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Mission Statement

The Ministry of Health will afford all people with a progressive life-limiting illness, their families and care givers access to a high quality palliative service in Swaziland by establishing a system which provides a coordinated care and support that is innovative, and responsive.
Vision Statement

All people with life-limiting illnesses will access quality palliative care services delivered in a timely, affordable and appropriate manner.
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FOREWORD 

Various components of palliative care services in Swaziland have been traditionally provided in the country by government and partners to cater primarily for debilitating chronic illnesses. Historically, Palliative Care (PC) services have not been co-ordinated at any level. The Swaziland Government through the Ministry of Health (MoH) has decided to follow a more coordinated approach to the provision of PC in order to provide effective universal access. The MoH is committed to providing PC to poor and vulnerable populations (especially women and children suffering from debilitating illnesses) and that is why it will take the lead in guiding the implementation of the program.

The aim is to see these services standardized with involvement of partners in setting PC national targets, mobilizing resources and strengthening the capacities of health systems and communities. This in turn will make the continuous supply of PC medicines and commodities possible.

In line with international agreements and commitments, the MoH has, since 2002 (when CBCS guidelines were introduced), prioritised the expansion of PC services. The existence of guiding documents will facilitate the standardization of care along with the involvement of partners. To facilitate and guide the scaling up of the PC program towards Universal Access by 2015, the Government has developed this strategic plan covering the period 2010-2016.  The objectives of this plan are: 1. to guide planning, setting of targets and timelines on achieving the targets; 2. determining the resources needed to achieve the goals set in the plan; 3. make it easier for partners to identify areas that they would want to support in the process of scaling up and 4. Assist with evaluation of progress made by all partners over a period of time.

This Strategic Plan for the Roll out of the PC program was developed in consultation with and the full participation of different stakeholders and partners in the public and private sector. The Ministry of Health hopes that this document will be very useful in guiding all stakeholders and partners in the implementation and scaling up of the PC program as we move towards Universal Access in 2010 and beyond.

The national strategic plan for the roll out of the PC program in Swaziland is our plan, so let us work together and actively support its implementation under the leadership of the MoH
Honourable Minister for Health  

Mr Benedict Xaba
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1. INTRODUCTION

Country context

Geography and demographic information

Swaziland is a small landlocked country situated between South Africa and Mozambique covering an area of 17,364km2. The country has a predominantly (77%) rural population of about 1.1 million (2006 Census) people.

Swaziland enjoys a tropical to a near-temperate climate along the western highlands, which rises to an altitude of over 1,800 metres above the sea level, while the lowveld areas are generally hot. The country lies in a summer rainfall region.

The majority of the population consists of ethnic Swazis, mixed with a small number of Zulus and non-Africans.

The political system in Swaziland is an evolving balance between modern institutions and a dominant monarchy with extensive powers entrusted in the King. The new Constitution that became effective in January 2006 provides for separation of powers between the executive, legislative and judicial arms of government and stipulates various individual rights.

Economy and socioeconomic development

With a GNI per capita income of USD 2,280, Swaziland is classified by the World Bank as a low-middle income country and therefore placed in the IBRD lending category. However, the real GDP growth rate has fallen in recent years to 2.8% in 2007. However, despite this relative high per capita income, income distribution is markedly uneven (GINI index 51% according to PRSAP 2006). Life expectancy currently stands at 32 years, being 56 years in 1986, and 69% of the population living below the upper poverty line of USD 7.2 /capita/month. About 66% of the population live below the poverty line (Swaziland Human Development Report, 2000) with high rural-urban disparities in access to basic services. For example, whilst 91% of the urban population has access to safe water, it is only 37% for the rural population. The per capita expenditure on health for the urban population is 3 times that for the rural population.

Furthermore, 69% of children between 0-18 years are exposed to chronic hunger, child labour and other forms of abuse. For girls the situation is further aggravated by teenage pregnancies, early marriage and prostitution. This depressing picture is made worse due to the severe impact of the HIV/AIDS epidemic with 24% HIV prevalence among the general population and 38% of adult women (15-49) infected.

