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Introduction
“Palliative care is an approach that improves quality of life for patients and their families facing the problem associated with life-threatening illness, through the prevention and relief of suffering by means of early identification and impeccable assessment and treatment of pain and other problems, physical, psychosocial and spiritual’
.  

According to WHO palliative care should be offered as needs develop and it should be an integral part of care and take place in any settings not just in specialized palliative care or hospice services. This is an important target to look at especially for countries that have poorer resources and where a parallel system of hospices is difficult to sustain from charitable funding.
Palliative care has rapidly developed worldwide since 1960 when Dame Cicely Saunders has started the modern palliative care service in St. Christopher. 
In East European countries the process was slower. In these countries as Gomez recognizes “there is considerable experience contained within individual organizations…based frequently on individual involvement of health care professionals and non-profit organizations with little recognition from governmental sector. This process is accompanied in many of these countries by deficiencies in infrastructure, organizing and funding of public health system in combination with a wide ranging structural reforms that are perceived as difficulties...” 

The challenge is to integrate PC services into the public health system. In order to achieve this a rational plan with short, medium and long term objectives needs to be established.  The conventional elements of such a plan include: evaluation of needs, definition of principles, values and objectives, the implementation of specific palliative care services, the guidelines and legislative measures(standards, general legislation, legislation regarding essential medicine especially opoids), system of funding and purchasing of the services, strategies of training, research, evaluation and monitoring of results.

The purpose of this paper is to present the need assessment study done in Moldova during December 2005 -June 2006.
The aim of the study was to 

· identify the needs for palliative care in the general population using a population based needs assessment, 

· to establish the actual offer of PC services and to plan the seeds for a national registry for palliative care services

· to identify the barriers and opportunities for developing PC in Republic of Moldova 

In order for this document to have a better relevance for the strategic planning a further analyses was performed on the three major elements of WHO triangle
: education, access to drugs and national policies. This analysis is based on study of documents, observation during a field visit in December 2005 and interviews with service providers and authorities. Each of them is followed by some practical recommendations.

A questionnaire to survey the population’s attitude and understanding of palliative/hospice care was produced but due to the limitation of financial and human resources it was not used during the study period. The questionnaire is attached in Annex 1 and will be left at the discretion of financer for possible further use. 

Country profile
Republic of Moldova is a small size country located in Eastern Europe between Romania and Ukraine with a surface of 33 843 square kilometers. Moldova was part Romania till 1940 and the population is 64,5% of Romanian origin with a smaller proportions of Ukrainians( 13,8%) Russian (13%) other nationalities (Gaugaz, Bulgarian, Jewish etc.). 
 
Concerning their religious belonging according to estimations from 2000 98% are Eastern Orthodox Christian, Jewish 1.5% and Baptist and other 0.5%

After the collapse of the former Soviet Union in 1991 the Republic of Moldova became independent. The Trandsniestria region, heavily influenced by Russian, proclaimed its independence in 1991, and although there is no internal or international recognition and its status is under negation the region remains outside the central government control and the statistic data used in this study are not including this territory. 

Moldova is a parliamentary republic since 2000 with a unicameral parliament elected every four years. The parliament elects the president
Administratively the country is divided in 32 counties (raioane) 2 municipalities Chisinau and Balti and the Territorial Administrative Unit of Gagauzia( autonomy status granted in 1994)

The national currency introduced in 1993 is the Moldovan lei.

Regarding the Human Development Index Moldova has the place 102 out of 174 countries
 . According to the 2000 Household Budget Survey 40,5 % had monthly incomes under the poverty threshold calculated as 30% of the  national subsistence minimum.
 The GPD per capita in 2005 was 353,5 USD.
 But there are also data claiming that the underground economy amounts of 65% of the economy. 

Health Care System 
Although there are efforts made to decentralize the health system the Ministry of Health and Social Welfare ( MoH) remains the main actor in planning the services. The two Ministries health and social welfare merged in 2005 after the Governmental Decision nr565/10June2006

In May 2006 MoH was suppose to finalize the long term health strategy till 2020 for Rep. Moldova ( interviu dec 2005 with Petre Crudu deputy director Public Health and Management Centre)

There are regional health administrations at district level that manage directly the care at this level but they report to MoH and follow the directives issued at MOH level. 

The MoH manages directly republican hospitals (their number was17 in 2004, the cancer republican hospital is one of them) and also coordinates a number of special national level programmes (immunization, TB, etc) 

There are also parallel health services provided by other ministries like railways, defense, but they come under the overall responsibility of MoH. For example in 2004 1082 dr, 2441 nurses and 2361 beds were working or belonged to these parallel services.
 There is a limited number o private hospitals, their number was 11 in 2004.

Another important structure is the Public Health and Management Centre that collects data’s at national level. There is a very thorough collecting system and a new electronic system is under implementation.

The National Centre for Preventive Medicine has also offices in each district and is responsible for environmental health, communicable diseases etc.

A diagram of the organization of the health system is sketched in fig 1

The strategic direction and the budget for health are approved annually by the parliament.  

I. Population based needs assessment for palliative care

For assessing the need for palliative care in Moldova the method suggested by Peter Tebbit was used by combining the epidemiological, demographical approach and benchmarking approach
. No need assessment method is broad enough and that is why a combination of methods has greater chances to cover principal factors that affect palliative care  

· Demografical data
Total population at 1January 2005 (excluding Trandsniestria) as calculated after the preliminary data’s of the Census in 2004 
 is 3. 386 mil inhabitants out of them 1.3088 millions (39%) live in urban aria and 2.0772 millions (61%) live in rural aria. The population density was 111.2/sq km in 2005. 

