appear that there is considerable room for improvement in these scores. Only 4 of all the patients were able to use currently available medications; they previously used 
non-steroidal anti-inflammatory drugs, weak opioids such as tramadol, anti-seizure drugs, and injectable morphine, which was underutilized. Only four of the patients received methadone (3 at Ararat and 1 at Vanadzor). These four patients had pain on admission rated at 5-7 on the 0-10 scale. The results of pain control in these patients were superior to other patients, ranging from pain decreases of 2.03 to 3.5 points on the 0-10 scale. The average pain relief score (mean pain score post admission) was 2.84 for these four patients vs. the1.35 for all patients in the pilot sites.   
37. 29 non-cancer patients admitted to the pilot sites (82.74%) mostly reported presence of pain; 11 patients reported mild pain, 7 reported moderate pain, and 6 reported severe pain. According to current rules, none of these patients were allowed to receive opioid medication, which should have been available for 13 patients with moderate to severe pain, according to international standards. 

V. CURRENT STRUCTURE OF THE HEALTH SYSTEM, 
IN TERMS OF INTRODUCTON OF PALLIATIVE CARE, AND PROPOSED SOLUTIONS 
1) Current structure of the health care system 
38.  Primary health care (hereinafter referred to as PHC) services are provided by outpatient care institutions in Armenia, which include urban policlinics, health centers, rural outpatient clinics, and nursing and obstetric care units (hereinafter referred to as NOCU). The service is organized based on the number of population in the given community. NOCUs are located in small villages, and the service is provided by nurses, obstetricians and/or male nurses whose activity is controlled by doctors of nearby policlinics or outpatient clinics.     
 39. Family medical care was the cornerstone of PHC reform implementation in Armenia, which was viewed as a principle for organizing integrated “first contact” medical care and key mechanism for ensuring improvement of access to medical care. In late 2003 a number of policlinics and primary health care facilities combined with hospitals, 
tertiary-level centers and maternity homes, forming 12 large medical associations (pyramid) of health care facilities providing professional outpatient and inpatient care. In PHC organizations the oncological and tubercular service is free of charge for all the groups of population on all the levels of service.               
40. The oncological service in outpatient and inpatient medical facilities (family doctor’s offices, rural health centers, rural outpatient clinics, nursing and obstetric care units) of rural settlements is responsible for organizing oncological service (prevention, early diagnosis, as well as information on identified oncological patients for their regional registration, management and further control) for the population of the service area.  
41. Secondary medical care is generally provided in a number of institutions, including: 
1) Urban and regional multidisciplinary hospitals; 
2) Multidisciplinary hospitals (pyramids) combined with outpatient medical facilities;   
3) Health centers which have inpatient care beds;  
4) Maternity hospitals, with or without women consultancy;  
5) Dispensaries, that is, specialized institutions for inpatient and outpatient care (endocrine, oncological, psychiatric, etc.). 
42. Tertiary - specialized medical care is usually provided by specialized medical facilities (hospitals, centers), which are mainly located in Yerevan and deliver medical service by use of sophisticated technologies.   
43. There are no institutions providing palliative care in Armenia, except for the four pilot projects. According to the national culture, families usually take care of patients at home. Basically there are no regular domiciliary care services in Armenia, either, except for the ambulance service which makes fast assessment and, in case of any indications, ensures patient’s transportation to hospital. Very little support is also provided to community care, which is aimed at palliating home care, except for the National Center providing domiciliary care to lonely elderly or disabled people. The Center delivers service to approximately 1200 elderly and disabled people living in Yerevan. The disabled make up 30% of the total number of the served people. The lonely disabled are provided service regardless of their age.            
44. There are two inpatient facilities providing care and service to disabled people – Gyumri Nursing Home for Elderly and Disabled People and Vardenis Neuropsychological Nursing Home. These two nursing homes provide care to a total of approximately 450 lonely disabled people. The disabled people living in the nursing homes are in full care of the state and they are provided with medical care and all the necessary means of subsistence.      
45. There are presently no pediatric palliative care services in the country. Pediatric specialists need training in palliative care for children and a specialized service needs to be developed and training in pediatric palliative care included in the core curriculum for teaching palliative care. 