The country’s economy is mostly dependent on agriculture and the associated agro-allied industrial activities, which includes sugar processing, wood pulp production, food canning etc. Other agricultural products include corn, citrus fruits, livestock, pineapple among others. Manufacturing also contributes a growing share to Swaziland’s GDP.

The Health sector

 Health status of the population

Communicable diseases contribute the largest share of the burden of disease in Swaziland with HIV/AIDS and TB rates the highest in the world. Some 58.000 people are in need of ART treatment, but currently 52% (some 30.000) receive treatment in 32 health facilities (out of the total 223 facilities).

The Health system

The Swaziland health system consists of three main levels namely primary, secondary and tertiary with Primary Health Care (PHC) as the underlying principle. The primary level of care consists of clinics, out-reach services and community-based delivery of care and support, while the secondary level comprises of health centres that provide out-patient and in-patient services and serve as referral points for the primary level. The tertiary level of care consists of regional hospitals, specialized hospitals and the national referral hospital.

The Ministry of Health operates has a National Health Sector Strategic Plan 2008 to 2013, which is currently being implement.

Organization of health services

The health care delivery system consists of both formal and informal sectors. The formal sector consists of both public and private service providers including NGOs, mission, industry health services and private practitioners, while the informal sector consists mainly of traditional and other complementary or alternative health care providers.

At the apex of the organization of the health system is the Ministry of Health with its departments and units. The internal organization is currently under revision by the Prime Minister’s Office. A new structure has been proposed and being finalized for operationalization. The ‘operational branch’ of MOH is situated in the 4 Regional Offices, headed by a Health Administrator and supported by the Regional Health Management Team (RHMT).

The service delivery system itself is loosely organized into a three-tier system including (i) three national (referral) and four regional hospitals (total some 1800 beds); (ii) Primary Health Care services, being composed of Health Centres (HCs)
, Rural Clinics
 and a network of outreach sites and (iii) Community Based Care, where Rural Health Motivators (RHM), Traditional Births Attendants (TBAs), Home Based Care (HBC) volunteers and traditional practitioners provide care, support and treatment.

According to the Service Availability Mapping study (SAM, November 2008), the majority of the Swazi population (85%) is within a range of 8 km for a health facility. However, there are a variety reasons to suggest that coverage may be lower than generally assumed, with particular differences noticed if a range of 5 km is used (recommended by the WHO). Low coverage may also be attributable to the type of health facility; there are only 5 health centres in the whole country and most clinics provide only out patient care, with few maternity units or labs. The functionality of these facilities can also limit access, for example through lack of drugs or staff. In addition, with on average only some 45% of health facilities under the public sector (and 23% operated by the private-for-profit sector), equity and accessibility of the (rural) population remain important issues on the policy agenda. The two tables below provide some relevant background.

Table . Distribution of hospitals, Health Centres and Clinics by region

Distribution of health facilities across regions by type, Swaziland 2010
	Facility type
	Hhohho
	Lubombo
	Manzini
	Shiselweni
	Total