Starting from 1989 the population has decreased steadily from 4.3376 mil to 3.386 mil especially in urban arias. 
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Trend global population(blue) , urban(pink) and rural(yellow)1997-2005

According to the recent statistics the capital Chisinau concentrates 50% of the urban population. The district with the largest rural population in absolute numbers is Hancesti(104.5 thousands)  follow by Autonomic Territorial Unit Gagauzia(97,4 thousands) and Orhei(90.5 thousands).  
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Median life expectancy is slowly increasing to 64.5 years for men and 72.2 years for women.

The distribution of population in 2003 on age groups according to gender shows to peaks one in the 15-24 age group and the second in the 40-49 age group.
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In the age group 50+ years old the percent of women is increasing (chart below). This means that it is more probable that in the family the women will survive the male and will live alone or with the children. 
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Regarding the index reflecting the natural population increase (difference between newborn children and deceased at 1000 inhabitations) it has dramatically decreased in the period 1975 -2004 becoming negative from 1999 onwards. This is due especially to the fact that natality has decreased to half in this period and mortality has increased as well. 

High emigration is also contributing to this. It is thought that 14 % of the population mainly from the younger segment has left the country since independence in 1991
. Also there are still a high number of abortions with 43.7 abortions for each 100 new born.

Regarding the rank of new born children it is important to remark that number of children with rank 1 increased and with rank 4 has decreased and so if in 1990 42.2% newborn had rank 1 and 8.5% with rank 4  in 2004 53% had rank 1 and 4.9 had rank 4.  This means that number of children per/couple is decreasing. 

24.5 % children are borne outside the marriage in 2004 compared with 11% in 1990 and this is combined with decreased marriage rate( 9.4 at 1000 inhabitants in 1990 to 7.0 at 1000 inhabitants) and increased divorce rate (3.0 at 1000 inhabitants  in 1990 to 4.1 at 1000 in 2004). In the urban arias especially in 2004 the marriage and divorce rate /1000 inhabitants are almost equal 7.5 for marriage compared with 7.4 for divorce.

Conclusions

1. Population is concentrated predominantly in rural aria and over 50%of the urban population is concentrated in Chisinau

2. Women have higher life expectancy and are predominant in the age group 50+. Possible implications: potential more resource for carers for male patients available in the nuclear family. More women will have to live alone or with and under the care of children. 

3. Moldova is going through a social transition. Numbers of children/family are decreasing. Values and importance of family is changing reflected by the increased divorce rate and decreased marriage rate and increasing number of children borne outside a marriage.

4. Population decrease, high emigration especially from the young adult group might make in future the access to care providers at home a problem.

5. Although 99,5% of the population declares as belonging to a Christian fate this figure has to be interpreted cautiously. Some Christian values like sacredness of life are in contradiction with the high abortion rate. So it should not be assumed that religion is a support for those facing death and that spiritual needs of patients are limited to religious needs. On the other hand there are several rituals in the orthodox church in the first year after a persons death in remembrance of that person that can contribute to a healthy grief and should be taken in consideration when planning for bereavement services. 

· Epidemiological data
In planning palliative care services the most relevant data are annual mortality data as it is assumed that most intense care is needed for patients with life threatening diseases in their last year of life. 

Total mortality rate at 1000 inhabitants for Republic of Moldova in 2004 was 11.6,   meaning in absolute figures 41668persons/2004
. The mortality rate at 1000 inhabitants for urban population was lower (8.9) than for rural population (13.4).

There is also variation of mortality rate at 1000 inhabitants in the territory with the highest rate in district Donduseni 17,6 and the lowest rate in Chisinau  8.1

It is suggested to use the three years average in order to smooth out the highs and the lows of incidence. I used the figures from 2004(11,6) as they were close to the average(11,7) and as I had the distribution of mortality rate at 1000 inhabitants in the districts. 

The 2 charts below show the trend of mortality between 1975 and 2004 and the absolute mortality figures per districts in 2004.
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Trend of Mortality rate at 1000 inhabitants in 1975-2004
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Number of persons dying in 2004 per districts
For calculating the numbers of patients needing palliative care/year I have used more modalities:

· According to Stjernsward recommendation
 we can estimate that 60% of patients dying annually do need palliative care services. If we apply this percent to mortality data we obtain a total of 23567 patients/year of whom 9109 in the urban aria and 14457 in rural aria. 

As expected from the population data the majority of patients in need for palliative care come from the rural aria.

The distribution of patients in the districts is as follows
	 
	total
	urban
	rural
	 
	total
	urban
	rural

	total
	23567
	9109
	14457

	   Municipiul Chişinău
	3483
	3148
	335
	     Anenii Noi
	569
	58
	510

	     UTA Găgăuzia
	1037
	388
	649
	     Ocniţa
	540
	184
	356

	     Orhei
	851
	188
	662
	     Glodeni
	522
	89
	432

	     Hînceşti
	819
	105
	715
	     Criuleni
	516
	51
	465

	     Floreşti
	803
	153
	650
	     Sîngerei
	549
	99
	450

	     Edineţ
	770
	218
	552
	     Ştefan Vodă
	504
	56
	448

	     Soroca
	768
	230
	538
	     Teleneşti
	491
	48
	444

	  Municipiul Bălţi
	766
	736
	29
	     Donduşeni
	489
	103
	385

	     Drochia
	761
	145
	616
	     Cimişlia
	446
	94
	352

	     Ungheni
	751
	239
	513
	     Nisporeni
	410
	76
	333

	     Cahul
	737
	219
	517
	     Şoldăneşti
	408
	61
	347

	     Briceni
	719
	131
	588
	     Rezina
	397
	84
	313

	     Făleşti
	706
	116
	590
	     Cantemir
	360
	23
	337

	     Căuşeni
	696
	168
	528
	     Leova
	356
	100
	255

	     Ialoveni
	645
	100
	546
	     Taraclia
	313
	99
	213

	     Călăraşi
	635
	123
	513
	     Dubăsari
	263
	0
	263

	     Străşeni
	635
	141
	494
	     Basarabeasca
	204
	79
	125

	     Rîşcani
	620
	119
	501


2 municipalities ( Chisinau and Balti) and 11 districts (UTA Găgăuzia, Orhei, Hînceşti, Floreşti, Edineţ, Soroca, Drochia, Ungheni, Cahul, Briceni, Făleşti concentrate more than 50% of patients in need for palliative care. This could constitute the initial target for service development.