2) Proposed solutions for introducing palliative care services 
a. Introduction of specialized palliative care services 
45. Palliative care programs can be organized in a number of ways. For example, in the initial stage the introduction of palliative care services can be promoted in the medical facilities providing primary health care and service, such as policlinics and outpatient clinics. In the early stage of introduction at least one special service can be established, regardless of its location (hospital or a mobile team providing domiciliary care). Selection of the place or organizational framework shall be based not only on the needs but also on real opportunities (availability of capacities), considering also factors such as possibility of reorganization, or local government assistance.         
 b. Palliative care manpower, components and structural subdivisions  
46. Domiciliary care provided by nurses has demonstrated excellent results worldwide. This model will be relevant to expand in less developed countries where primary care nurses can play the role of the palliative care generalist. However, while introducing the model it is necessary to consider the restrictions on drug prescription for nurses.          
47. The Palliative care team is a specialized consulting staff mainly comprised of a doctor, nurse and social worker or psychologist. The key factor of the work of this team is the organization of relevant and advanced trainings on provision of care to not only patients with cancer and their families but also elderly and chronic patients.    


c. Specialized departments
48. Modern international community recommends creating 80-100 beds per a million of population. In addition, the 20-30% of beds is recommended to place in hospitals, 50-60% in social and health care sector, and the remaining 20-30% in hospices. Obviously the quantity of beds and their placing will depend upon a number of factors; for example, it is ineffective to establish a department with beds in a settlement with a population of less than 50,000, if the department needs to have 12-25 beds. As for the type of the services delivered, it depends on the diagnosis of dominant patients and degree of gravity; in some cases it will be targeted at patients with cancer and other cases at chronic patients, or care of elderly people.          
d. Outpatient, inpatient and day-care centers 
49. Outpatient care is an optimum resource improving access to palliative care and expansion of its coverage. It can be implemented in a medical facility or through domiciliary care.     
50. Oncological institutes, which primarily serve patients with cancer and have necessary manpower and treatment equipments, shall also include a palliative care department. This approach may have a great impact on development of palliative care, thus supporting expansion of service coverage.    
51. Development of the potential palliative care model requires considering also the disease pattern of the aged population, as well as demographic, financial and economic indicators, which will inform training of relevant specialists and development of the relevant model.    
52. Thus, based on the recommendations of the WHO and results of the research conducted in the Republic of Armenia, palliative care can be provided at home by the so called mobile teams, hospitals and hospices. Taking into account that patients wish to spend end-of-life days with their family and die at home (more than 80%, including those in Armenia), palliative care should mainly be provided at home, that is, by mobile teams from the facilities delivering primary health care services. Considering the current structure of the health system of the Republic of Armenia, palliative care can be introduced in Armenia by using the already established services of family care. Palliative care services can be introduced in Yerevan policlinics, where the family doctors and nurses, who have passed relevant trainings on palliative care, will identify patients needing such care. As required, these patients will be delivered further palliative service in specialized medical facilities, which have a license for providing palliative care and service.  