	
	#
	%
	#
	%
	#
	%
	#
	%
	#
	%

	National Referral hospital
	1
	100%
	0
	0%
	0
	67%
	0
	0%
	1
	0.4%

	Regional hospital
	0
	0%
	1
	33.3%
	1
	33.3%
	1
	33.3%
	3
	1.1%

	Sub regional hospital
	1
	50.0%
	0
	0%
	1
	50.0%
	0
	0%
	2
	0.8%

	Specialized hospital
	0
	0%
	1
	50.0%
	1
	50.0%
	0
	0%
	2
	0.8%

	Private hospital
	2
	50.0%
	1
	25.0%
	1
	25.0%
	0
	0%
	4
	1.5%

	Health centre
	2
	40.0%
	1
	20.0%
	0
	0%
	2
	40.0%
	5
	1.9%

	Public health unit
	2
	25.0%
	1
	12.5%
	2
	25.0%
	3
	37.5%
	8
	3.0%

	Clinic with maternity
	4
	16.0%
	12
	48.0%
	7
	28.0%
	2
	8.0%
	25
	9.4%

	Clinic without maternity
	49
	26.3%
	33
	17.7%
	76
	40.9%
	28
	15.1%
	186
	70.2%

	Specialized facility
	10
	34.5%
	4
	13.8%
	14
	48.3%
	1
	3.4%
	29
	10.9%

	Total
	71
	26.8%
	53
	20.0%
	104
	39.2%
	37
	14.0%
	265
	100.0%


Table . Ownership of health facilities by region

Facility Ownership by Region, Swaziland 2010
	Facility Type
	Region
	Total

	
	Hhohho
	Lubombo
	Manzini
	Shiselweni
	

	
	#
	%
	#
	%
	#
	%
	#
	%
	#
	%

	Government 
	26
	24.5%
	24
	22.6%
	31
	29.2%
	25
	23.6%
	106
	40.0%

	Mission
	11
	10.4%
	8
	23.5%
	12
	35.3%
	3
	8.8%
	34
	12.8%

	Industrial
	4
	3.8%
	11
	42.3%
	11
	42.3%
	0
	0.0%
	26
	9.8%

	NGOs
	5
	4.7%
	3
	13.6%
	8
	36.4%
	6
	27.3%
	22
	8.3%

	Private (Nurses)
	3
	2.8%
	4
	22.2%
	11
	61.1%
	0
	0.0%
	18
	6.8%

	Private (Doctors)
	21
	19.8%
	3
	5.3%
	30
	52.6%
	3
	5.3%
	57
	21.5%

	Private (Physiotherapists)
	1
	0.9%
	0
	0.0%
	1
	50.0%
	0
	0.0%
	2
	0.8%

	Total
	71
	67.0%
	53
	20.0%
	104
	39.2%
	37
	14.0%
	265
	100.0%


HF = Health Facility, being HCs + Clinics

Note: Public Health Units (7) exist in most HCs and in all Hospitals

From a functional perspective, 172 HF provide ANC (77%); 137 provide PMTCT (61%); 70 HF provide ART (31%) and 170 provide AIDS testing and counselling (70%). SAM identified 204 doctors (40% Swazi; 20/100,000) and 1778 Nurses (90/100,000).

The health service indicators are summarized in table below:

	Indicator
	Hhohho
	Lubombo
	Manzini
	Shiselweni
	Total

	Population
	331,734
	249,153
	360,228
	241,365
	1,182,480

	# Health facilities
	40
	35
	52
	27
	154

	Health facilities per 100,000 pop
	12
	14
	14
	11
	13

	Facilities with in-patient beds
	9
	9
	14
	4
	36

	# in-patient beds 
	363
	302
	813
	257
	1755

	In-patient beds per 100,000 pop
	115
	121
	226
	106
	148

	Doctors per 100,000 pop
	17
	6
	10
	5
	10

	Nurses per 100,000 pop
	70
	52
	57
	41
	56

	Midwives per 100,000 pop
	72
	47
	80
	46
	64

	Estimated population growth rate
	
	
	
	
	


Source: MOH Service Availability Mapping 2006

Functionally, the public health system is decentralized from the central ministry to the four Regional Health Offices (RHOs) in Hhohho, Lubombo, Manzini and Shiselweni. The central level performs executive and administrative functions as well as providing strategic direction and guidance on delivery of essential health care package at all service delivery levels.

The Regional Health Offices are headed by Regional Health Administrators (RHAs) and supported by Regional Health Management Teams (RHMTs) whose main mandate is to provide technical leadership in execution of MOH policies. The RHMT is also responsible for planning, monitoring and supervision of all health related activities within their respective regions.

At the community level, a network of community health workers exists, which consists of Rural Health Motivators to promote community participation in health activities at that level. Health committees are also in place to assist in the general management of health care facilities.

It is estimated that 85% of the population in the country currently lives within an 8km radius of a health facility, while nationally about 20% of the population have limited or no access to a health facility with the rural poor worst affected. Inspite of the apparent reasonable physical access to health services in comparison to other countries, quality of health care remains a challenge owing to the high disease burden, chronic shortage of human resources for health, deteriorating infrastructure, inadequate budgetary allocation and weak support supervision systems.