[image: image7.png]Ocnita

Donduseni

Riscani

Soldanesti
Glodeni

Rezina

Singereni

Telenesti

Calarasi

Criuleni

Nisporeni Straseni

Anenii Noi
Tighi
laloveni Sl

Causeni
Cimiglia

Stefan Voda

Leova

Basarabeasca

Cantemir

- Taraclia





A map with colored districts and municipalities grouped according to the palliative care need is provided below:

-dark brown Chisinau 3483 patients needing palliative care/year

-in  brown districts with over 800 patients needing palliative care

-in pink districts with 700-800 patients needing palliative care/year

-in dark green districts with 500-700 patients needing palliative care/year

-in light blue districts with less than 500 patients/year
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Districts sorted in descending order according to nr of patients needing palliative care (blue total nr, yellow patients in rural, pink patients in urban aria)

For 30,5% of the diseases a necropsy was performed.
 This could suggest that the death was due to more acute or unexpected cause so probably again the 60%, suggested by Stjernsward to calculate the patients in need for palliative care, is a minimum applicable for Moldova also.

· Prof. Irene Higginson in a report prepared for the London Regional Strategy for Palliative Care
 has proposed another model of calculating the number of patients in need for palliative care taking in account the causes of death. She suggested that all patients dying with cancer need palliative care and two thirds of the rest of deaths do benefit from palliative care in their last year of life.

If we calculate according to this modality the number obtained is larger. 4734 patients died  in 2004 with cancer and 31927 died from other progressive non-malignant diseases( in this figure I have excluded the acute deaths due to poisoning and trauma). 66% of these patients could also have benefited from palliative care that means 21074 patients. So the total number of patients in need for palliative care according to this calculation method is 25808(4734+21074) that represents 66% of the mortality data.

A total number of 30988 deaths is achieved if we add the mortality figures from cancer, cardiovascular diseases (excluded deaths from acute myocardial infarct), respiratory diseases (excluded those from pneumonia and acute airways diseases) chronic hepatitis and cirrhoses and congenital malformation. This number is not including patients with end stage renal failure and dementia If we apply the 80% ( as Stjerward suggested for cancer) the result is 24 791. 

Conclusions
1. 23567 patients/year is a minimum number to take in account when planning palliative care services at national level with 25 000 patients/year as a more realistic figure 

2. Over 50 percent of palliative care need is concentrated in 2 municipalities and 11 districts. These could be used as starting places for service development
3. Over 60% of palliative care patients are in the rural aria.
II. Actual palliative care service providers

In order to establish the level of service provision after a initial discussion with leaders of PC services during the first meeting of the  Palliative Care Working Group a questionnaire was drafted and send to OSI Moldova to distribute to service providers who pretended to deliver palliative care. The questionnaire is attached in Annex 2

The questionnaire was necessary for 2 reasons: 

· There seemed to be a mismatch between the number of services who were declared to do palliative and recorded as such by the EAPC task force group lead by C. Centeno12 and  the number that I recorded during the field visit that seemed to fulfill some minimum criteria (trained staff, multidisciplinary approach, palliative care target population). This could have been generated by the vag understanding and definition of palliative care services for those providing the care or by my bias.

· To start data collection from providers and to have a more accurate picture on what is going on in the field

The questionnaires were distributed through the key people who were used to collect information by the EAPC task force and SOROS foundation. 10 questionnaires returned and data from 9 are presented in the table below, one from the university was excluded as there was no actual patients’ service attached to it. 

Analyzing the table the first think to remark is the fact that just one service has 100% of the activity devoted to palliative care , 2 over 75 %, 2 over 50% and 4 between 30-50% of their activity is allocated to Palliative Care. This might influence the way that this services are differently perceived by external evaluators. Home care is the main modality to offer palliative care, the Hospice in Zubresti , the first in-patients service can not be open do to lack of legislation

Around 650 new patients entered into the service last year being mainly in their last 6 months of care( the average time of care varies from 30 days to 6 months for those services who had this data available). All services aim for an holistic approach trying to direct their services towards the physical, social, emotional and spiritual needs of the patients. Cancer, AIDS and Cirrhoses seem to be the most common diagnoses of patients admitted for care. 4 out of the nine services have also children in their care. The target population is anyway less clear delimitated and although all services mentioned they had selection criteria 5 were not able to specify them and for the others they varied. 

The service rely on projects, charitable donations, external partners, and this might partially explain the low staffing of the service and the dependence on voluntary work.

There is a grade of maturity of the services 6 out of nine existing services being involved in advocacy. Education is seen as important by all services and there is an educational element attached to each of these services. 

The main obstacles as perceived by the providers are:

Lack of financial support from the state (health insurance fund and local government)

Lack of legislation, no oral morphine available

Lack of standards

Lack of PC services in the health care system

Difficult access to medication

Difficult access to educational resources, specific literature

Low public awareness

Poverty ( basic living needs-food, heat etc)

It is interesting to mention that although there are actually just 5 services who have more than 50% of their activity devoted to palliative care there are 2 National Associations. This could be harming in the long term run as it is dividing the fragile existing palliative care movement

	
	Fundatia

Angelus
	Centru Comunitar

Sf Pantelimon
	Asociatia

Obsteasca

Respiratia a Doua
	Caritas

Moldova

Home 

Care 
	Asociatia

Nursing

Republica

Moldova
	Asociatia

Recuperare

Telenesti 
	Asociatia

Societate

Om 

Sanatate

Viitor
	Sperantele

Batranilor din Nordul Moldovei
	Hospice

Carolina de Nord

Zubresti

	 Start of

activity
	Nov 2001
	Jan 2001
	Oct 1998
	Oct 1999
	1999
	Nov 2003
	Mar. 2005
	2003