VI. AREAS OF IMPLEMENTATION OF THE 
STRATEGY FOR INTRODUCING PALLIATIVE CARE AND SERVICE  
Area 1: Review of the legislation and establishment of the legal and regulatory framework
53. With the view of introducing palliative care, reviewing and revising the existing legal acts, as well as developing and circulating draft new legal acts. Particularly,  
1) Defining the concept of “palliative care” in the existing laws and regulatory acts; 
2) Reviewing the requirements of technical and professional qualification for “palliative care” licensing, specified in the Republic of Armenia Government Decree N1936-N, dated 05 December 2002;
3) Providing description of palliative care services;   
4) Regulating the gaps in utilization of painkillers, as a key element for sustaining palliative care, particularly the discrepancies among the RA Law “On Drugs”, RA Law “On Narcotic Drugs and Psychotropic (psychoactive) Substances” and a series of regulatory acts;
5) Reviewing the decision specified in the RA Government Decree N270-N, dated 18 March 2010, “On Establishing the Rules for Circulation of Narcotic Drugs and Psychotropic (psychoactive) Substances” as it does not fully regulate the mentioned issues;   
6) Regulating also the process of issuing certificates for narcotic drugs and psychotropic substances that arises from the requirements specified in Paragraph 3, Article 17 of the RA Law “On Narcotic Drugs and Psychotropic (psychoactive) Substances”; completely regulating also the quota system, although the RA Government Decree N581, dated 20 September 2000, regulates the procedure for import and export of the RA drugs and medications. Article 22 of the RA Law “On Narcotic Drugs and Psychotropic (psychoactive) Substances” regulates dispensation of narcotic drugs and psychotropic (psychoactive) substances to physical persons. According to Paragraph 1 of the above mentioned article, dispensation of narcotic drugs and psychotropic (psychoactive) substances to physical persons is carried out in case of availability of the relevant license from pharmaceutical companies of the health care system. The relevant RA Government Decrees of 2009 established licensing procedures for production, import, export, transportation, conservation, distribution and dispensation of narcotic drugs and psychotropic (psychoactive) substances, and currently the process of licensing for economic entities is under way. However, there is no procedure established for dispensation of narcotic drugs and psychotropic substances to physical persons, which is a requirement of Paragraph 3, Article 22 of the law. Regulating also the process of utilization of narcotic drugs and psychotropic substances for medical purposes, particularly according to Article 28 of the law, the authorized body in the health sector of the Republic of Armenia reserves the right to establish the procedure and terms and conditions for utilization of narcotic drugs and psychotropic (psychoactive) substances for medical purposes, as well as the procedure for assuming control over circulation of narcotic drugs and psychotropic (psychoactive) substances by pharmaceutical companies and health facilities;       
7) Developing professional standards for palliative care specialists;
8) Developing graduate and post-graduate educational programs for doctors and nurses, as well as educational programs designed for training;
9) Prescribing also the provisions on palliative care in associated strategies, including the National HIV/AIDS Control Program and the National Tuberculosis Control Program.   
Area 2: Implementation of educational system reforms required for introduction of palliative care     
54. Continuous training of relevant specialists is a precondition for effective introduction of palliative care and services. At the same time, unlike in medical and other types of care, specialized doctors and average medical staff play equally important role in provision of palliative services.        
1) Currently adopted state educational standards do not reflect all qualifications of the medical education provided in the legislation of the Republic of Armenia. According to current standards, the subject of “Palliative Care and Service” is not included in the minimum requirements of medical education programs. 
2) Introduction of palliative care and service will require review of the existing state educational standards. Furthermore,  the subject of “Palliative Care and Service” will need to be integrated into to the state educational standard for Master of Higher Education in Medicine, which has not been adopted yet, as well as state educational standards for secondary and primary (craftsmanship) medical professions, within the educational package of the course on therapeutic diseases. Preparation of palliative care specialists is not limited to provision of general education; it rather requires complementary educational programs designed to improve, assure and constantly complement to professional qualification and requalification. The Republic of Armenia currently lacks state educational standards for complementary medical education. Together with the core educational standards, it is necessary to establish a state educational standard for complementary education in palliative care and, based on it, develop model complementary educational programs, which will enable to fill the professional gap in transition period through requalification. In this regard, the introduction of complementary educational program for requalification of palliative care specialists in Yerevan State Medical University needs to be considered as a short-term solution to the problem, and the overall regulation of the area of complementary educational programs is proposed as a system-level and complete solution to the problem. In this context, it is important to develop state standards for complementary education in palliative care, as well as define complementary medical educational programs as a type of activity subject to licensing. Considering the above mentioned, introduction of palliative care and service will require relevant changes both in the legislation and the RA Ministers’ orders. These include: 
a. The process of introduction of palliative care and service will require making appropriate changes in educational standards, as well as classifiers of occupations and jobs specified under the legislation of the Republic of Armenia. Particularly, appropriate changes need to be made in the “Republic of Armenia HD 2009 Classifier of Occupations”, established by the Republic of Armenia Minister of Economy’s Order N 632-N, dated 31 July 2009, and the “Republic of Armenia HD009-2011 Classifier of Workers’ Professions, Specializations and Positions”, established by Order 26-N, dated 25 January 2011.   