Human Resources for Health

The health sector faces a severe Human Resource (HR) shortages across all cadres and at all levels of the health system. The doctor to patient ratio is 1.8 per 10,000while the nurse to patient ratio is 28 per 10,000. 

In terms of health sector human resource development, the country has three local training institutions for health professionals namely the Faculty of Health Sciences of the University of Swaziland, the Nazarene College of Nursing and the Good Shepherd Nursing School. While the University of Swaziland Faculty of Health Sciences trains 70% of professional nursing cadres in community, medical and surgical nursing, the Nazerene college counts for the remaining 30% of professional registered nurses training. The Good Shepherd nursing school has an output of about of about 40 nurse annually. Training facilities do not exist for the rehabilitation therapists, radiographers, laboratory technicians and biomedical engineering technicians. The Faculty of Health Sciences is planning to establish the training of Clinical Officers, Pharmacy technicians as well as Dental therapists. Currently cadres such as Medical Doctors, are sent for training outside the country, who invariably do not return to work in the country.

Health Expenditure

Approximately 3.8% of the country’s GDP is spent on health care (including private) of which 60% comes from the exchequer. Public expenditure on health accounts for 2% of the GDP, and the expidure as a proportion of total government spending is currently 11.5%, which is just slightly short of the Abuja target of at least 15%.

 Main Health indicators:

The country faces a major HIV/AIDS challenge which has impeded improvement in health outcomes despite increased investment in health. The country has an HIV seroprevalence  of 26%, which is the highest in the world as well as high TB incidence of about 1,200 cases per 100,000 population (WHO 2009).

The main health indicators are summarized in table below:

	Indicator
	Current value 

2008
	Target

2013

	Life expectancy
	32.7 years
	42 years

	Rate of new HIV infection
	3%
	<2.3%

	Infant Mortality Rate
	85/100 live births
	65/100 live births

	Under 5 Mortality Rate
	120/1000 live births
	78/1000 live births

	Maternal Mortality Ratio (MMR)
	589/100,000 live births
	295/100,000 live births

	% of households with access to safe water
	59%
	80%

	% of households with access to proper sanitation
	52%
	80%

	TB incidence
	1262/100,000 popn
	724/100,000 popn


Originally, the palliative care approach was developed in response to the plight of cancer patients. However, other terminal, debilitating and life-limiting conditions were soon added as conditions that needed palliative care. Life threatening and life-limiting illnesses (both malignant and non-malignant in adults and children) are targets of palliative care services. Heart disease, strokes, and neurological disease are some of the conditions requiring palliative care.

The 2006-07 Swaziland Demographic Health Survey (SDHS) found that, 19 % of the population aged 2 years and older and 26 % of the population aged 15-49 was living with HIV/AIDS. HIV prevalence was higher among women than among men (22 % and 15 % respectively). Life expectancy at birth was 40.2 years. Available information shows that, despite investments made in the health sector, health indicators have not improved. The situation has been worsened by the advent of HIV/AIDS and the re-emergence of tuberculosis (T.B). Demand for health services has increased. Expenditure on the health sector as a proportion of total Government expenditure increased to 11.5% in 2009 (National Health Strategic Plan(NHSP) 2008 – 2013).

People with HIV and AIDS are at high risk for developing different cancers, such as Kaposi’s sarcoma, non-Hodgkin lymphoma, and cervical cancer. For people with HIV, these three cancers are often called “AIDS-defining conditions,” meaning that if a person with HIV has one of these cancers it can signify the development of AIDS. Women with HIV/AIDS have a higher risk of developing cervical intraepithelial neoplasia (CIN), a precancerous growth of cells in the cervix.

1.1. Policy Environment

The Palliative Care approach is an attempt to align health service provision to new national and global developments that have an impact on the health status of the country. It also seeks a way to deal with emerging health challenges and to be in line with national guiding policy statements. It aims to address how to provide quality services and to strike a balance between curative, preventive and promotional services. It recognises the challenges of the high HIV AIDS prevalence and the poverty situation facing the country. It identifies pulmonary tuberculosis (PTB), gastro enteritis, colitis and pneumonia as common causes of mortality. 