Edinet
	13.10.2000

Straseni

	Contact
person
	Valerian Isac

angelus@mtc.md
	Ludmila Postica

liudapostica@

yahoo.com
	Irina Baikalova

secondbr@

betsy.md 
	Ana

Adasan

homecare@

starnet.md
	Elena

Stempovscaia

nursing@mcc.md
	Victor Svet

recuperare@

mail.ru
	Silvia

Stratulat

sstratulat@

moldova.cc
	L Balan
	Vasile Suruceanu

Tel23779230

	Property
	F
	NGO
	A
	NGO
	A
	A
	A
	A

Public health
	A



	PC activity
	100%
	30-50%
	50-75%
	50-75%
	30-50%
	30-50%
	Over 75%
	30-50%
	Over 75%

	Branches
	3
	-
	-
	3
	32
	-
	Y
	5
	2

	Place of

care
	Home Care
	Home Care
	-Home Care

-Support to Social Assistance 

Depart.
	Home Care 
	Out-patients clinics
	Home Care
	-Home care

-Out patients clinics
	-Home Care
	-Home care 

-In patient

-Out patient

-GPoffice

	Types of

services
	
	
	
	
	
	
	
	
	

	Sympt control
	+
	+
	+
	+
	+
	+
	+
	+
	+

	Pain terapy
	+
	+
	+
	+
	+
	+
	+
	+
	+

	Emotional support
	+
	+
	+
	+
	+
	+
	+
	+
	+

	Social support
	+
	+
	+
	+
	+
	+
	+
	+
	+

	Spiritual care
	+
	+
	
	
	+
	+
	
	+
	+

	Food supplies
	
	
	
	
	
	
	+
	
	

	Stoma care  serv.
	+
	+
	
	+
	
	
	
	
	

	Bereav. service
	+
	+
	+
	+
	+
	+
	+
	+
	+

	Support groups
	
	
	+
	+
	+
	
	+

also individual counseling
	
	+

	Eligible patients
	Advanced cancer adults and children
	Adults adv. cancer, Stroke, Diabetes with complications
	Adults adv. Cancer, HIV, hearth failure stage 3, terminal resp. failure,

Alzheimer,

Cirrhoses

Children AIDS
	Adults with cancer and non-malignant

Diseases
	Adults with cancer and 

Non-malignant

Diseases


	Adults advanced Cancer
	Adults and children with  AIDS and HIV +
	Adults adv. cancer
	Adults advanced cancer and cirrhoses,

Children with cancer and Down sindrom



	Clear selection criteria
	Y, cancer dg clinical and HP
	Y, elderly patients, no family, bed bound
	Y, not specified
	Y, not specified


	Y, not specified
	Y, cancer, terminal, lonely
	Y
	Y

Dependent 

Lonely


	Y not specified

	Total Nr of

Pts /2005

	146
	180
	145(110 AIDS, 35 cancer and others)
	800 
	150
	120
	501
	-
	21

	New pts/ 2005
	104
	120
	55
	200
	30
	65
	
	-
	72

	Current nr of patients
	83
	45
	141(125 AIDS and HIV+)
	100
	30
	
	57
	-
	31

	Average care
	Not calculated
	90 days
	-
	60 days
	-
	90 days
	30 days repeated when necesary
	-
	126 days

	Staffing


	5 FT,1 PT,

33 V

( no nurses)

FT=full time

PT=part time

V= Volunteer
	????
	5PT, 20 V
	11FT

9V

no doctors
	11FT

20V
	6PT

4V
	8PT

5V
	8FT

1PT

10 V

(no doctors)
	26 FT working on a volunteer base, complex team

	Funding
	Projects

Donations

Fundraising
	Donations

Fundraising

External partner
	Projects


	External

Partner 
	Projects

Fundraising

External partner
	Projects, 
	Projects
	Projects

Charitable sourses
	Projects

Fundraising

External partner

	Training
	Doctors

Volunteers
	Continuous education

Volunteers

Population
	Doctors, nurses,

social workers, volunteers, relatives and carers
	Volunteers
	Continuous education,

Volunteers,

Relatives, carers
	Volunteers

Relatives, carers
	Doctors, Nurses

population
	Continous education 
	Students

Doctors

Nurses

Volunteers

population

	Advocacy
	Y
	N
	Y
	Y
	Y
	N
	-
	Y
	Y


The data from providers need to be compared with the recommended number of services. 

In the draft Regulation for palliative care services in Romania after looking at WHO recommendations for beds and staffing ( they are mainly calculated to cover PC for cancer patients) and Spanish data the Palliative Care Commission has established the following figures for specialized  palliative care services that I will used also for Moldova:

· Palliative Home  Care Services

3 dr /100 000 inhab

12 nurses/ 100 000 inhab

6 other staff

· Hospices and Palliative care units

8 beds/ 100 000 inhab

1,5 dr la 10 paturi

13-18 asistente si infirmiere la 10 paturi

4 alti angajati la 10 paturi

The estimated number of beds and the staff are presented in the chart and table below. It is for the health planners in Moldova to decide where the palliative care units will be placed as they need to have min 15 beds to be cost efficient and on the other hand the smaller units can preserve more the home atmosphere which is an important part for hospice care. 
For Home care services the datas are also in the table
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  Municipiul      Anenii Noi      Briceni      Cantemir      Căuşeni      Criuleni      Drochia