b. Changes in the state educational standards for the following professions of secondary vocational education: “0406 Nursing”, “0415 Organization of Nursing”, “0402 Obstetrics”, established by the Republic of Armenia Minister of Education and Science’s Order N 23-N, dated 25 January 2005, as well as state educational standards for Bachelor of Medicine of higher vocational education, established by the Republic of Armenia Minister of Education and Science’s Order N 23-N, dated 25 January 2005, and Republic of Armenia Minister of Education and Science’s Order N 81-N, dated 04 March 2010. It should be noted that the state educational standards for “1706 General Care of Patients” of primary vocational education (craftsmanship), and “0401 Medicine”, “0403 Medical Prevention” of secondary vocational education, established by the Republic of Armenia Government Decree N 73-N, dated 12 January 2006, have not been adopted yet. Therefore, in adoption of these standards it is reasonable to introduce a special professional course on palliative care and service in the list of professional courses.     
Area 3: Implementation of reforms in the area of prescription, distribution and provision of opioids required for introduction of palliative care  
55. Addressing the issues in the area of utilization of painkillers is a critical factor for sustaining palliative care. The most pressing issue is the complete absence of morphine pills in the Republic of Armenia. Morphine, as such, is available only in ampoules. Therefore, it is necessary to regulate the legal framework related to import of immediate and slow release oral morphine and its other derivatives.    
56. Studying availability of painkillers it became obvious that there were no legal acts setting actual limitation on the dosage prescribed. However, as a result of inquiries about the dosage prescribed, it appeared that the usual dosage did not exceed 100 milligrams per day, which could not completely relieve the pain syndrome in the long term. Unlike the painkillers in ampoules, morphine pills are rather inexpensive; long-term effect opioids (morphine, fentanyl and buprenorphine) are prepared by special technologies and they are quite expensive, yet their cost is less than that of morphine in ampoules. The point is that injectable morphine is only able to relieve pain for a three to four-hour period, after which the pain restarts. That is, the patient needs morphine injection at least every 3-4 hours,  6-8 ampoules per day and for many patients they could need many more than one ampoule for each administration. Actually, the real quantity of morphine taken by patient is ineffective and it does not adequately relieve pain; furthermore, it creates dependency on medical facilities, whereas in case of taking pills he has the opportunity to preserve certain dosage of morphine in blood, taking it every 4 hours. This is more beneficial, in terms of cost-effectiveness and ability to relieve pain. 
57. The fact that most doctors cannot prescribe opioids also prevents drug availability. Opioids are prescribed exclusively by oncologists, even though prescription of these drugs by other doctors is not limited by any legal act.   
58.  As a conclusion, it is obvious that introduction of palliative care in the Republic of Armenia is a necessary and critical issue. In addition, it is more important to select the best operational models for introducing palliative care in the health system, and implement a systematic policy aimed at making appropriate legal and regulatory changes. 
VII. MONITORING AND EVALUATION CRITERIA 
59. Statistical data on operation of the health system for 2012 will serve as baseline data for evaluation of the progress of the Strategy.   
60. The following is expected as a result of implementation of the Strategy: 
1) Increased access to pre-hospital services of palliative care; 
2) Increased use of pre-hospital services of palliative care by population; 
3) Pain relief among patients due to utilization of opioid medications; 
4) Increased cost-effectiveness of the health system through reduction of hospital bed days and other methods.
61. Final evaluation of the Strategy will show whether the anticipated investments have been made, whether the planned activities have been implemented in specific areas, whether the expected results have been met and the program goals have been achieved. Several types of indicators will be used: 
1) Process indicator (level of implementation of planned processes);
2) Result indicator (level of achievement of program goals); 
3) Impact indicator (level of the program impact on the health system).