1.2. Palliative Care in the Context of Comprehensive Care with Life-limiting Illnesses 

Health facilities are expected to provide comprehensive care. This entails promoting preventive care where the aim is to prevent development of disease or illness. There is lastly rehabilitative care where the aim is to help patients regain some of their abilities that might have been lost due to illness. This rehabilitative care is meant to improve the patient’s quality of life. The expected package of care includes outpatient level as well as admission to a health facility where acute symptoms can be controlled and managed.  It is also important to utilize an outreach or referral process to provide follow-up care through community-based care and support (CBCS) service provision.

1.3. The overall goals of developing and implementing the Palliative Care program

The overall goals of developing and implementing the Palliative Care program are the following:

· Reduce morbidity and mortality due to life-limiting  and life threatening illnesses.
· Improve the  quality of life of persons living with HIV and AIDS and other debilitating  illnesses.
Amongst the objectives of the National Multi-sectoral HIV and AIDS Policy (2006), is to improve provision and delivery of treatment, care and support to all those infected and affected by HIV and AIDS. Multi-sectoral and holistic approaches are amongst the policy’s guiding principles. These important issues lay the groundwork for palliative care policy.

The Palliative care program implementation is being undertaken in the context of a comprehensive care and support package that addresses medical, social, spiritual and emotional needs of PLHIV, AIDS, cancer and other debilitating diseases. The comprehensive care and support package is in turn a compliment of an intervention package to prevent pain and suffering partly due to HIV infection and to mitigate against the effects of HIV, AIDS and other debilitating illnesses. 

The comprehensive care and support package includes:

· Pain management.
· Symptom control
· Comprehensive counselling and diagnostic testing.
· Provision of quality healthcare in health institutions, in the community 

· Psychosocial care and support and effective communication about illnesses for infected persons and their families.
· Bereavement counselling and support.
· Prevention education and treatment of opportunistic infections. 

· Prophylaxis for preventable infections  Nutritional care and support.
· Spiritual care.
· Antiretroviral therapy (ART) and symptom control.
· STI prevention, control, treatment 
· Family planning services.
· Mitigating the impact of stigma for all debilitating diseases  through legal instruments and encouraging community efforts to develop appropriate communication and education in order to reduce the impact of stigma.
· Implementing interventions to reduce the socio-economic and psychological impact of HIV and other chronic diseases on individuals, families and communities.
· Linkages, referral and support services.
2. BACKGROUND AND RATIONALE FOR STRATEGIC PLAN

This strategic plan was developed to provide a consistent framework for standardized implementation of palliative care services in Swaziland.  The plan recognizes that palliative care is a broad concept, encompassing a range of activities undertaken by different team members, representing many professions and disciplines. Though this plan focuses on describing in detail the scaling up of palliative care services (especially pain management in Swaziland), the scaling up is taking place within the context of providing comprehensive care for HIV and AIDS,  cancer and other debilitating illnesses.

 The common purpose of all team members is to ensure the provision of holistic and comprehensive palliative care.  

2.1. The Strategic Development Process

· This strategy was developed through a process of consultation with all key health professional and civil society partners. The workshops provided a platform to discuss key issues on areas to be addressed. A Palliative Care policy was developed whose aim was to standardize PC programs nationally of which the strategy was based on . A documentation review was also done to provide background information on PC and various debilitating illnesses in Swaziland. The strategy was developed using key themes identified in the policy and gaps identified by the National Palliative Care Baseline Assessment in 2009.
 According to the National Strategic Frame work 2009 – 2014 the strategic direction is to strengthen the capacity of health facilities and communities to provide palliative care services. 

Outcome level results: Percentage of people who have life limiting and life threatening conditions  who have received palliative care has increased to 50% in 2014.

Output level results: Number of people trained in palliative care is increased from 189 in 2008 to 240 in 2011 and 320 in 2014.

2.2. Progress in Scaling-up Palliative Care

According to the findings of the PC assessment of 2009, PC services were provided in various ways by health institutions, NGOs, Faith Based Organisations (FBOs) and facilities in the communities.  The care was provided on an in-patient, day care, outpatient and outreach basis depending on patients’ condition and availability of inpatient space. Home-based care was the most common way in which palliative care was being provided. In other words, clinics work with community volunteers and families to follow up patients in their homes.