     Edineţ

     Floreşti

     Hînceşti

     Leova

     Ocniţa

     Rezina

     Sîngerei

     Străşeni

     Ştefan Vodă      Teleneşti      UTA


	unitati cu paturi
	Domiciliu
	 

	nr paturi
	nr doctori
	nr as si inf
	nr dr.
	nr.asistenti
	 

	57
	9
	80
	22
	65
	  Municipiul Chişinău

	10
	2
	14
	4
	11
	  Municipiul Bălţi

	7
	1
	9
	2
	7
	     Anenii Noi

	2
	0
	3
	1
	3
	     Basarabeasca

	6
	1
	9
	2
	7
	     Briceni

	10
	1
	13
	4
	11
	     Cahul

	5
	1
	7
	2
	5
	     Cantemir

	6
	1
	8
	2
	7
	     Călăraşi

	7
	1
	10
	3
	8
	     Căuşeni

	5
	1
	7
	2
	5
	     Cimişlia

	6
	1
	8
	2
	6
	     Criuleni

	4
	1
	5
	1
	4
	     Donduşeni

	7
	1
	10
	3
	8
	     Drochia

	3
	0
	4
	1
	3
	     Dubăsari

	6
	1
	9
	2
	7
	     Edineţ

	7
	1
	10
	3
	8
	     Făleşti

	7
	1
	10
	3
	8
	     Floreşti


	5
	1
	7
	2
	5
	     Glodeni

	10
	1
	13
	4
	11
	     Hînceşti

	8
	1
	11
	3
	9
	     Ialoveni

	4
	1
	6
	2
	5
	     Leova

	5
	1
	7
	2
	6
	     Nisporeni

	5
	1
	6
	2
	5
	     Ocniţa

	9
	1
	13
	3
	10
	     Orhei

	4
	1
	5
	1
	4
	     Rezina

	6
	1
	8
	2
	6
	     Rîşcani

	7
	1
	10
	3
	8
	     Sîngerei

	8
	1
	11
	3
	9
	     Soroca

	7
	1
	10
	3
	8
	     Străşeni

	3
	1
	5
	1
	4
	     Şoldăneşti

	6
	1
	8
	2
	6
	     Ştefan Vodă

	3
	1
	5
	1
	4
	     Taraclia

	6
	1
	8
	2
	6
	     Teleneşti

	9
	1
	12
	3
	10
	     Ungheni

	12
	2
	17
	5
	14
	     UTA Găgăuzia

	271
	41
	379
	102
	305
	total


The estimated total number of specialized staff in palliative care to work in specialized services is 143 doctors and 684 nurses to insure a good coverage for patients. 

For staff working in home care services there should be attention give for their distribution per districts as presented in the table above and combined with the data concerning the number of patients needing palliative care/district. Of course other staff like social workers, priests, volunteers etc are important part of the team but it is for each country to set it’s own standards for care and decide the numbers.

Conclusion

1. For specialized services a estimated number of 143 doctors and 684 nurses would be required to insure coverage. 

2. The number of beds for Moldova to insure palliative care for cancer and non-cancer patients is estimated to 271. Where this beds will be placed as setting and location remains up to the health planners.

III.  Evaluation of foundation measures necessary for effective national programs
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Many countries when faced with the need to develop palliative care services at national have looked at the WHO triangle in order to insure have some guidance in their work.

As palliative care in Moldova at this stage seems to be a more top down initiative it is even more important to assess each of the three elements of the triangle.

· Education 

Education of professionals

There is no official accreditation and recognition of palliative care in the education field neither for doctors or nurses. Palliative care is not recognized neither as diploma, subspecialty, specialty etc. So there is no agreed curriculum for training in post- graduate or under- graduate, no education centers and no accredited trainers recognized. The education of professionals is more on the level of continuous education

Staff practicing in the field of palliative care has usually received training abroad mainly Poland and Romania but this training has not received recognition in-country. This staff is mainly  involved in working with NGO’s but unfortunately the way the education system is structured in Moldova training is the courtyard of the university and people with real expertise on the ground can have no place as trainers in higher education.  

There is interest from the academics but unfortunately this is at theoretical level and there is no involvement in palliative care service delivery. As a result training this group is prepared to offer is more lectures based and has little chances to convince, to offer skills necessary for delivering the care and to change attitudes. 

There is interest in establishing a palliative care curriculum and implementing it in the undergraduate education of nurses

Education of the public
Some organizations (Second Breath,  Irina, Valeriu, Silvia, Elena) are active in raising public awareness through production and distribution of leaflets, fundraising campaigns, volunteer recruitment, charitable events.

Education of authorities
Soros Moldova seems to play an active role in mobilizing resources for palliative care, attracting and informing authorities and creating networks.
Conclusions and recommendations
1. There is no official status for palliative care in the education field which has an immediate impact on those working in palliative care at this moment.

2. In terms of education delivery there is a gap between professionals who are doing the hands on care and those who are allowed officially to do the training

3. There are 2 main concerns 
· the formal status of palliative care( qualification) and
· the quality of future training programs in palliative care 

4. Education needs to be on the top of the priority list for the Working Group as no service delivery and development can take place without appropriate trained staff. Suggestions for some steps to follow: 

· Recognition of palliative care as a subspecialty in Moldova
· Designing or importing a curriculum for the training
· Certification by an international panel/ or internally  for those practicing palliative care and awarding of palliative care subspecialty

· Award of training statute for experts in palliative care who have training aptitudes( eventually some previous training in teaching skills)

· Palliative care unit in teaching hospitals

· Combined training teams to include academics and trainers with practical exposure in community, hospitals

· Joint degrees/ partnerships with Romania???

· Undergraduate training of nurses and medical students to include palliative care
· Drug availability for palliative care

Drug availability can be a problem when budgets are limited but when it comes to opioids there are several other barriers that need to be overcome in order to insure patients’ access to pain medication. Regulatory limitations or attitudinal barriers come become in some cases the major obstacles surpassing the financial problems. 

Strong opioids medication costs are covered from government sources and usually this budget item is protected.