62. Evaluation of the indicators of impact on the health care system will be conducted by a number of methods: calculation of the indicators of the population’s health condition, use and availability of palliative care services, quality of medical service, based on official data collected on regular basis; analysis of the findings of surveys conducted by the National Statistical Service (Integrated Household Living Conditions Survey, Armenia Demographic and Health Survey) and other surveys. Final evaluation will be based on evaluation questions, such as questions on implementation and effectiveness of program introductions, key program activities, and specific areas, etc.   
63. The data required for calculation of the process/result indicators during implementation of the program will be regularly collected and analyzed by the Ministry of Health of the Republic of Armenia.
64. Evaluation of the program on introducing palliative care will be based on the indicators of quality, use and accessibility of the medical services provided by institutions, by evaluating initial, interim and final levels of indicators and comparing them later on.
65. Research will be conducted to evaluate delivery of the palliative care service, such as population survey, palliative care doctors’ survey, etc. Previously developed questionnaires/forms will be used for all surveys. The Indicators of result/impact used for evaluation of delivery of palliative care service can be conditionally divided into four groups:   
1) Indicators of service use;
2) Indicators of service availability;
3) Indicators of service quality;
4) Financial indicators.
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66. The results of numerous analyses have shown that provision of palliative service and care to chronic patients in the terminal stage can reduce costs by 10-50%. Cost-effectiveness of palliative care is based on the following:     
1) Difference between “care” and “treatment”;
2) High level of coordination; 
3) Raising awareness among patients and their families.   
4) Reduction in length and frequency of hospitalization
67. The following examples can be viewed as evidence of the aforementioned:   
1) During the research conducted in Great Britain, 167 patients with terminal cancer were provided palliative service, and the rest received general treatment. As a result, there was a decrease in duration of hospital care of palliative patients, as well as double reduction of their costs. A similar research was conducted to compare the costs of patients receiving palliative care at home and in hospitals. The results showed more than double reduction of costs of palliative care at home. The research served to conclude that considerable savings were made by transferring palliative care from hospital to home.    
2) The evaluation of cost-effectiveness of palliative care in Canada helped to conclude that the establishment of palliative department in emergency medical units and engagement of family doctors in disease control in the terminal stage reduced palliative costs from 11.960.000 $ (1992/93) to 3.450.000$ (1996/97).
3) Another research in Catalonia, Spain showed that the costs of palliative care in hospitals were 71% more than the costs of palliative care provided at home. 
68. Thus, the cost-effectiveness of palliative care has been proved by various methods, in various countries and various health care systems. During the last ten years a series of palliative care programs were successfully implemented in Spain, Poland, Hungary, Slovenia and other countries. There are also examples from other countries of the world, such as Chile, Australia, Romania, Jordan, and Mongolia. The experience of diverse geographical, cultural, social and economic environment has shown that rational health programs are equally effective and applicable in any situation, given there are clearly defined principles, responsibilities and general policy in place.   

IX. ACTIONS
69. The following actions are planned to be implemented under the palliative care strategy:  
1) Assessment of the current state of organization and delivery of palliative care services in Armenia; 
2) Development and establishment of normative documents regulating palliative care services; 
3) Development and introduction of criteria for delivery of palliative care; 
4) Development and establishment of statement of works for palliative care specialists and scope of palliative care;
5) Establishment of health data collection systems in the sector of palliative care; 
6) Development and establishment of model graduate and post-graduate educational programs on palliative care for doctors and secondary medical personnel, in line with international standards; 
7) Introduction of quality assurance, monitoring and evaluation mechanisms;
8) Provision of trainings and continuous education for palliative care staff;  
9) Introduction of a uniform information system for palliative care service. 
 
X. EXPECTED RESULTS 
 70. Below are provided the expected results of the Strategy for Introduction of Palliative Care in the Republic of Armenia:   
1) Delivery of quality and accessible palliative care services on the entire territory of the Republic of Armenia, which will be based on application of clear-cut criteria, and which in their turn will ensure effective and continuous monitoring and evaluation of the system; 
2) Solution of the problems in the area of utilization of painkillers on the entire territory of the Republic of Armenia;
3) Presence of relevant specialists trained on palliative care in the Republic of Armenia; 
4) Establishment of a uniform information system;
5) More effective use of financial resources. 
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