The number of palliative care patients seen by different health facilities and NGOs over a period of one year differs greatly and ranges from 9 patients to 11806 patients. The approximate number of PC patients per year seen at clinics ranged from 9 to 100 patients. The number of PC patients seen at hospitals ranged from 53 to 550. Referral is an important pillar of PC service provision and it is limited by a lack of knowledge about where patients should be sent.

According to the 2009 assessment, the FBOs providing palliative care included the following organizations:

· Shiselweni Dutch Reformed Church.
· Cabrini Ministries.
· Nazarene HIV and AIDS Task Force.
· Manzini Hope House.
· Claypotts Trust.
· The Salvation Army.
Six NGOs provide palliative care in the country. These are:

· Swaziland Hospice at Home.
· AMICAALL. 

· NATICC.
· Swaziland Breast Cancer network.
· SWAPOL.
· Cheshire Homes.
The geographical reach of services was limited even though there were service providers making attempts at reaching  out nationally. However, their capacity in terms of personnel, expertise, equipment and supplies limited their activities. The elements included in PC packages varied from service provider to service provider. The results of the assessment are provided in Figure 1 below.  

Figure 1: Elements of palliative care provided by NGOs/ FBOs
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Source: National Palliative care baseline assessment :2009
All health facilities provide symptom control for palliative care patients. According to the data, the majority (81%) of NGOs and FBOs providing palliative care also indicated that they provide symptom control and pain management.  It should be noted however, that the definition of pain management differs across organizations and can vary from utilization of Panado to morphine.  Spiritual care was being provided by 72% of the service providers in the NGO and FBO category. Only 36% were offering terminal care and 23% were offering bereavement counselling and support. About 45% were providing psychological care for the palliative care patients, 45% were providing rehabilitation and 72% were referring their patients to other facilities. About 54% were providing effective communication about the patient’s illness and prognosis as well as the care that would be given to their patients. Non of these Health facilities indicated they were  providing comprehensive  palliative care services.  

2.3. Gaps and Opportunities for Rapid Palliative Care Scale Up

A major gap is the capacity of service providers. There is  lack of training as well as a lack of coordination of services at a national and regional level. The need for PC is seen as essential by key informants and service providers because of the high number of people with HIV and AIDS related illnesses, and other terminal illnesses. In the PC baseline assessment (2009) the number of PC patients seen by NGOs ranged approximately from 200 to 11806. 

The National Health Policy (2006) is merely a background against which the policy for PC can be developed since it does not address the need for palliative care. A PC policy would provide an assessment of the number of patients needing PC. Private health facilities seemed to provide a better package comprised of all the major components. However, these can be very costly and as such are not accessible to the general population.

Healthcare service providers receive palliative care training in their basic training however refresher courses would help keep them updated about the latest approaches and medications as keeping their skills fresh. These refresher courses have not taken place therefore service providers lack confidence in providing palliative care. A standard curriculum is required to train professionals and non-professionals in the country as well as to strengthen pre-service training of nurses. This training should target staff at hospitals, and clinics in both private and public health facilities as well as NGOs and FBOs.

The conclusions therefore are as follows: There are efforts on the ground providing some components of PC however these are fragmented and limited in their reach. They are neither comprehensive nor guided by polices or guidelines. Service providers lack skills and expertise in PC service provision.  Considering the numbers of people requiring PC from organizations and the lack of capacity at these organizations, it is clear that provision of PC services requires urgent attention. Coordination structures need to be put in place to enable planning and service provision.

3. PALLIATIVE CARE STRATEGIC FRAMEWORK (2011- 2016)
Recommendations from the National Palliative Care Assessment have been used to formulate this strategy as well as the time frame for action. The recommendations and issues arising from this assessment are as follows:

· There is a need to develop a policy to guide the implementation of PC services in Swaziland.

· There is a need to scale up service provision and decentralize service delivery to   regions to ensure an increased geographical coverage.

· There is need to devise a mechanism to capture palliative care patients statistics in the HMIS. 