Opioids consumption in Moldova, a criterion that can be used for monitoring the effectiveness of pain management, is extremely low. In accordance with the consumption data reported to the INCB 0.4001mg/capita in 2003
 well bellow under the global mean of 5.85mg/capita

The available strong opioids are in an injectable form 

· injectable morphine and 

· injectable pethidine, 

· omnopon, 

· promedon

The administration for this drugs is usually intramuscularly. Butterflies or syringe drivers for subcutaneously intermittent or continuous administration are not available

Methadone, the only strong opioid that is in oral form, is mainly used for drug dependence and there is little expertise in the group to use it for cancer pain.

The law governing the use of opioids in R. Moldova is Law nr. 382/06.05 1999 followed by regulations (Ministerial Orders) that detail specific aspects of the law.

· Order 195/2000 concerning prescribing and dispensing, and recently the 

· government decisions HG 79/23.01.2006 List of narcotics found in illicit traffic and their quantities 

· HG 128/06.02.2006 regarding the requirements of security for storage rooms,

·  HG 216/27.02.2006 regarding the transit through Moldova of narcotics,

In accordance to the legislation prescription can be done for outpatients at the initial recommendation of the specialist doctor. As morphine is mainly used for cancer patients the oncologist is the one recommending the use of morphine on a card.

If the prescription is issued by the doctor in the outpatient clinic it has to be countersigned by the director of clinic. During the meeting of the Working Group there where contradictory opinion on who is allowed to prescribe this shows that there is also a lack of knowledge about the actual legal requirements.

There is a legal limitation on the amount of opioids /prescription with maximum of 10-20 vials/prescription. A vial contains 20 mg of morphine. This is no surprise as there is also a restriction on the drugs from the second step of the analgesic ladder like codeine.

Added to these legal barriers are the professionals’ fears to use strong opioids and the families’ fears of addiction. As stated in the first meeting of the working group family members are reluctant to get morphine for their sick relative as this is associated with becoming depended seen as an important health issue in Moldova.

During the conference organized in March in Romania concerning opioids prescribing a large delegation from Moldova took part in it and the openness and willingness of authorities to analyze their legislation and collaborate with WHO experts is encouraging

Conclusions and Recommendations

1. Oral morphine is not available in Moldova. Intramuscular administration is the usual route. No efficient alternative strong opioid available   

2. Several legal restriction on prescribing concerning who and how much

3. Attitude of professionals and population with fear of addiction hinder the use of morphine for pain.

4. There is openness for collaboration from the side of the authorities and a partnership with PPSG has started

5. Evaluation of opioids legislation using WHO guidelines
 by a group to include authorities, international experts and the designated persons from the Working group with issue of recommendation for change of legislation and or ministerial orders 
6. lobby for access to oral medication  
· Govermental policy

The long term health strategy for Moldova has 4 articles Cap XIV art 186-189 were palliative care is mentioned explicit or implicit. Article 189 states that “access to palliative care will follow the principle of respecting the dignity and fulfilling the needs of terminal patients and will include compulsory pain control and of other symptoms, psycho-emotional and spiritual support, family care including bereavement period. Access to needed medication will be facilitated ( inclusive opoid analgesics), in forms and doses adequate for medical use through adjusting to standards and rec of the council of Europe and WHO.

This is an excellent starting point for an action plan for developing palliative care services nationally.

The other official paper where it appears is in the frame contract for 2006 of the Insurance House at page 21 among the home care services. This is a remarkable achievement as funding always drives service development. 

It has to be noticed on the other hand that symptom control and pain management appear as a self standing point along side palliative care in the same document under the same heading of home care services. Also there is no provision about those who are entitled to offer the home care services generally and palliative care especially

This highlights 2 issues. 

There is not a clear understanding of what palliative care is and what these services should provide. 

As there are no clear defined beneficiaries for this services and providers there might be difficult to assess the effectiveness of use of funding.

This points the need for 

1. Ministerial order (or higher) to define palliative care services, beneficiaries, structures, funding etc for Moldova

2. Elaboration of minimal standards for the services in order to enable the accreditation of services before entering into contractual relation with public funders

The first step in the direction of working towards a national strategy was the appointment in 2005 of the Working Group for Palliative Care chaired by Dr. Liviu Vovc, Director In the Medical Assistance department of the Ministry of Health and Social Welfare.

The group brings together representatives from the public and voluntary sector, financers and academics. The purpose for the group is to identify palliative care needs in Moldova and to adjust the actual legal framework to foster develop of palliative care services.  Hopefully the present study will support the work of the group. The members of the group are listed in annex.(te rog Angela pune tu inca o anexa cu componenta grupului de lucru si numarul ordinului, eu nu gasesc`copia)
Interesting to note that the main motor behind the working group seems to be the Soros foundation that has a positive connotation as it brings in some funding for meetings but also a draw back as it takes away responsibility from main actors.

Moldova is in the interesting position when service development is in the early stages are combined with a top down initiative to develop this services.

Conclusion

1. Palliative care is included among services to fund in home care settings and is part of the long term health strategy for Moldova.

2. There is need for clarification on  what palliative care is 

3. There is no legal framework for PC in Moldova and no standards for PC services

4. The appointment of the working group can be a first step towards a national strategy

Final remarks 
The need for palliative care has been acknowledge in Moldova at the level of authorities and there is a momentum created that needs to be taken further by the service providers. The question is if these services are strong and mature enough to keep the pressure and see the bigger picture further than their own immediate needs. 

Legislation to define palliative care services and improve access to drugs, coordinated national development of services, standards setting (services and education), are main priorities.
The challenge to face is to develop services to offer access to the estimated 25000 patients a year situated mainly in rural arias (60%) and to maintain the rate of home death at the actual rate (80%) but with appropriate care. 