· There is a need to establish a systematic approach to standardize training so that it is competency-based, needs driven and accredited.  This will ensure that all health workers and volunteers are equipped with the appropriate competencies to provide PC.

· There is a need to  sensitize and educate the community and patients about PC.
· Supportive supervision and mentoring for health workers and community volunteers is essential if a PC program is to be implemented successfully.

· There is a need to develop and disseminate a directory of PC service providers so that it is well known where palliative care patients can be referred.

· There is a need to define a minimum package of PC services that providers must offer.

· There is a need to advocate for the development of infrastructure of institutions with the capacity to offer comprehensive PC services.

3.1. Goals and Targets of the PC Program
The goal of scaling-up PC services is to use a combination of active and long term care therapies in order to reduce patients’ pain and suffering and provide comfort and support to individuals and families living with a life threatening illness. Those national targets for the PC program are immense in their scope.  Considering that by 2008, 62 769 were in need of ARTs, we can assume that at least that number of HIV patients are eligible for PC.  To these numbers must be added however, those living with other diseases requiring PC.

3.2. Strategic objectives and Implementation Strategies

Valuable lessons have been learnt from ART, CBCS programs and the private sector. It has been noted from the assessment that the country’s top ten diseases causing morbidity and mortality are: HIV and  AIDS related conditions , Pulmonary TB, Non-infective gastroenteritis & colitis, Bronchopneumonia (organism unspecified), Pneumonia (organism unspecified), Meningitis (specific and non -specified cause), viral pneumonia, unspecified anemias, Diabetes Mellitus and Meningitis (due to other organisms). 

In order to achieve the objectives of the national PC program, three  strategic objectives have been developed. These are: 

1. To advocate for an enabling environment for the PC Program at all levels
2. To improve knowledge and skills on PC to service providers at all levels

3. To ensure provision of quality for the PC program at all levels of service delivery

Strategic Objective 1 

1. To advocate for an enabling environment for the PC Program at all levels
Indicators:

· Existence of the guiding documents

· % of facilities providing PC services

· %. of people receiving PC services
Outcomes
Policies and/or legislation in place to facilitate the following:

· Improved user-friendly policies on PC that can be used by stakeholders at all levels.
· Improved use of the guidelines and policies.
· Improved coordination and standards of practice. 

How these outcomes will be achieved:
a) Continue to advocate for increased high-level policy support and develop policy frameworks to facilitate scale-up of PC. 

Particular attention must be given to Cabinet and Parliamentary Committees that address HIV and AIDS and other related long-term illnesses. This will be achieved by:
· Regularly updating the MoH.
· Providing the relevant parliamentary committee with regular information.
· regularly updating Cabinet.
b) Develop and review policies in order to reduce financial barriers to PC through the following:

· Review policies on the allocation of funds from donor sources such as the Global Fund for AIDS (ARVs, medicines for opportunistic infections, pain management according to the WHO  ladder for management of services to relieve early pain and suffering to end of life care and support, and related diagnostic tests) in accordance to the Essential Healthcare Package for Swaziland of 2010. 

· Advocate for further increase of political and financial commitment by Government and its partners through various partnership forums.

c) Review the essential medicines list policy to facilitate the scale-up and  the distribution of medicines for relief of pain and suffering by:

· Advocating prioritization of specific medicines for relief of pain at certified sites

· Developing or reviewing the training on medicines management for healthcare workers at various care levels in every region where PC will be delivered 

d) Develop and review policies  to improve  the  availability of  human resources for the delivery of PC services 

· Reviewing the roles of the palliative healthcare team with a view to absorb them in the establishment of the MoH Palliative Care program with clear career developmental path.

· Review existing policies in order to allow nurses to initiate pain-management with opiates and non-opiates for adults and children in accordance with the Swaziland Essential Healthcare Package  

e) Advocate for the establishment of a public-private partnership to facilitate delivery of PC Services

The private and corporate sectors have a crucial role to play in the delivery of PC services. It is therefore crucial for public-private partnerships to be established with the MoH. To achieve that, the following will be established:

· A national policy and strategic plan to guide the formation and operation of public-private partnerships for the delivery of PC.