According to this study an estimated number of  143 dr,  684 nurses is needed to work in specialized palliative care services and a number of 271 beds to serve the more complex cases. For the eleven districts were GP’s have on their caseload over 15 palliative care patients /year an education program in basics of  palliative care(symptom management and communication) should be offered for GP’s and their nurses. 

For the specialized services the first step is to give a recognition to the actual specialist working in palliative care by recognizing palliative care as a subspecialty , awarding it to the above mentioned after passing a evaluation, establishing the future trainers and training centers.

As there is no service recognized yet as reference service and the 2 national Associations are in their initial stage of development  SOROS must still play the role of liaison and mediator between services and government. 

Still a reference service is needed for several reasons: model of care, training, cost calculation and demonstrate quality of care. It would be probably better to have this service in Chisinau as the University and Nursing College is there and all administration is there but this is not compulsory.

Normally a national association or a strong service would stay behind a working group(like the one appointed by MoH) and would watch that the chapters on palliative care included in the long term health strategy  would develop into action plans that would be implemented afterwards. A twining with a mature and strong national association like NHPCO would be extremely benefic and bring in expertise and eventually also financial support for the Moldova national palliative care association.
Anexa 1 Chestionar de evaluare a nevoilor de ingrijiri paliative 
in Republica Moldova

1. Dumneavoastra sau cineva apropiat dvs a trebuit sa ingrijeasca un bolnav cu o boala de lunga durata nevindecabila?

Da, eu personal

Da ,cineva apropiat mie

Am auzit cunostinte care s-au confruntat cu acest fapt

Nu

2. Sunt in familia dumneavoastra ....?

bolnavi cu boli de lunga durata


da au fost

da sunt acum 

nu

batrani care necesita ingrijiri permante



da au fost

da sunt acum 

nu

persoane cu handicap care nu pot sa se ingrijeasca singuri 

da au fost

da sunt acum 

nu

bolnavi nevindecabili ce necesita ingrijiri paliative



da au fost

da sunt acum 

nu

3.Cine ingrijeste sau a ingrijit acesti pacienti?(incercuiti toate afirmatiile valabile)
 
cineva din familie
am platit pe cineva sa aiba grija de el

 
a primit ingrijire de la medicul de familie si asistenta acestuia

 
a fost ingrijit de Hospice si internat acolo

 
l-am dus la un azil sau la o alta institutie


altele precizati

4.Cat timp a fost nevoie de ingrijire permanenta?

mai putin de 6 luni

6 luni – 1 an

1-3 ani

peste 3 ani
5. Credeti ca statul trebuie sa asigure pentru bolnavii incurabili care se afla in ultimele luni sau an de viata ingrijire paliativa gratuita
da statul ar trebui sa faca ceva urgent pentru ca este o datorie si timpul pentru acesti bolnavi este foarte pretios  


da in masura in care sunt bani pentru asa ceva

nu deoarece daca tot nu pot fi vindecati nu are rost ca statul sa cheltuiasca bani cu ei

nu deoarece familia trebuie sa asigure asa cum poate ingrijirea lor

altele precizati

6.Ati fi /fost de acord ca bolnavul să fie îngrijit într-un centru special pentru bolnavi care nu se vindeca?


da pentru perioade limitate de timp...
da permanent ..


nu ...


altele
7.Ati citit sau auzit vreodata despre îngrijirea bolnavilor care nu se vindeca sau hospice?(incercuiti toate afirmatiile valabile)

Da, la televizor

Da, la radio

Da, am citit in ziar

Da, am vazut in brosuri postere

Da, de la vecini sau cunoscuti

Da, de la personalul medical 

Nu, nu am auzit

nu-mi amintesc...

8.Ce este un hospice ?

o institutie medicala care ofera ingrijire bolnavilor care nu se vindeca in stadiu avansat de boala

o institiutie medicala care foloseste echipamente foarte scumpe

o institutie sociala care ofera adapost pentru celor saraci

o cantina unde primesc mancare cei saraci

o instituti medicala pentru bolnavii mintali

9.Care credeti ca este modalitatea cea mai buna de ajuta un pacient cu o boala incurabila (care nu se vindeca) si care este intr-un stadiu avansat?

sa fie ingrijit de familia sa

 
sa fie internat intr-un spital special destinat pentru bolnavii care nu se vindeca

 
sa fie sprijinit de o echipa formata din medic si asistent la domiciliu

 
sa se ingrijeasca singur

sa existe pregatiti oameni din comunitatea noastra pentru o astfel de ingrijire 
1o.Daca ati avea acasa sau ati avut acasa un bolnav care nu se vindeca in stadiu avansat al bolii de ce ati avea nevoie (incercuiti tot ceea ce e valabil)


medicamente sa-i usureze durerea 






mancare


asistenta sa-i faca tratamentul


sa-l ducem undeva ca nu-l putem ingriji acasa


altele( precizati va rog)

11.  Care din urmatoarele afirmatii este mai apropiata de ceea ce credeti dvs ?

pacientii cu boli care nu se vindeca nu trebuie sa fie izolati de ceilalti

este mai bine ca pacientii care nu se vindeca sa fie ingrijiti intr-o institutie medicala separati de ceilalti

12. Aveti medic de familie?


da ...


nu ...


nu răspunde ...

13. Dacă da, ati făcut vreodată controlul stării de sănătate la medicul de familie?


da ....   de .... ori


nu ...


nu răspunde ...

14. Daca nu  care este motivul pentru care nu ati făcut un astfel de control?


nu cred că este necesar ...


sunt sănătos/sănătoasă ...


nu am timp ...

nu am acte si nu pot fi inscris la medic de familie

am neglijat ...


este dificil de obţinut o programare ...


nu-mi place locul ...


trebuie să aştept prea mult ...


nu ştiu ...

15. Cat cheltuieste familia dvs lunar pe medicamente sau ingrijire medicala

nu cheltuim nimic

nu am bani sa-mi cumpar medicamente

sub 500 000 lei

500-1.5milioane

1.5-3 milioane

peste 3 milioane( acestea trebuie schimbate sa fie relevante pentru moldova, eu am trecut la noi socotind 3mil al min pe economie)
16. Puteti preciza cat reprezinta aceasta din venitul lunar al familiei dumneavoastra.


..............

17. Această gospodărie are:


sursa de apa.....


closet cu apă ...


încălzire cu lemne....


incalzire centrala......


curent electric ...


telefon ...


grădină de zarzavat/livadă

18. Cate persoane sunt in familia dvs?

...... persoane

În câte camere locuieşte familia?

...... camere
19. Obisnuiti sa mergeti la biserica


da


nu 

nu raspunde

19. Daca da la ce biserica si cat de frecvent?

Varsta celui care raspunde



Sex
masculin

18-30







feminin


31-40


41-50


51-60


peste 60

Educatie


nu a urmat o scoala


4 clase


8 clase


liceu/ scoala profesionala


facultate

altele

Profesia







elev/student






muncitor






functionar public





agricultor,fermier





privat

fara ocupatie

pensionar

altele

Ce limbă vorbiti de preferinta in familie?


moldoveneasca ...


rusa ...


alte ..................
Anexa 2 CHESTIONAR FURNIZORI SERVICII DE INGRIJIRI PALIATIVE

1) Numele organizatiei 

------------------------------------------------------------------------------------------------------------

2) Data inregistrarii oficiale

-----------------------------------------------------------------------------------------------------------

3) Data inceperii activitatii clinice de ingrijiri paliative

4) Nume persoana care completeaza chestionarul ; rolul ei  in organizatie; date contact( adresa, e-mail, fax/tel)
-----------------------------------------------------------------------------------------------------------
5) Forma de proprietate

□ sistemul de sanatate de stat

□ organizatie neguvernamentala 


asociatie


fundatie


altele

□ privat

□ alte forme de proprietate(precizati)

6) Cat din activitatea organizatiei dumneavoastra este dedicata ingrijirii paliative

□100%

□peste 75%

□peste 50%

□peste 30%

□sub    30%

7) Organizatia are filiale/puncte de lucru 

□da ( precizati cate)
--------------------



□nu

8) Locul de desfasurare al activitatii de ingrijiri paliative (bifati toate care corespund)

□ echipa de ingrijiri paliative la domiciliu

□ in spital – sectie de ingrijiri paliative  □
                  -  echipa mobila  de ingrijiri palitive    □

□ in hospice

□ in ambulatoriu/ policlinica 

□ altele (precizati)------------------------------------------------------------------------------------

9) Tipuri de servicii oferite

□ tratament simptomatic

□ controlul durerii

□ consiliere psihoemotionala

□ asistenta sociala

□ asistenta spirituala

□ serviciu de protezare mamara

□serviciu de suport pacienti stomizati

□ sprijin pentru familie in perioada de doliu

□ grupuri de suport

□ altele ( precizati)-----------------------------------------------------------------------------------

10) Ce pacienti asistati( bifati toate raspunsurile care corespund)

□ adulti cu cancer stadiu avansat

□ adulti infectati HIV stadiu avansat al bolii

□ adulti cu boli non-maligne ( va rog precizati ce fel de diagnostice sunt eligibile)

------------------------------------------------------------------------------------------------------------

□copii cu cancer

□copii infectati HIV stadiu avansat

□copii cu boli non-maligne ( va rog precizati ce diagnostice sunt eligibile)

------------------------------------------------------------------------------------------------------------

11) Organizatia are criterii clare de selectare a benefiarilor

□Da ( va rugam precizari)

------------------------------------------------------------------------------------------------------------

□Nu

12) Numar de pacienti NOU PRELUATI in anul 2005 

...................

13) Numar de TOTAL pacienti asistati in anul 2005

....................

14) Numar curent de pacienti ingrijiti ( la momentul actual )
.....................

15) Media de ingrijire/PACIENT ( in zile)



.................... 

16)Personalul Organizatiei
	Personal
	nr.cu norma intreaga
	norma partiala

nr.          ore/SAPT
	voluntari

NR.          ORE/SAPT

	Medici
	
	
	
	
	

	Asistenti med.
	
	
	
	
	

	Asistenti sociali
	
	
	
	
	

	Infirmiere
	
	
	
	
	

	Ingrijitori
	
	
	
	
	

	Psihologi
	
	
	
	
	

	Voluntari in serviciile nemedicale
	
	
	
	
	

	Preoti ; pastori
	
	
	
	
	

	Altii 
	
	
	
	
	

	
	
	
	
	
	


17) Organizatia beneficiaza de finantare

□prin sistemul de asigurari de sananate (precizati daca puteti procentul pe care il reprezinta)

□de la consilul local/judetean 

□din proiecte

□din evenimente de caritate , donatii

□prin sprijinul unui partener din afara tarii

□altele

18) Organizatia este implicata in educatie prin sustinere de programe de educatie in ingrijiri paliative pentru

□studenti ( precizati tip curs, la ce facultate: medicina, nursing, farmacie, as. sociala si numarul de ore alocat)

-----------------------------------------------------------------------------------------------------------

□ atestat medici

□ educatie continua profesionisti ( precizati pentru ce categorii de personal)

------------------------------------------------------------------------------------------------------------

□ voluntari

□personalul nemedical( precizati)

------------------------------------------------------------------------------------------------------------ 

□cursuri pt populatie

□alte tipuri de cursuri(precizati)

------------------------------------------------------------------------------------------------------------

□NU este implicata in educatie

19) Organizatia este implicata in activiati de lobby si advocacy
□DA (precizati)

------------------------------------------------------------------------------------------------------------

□Nu

20)Prezentati principalele obstacole de care va loviti in desfasurarea activitatii dumneavoastra.

---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

21)Daca doriti sa faceti alte completari sau precizari.
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