· A formal PC partnership with the private sector. To achieve this, the following is needed:
· Advocate for the public and private sector to put in place comprehensive PC, early detection, care and treatment services in line with national policies.
· Integrate PC into the workplace program
· Create mechanisms to facilitate monitoring and reporting of PC as an integral part of the existing HMIS recording system in the Government and  private sector.

Strategic Objective 2:

To improve knowledge and skills on PC to service providers at all levels

Indicators
· % of health care providers trained in PC at all levels

· % of facilities with a multidisciplinary team trained in PC

The availability of adequate numbers of personnel who are competent to provide comprehensive PC  and pain management . This factor is critical for successful program implementation. Some of the skills required for PC include:

· counselling 

· Holistic physical assessment 

· Pain assessment and management
· symptom management 

· administration of pain relief medication

According to  the PC baseline assessment report :2009 ,many patients seen in Swaziland (both adults and children) are in need of pain management after being diagnosed with life limiting and life threatening conditions such as AIDS, TB, cancers and respiratory infections. The number of health personnel available for effective delivery of PC remains grossly inadequate. Therefore further efforts are needed to recruit and retain health personnel in PC programs. However, a number of measures are being put in place to overcome the human resource challenges involved in delivering palliative care  services. They include: 

· human resource planning, 

· pre-service and in-service training 

· Training 

Outcome:

Adequate numbers of health personnel  appropriately trained  to provide pain management as an integrated PC service in institutions and communities . 

How this outcome will be achieved:
a) Provide all trainee healthcare workers with in-service and regular CME on PC training  

In the medium to long term, the best way to ensure pain management ,PC competency among health providers is to incorporate PC training into the pre-service training of all health professionals. It is also important to ensure that pain management/ comprehensive PC is an examinable subject. The following will therefore be done:

· Engage and support training institutions to accelerate incorporation of PC, including incorporating practical sessions in the curriculum of pre-service healthcare personnel training.

· Participate in the review pre-service and in-service  training materials to include comprehensive PC.

· Conduct pre-service and in-service  training of healthcare workers (e.g. doctors, nurses, laboratory technicians, and pharmacy staff) in relevant aspects of PC delivery and ensure that the graduates are competent when it comes to pain medication management.

b) Provide periodic mentorship on pain management to all health care personnel including the private sector

An  in-service training program for all practising health professionals is in progress. In-service training is intended to continue as follows in order to meet the demands for PC scale up:
Professional:
· Update the PC training package in order to provide: comprehensive training (integrating adult and paediatric pain management services), practical and hands-on training to complement the theoretical side, a structured clinic attachment and a mentorship programme.
· Strengthen training of trainers (TOT) teams at regional and community level using pre-trained staff as a nucleus.

· Conduct TOT/refresher courses (with a practical training component) for public and private trainers to expand existing teams, 

· Develop and print  integrated training materials for the different service levels and make them available to training institutions and trainers in the country.

· Obtain resources to scale up training for providers at all levels of services using national training materials. 

Non Professional:
c) Train non-health personnel to support PC delivery

With the critical shortage of human  resources for health, one way to achieve a rapid PC program scale- up is through the training and full involvement of community members and volunteers providing long-term outreach and home-based care. Community members and volunteers will be trained on specific issues related to delivering a minimum PC package. Activities in this regard will include:

· Establishing a coordination mechanism to ensure that training is standardised and standards of training are adhered to.

· Developing training materials for community health workers based on the WHO Training materials already involved in community training.

· Mapping the institutions involved in community-based training and service delivery in the health, education, agriculture and social welfare sectors

· Identifying the gaps, comparative advantages, strengths and weaknesses of such institutions for partnership and capacity building.

· Identifying key NGOs based on their comparative advantages, strengths and weaknesses and then mapping results for partnership and capacity-building interventions.
· Standardizing training will enable CHW to provide a high standard of PC care at all service.

Strategic Objective 3:

To ensure provision of quality for the PC program at all levels of service delivery

· % of facilities with at least one person per unit trained in PC 

· % of facilities adhering to the guidelines.  

Outcomes:

· A comprehensive PC package integrated  in health service delivery Decentralization of PC services at all levels of healthcare service delivery. 

· Access to PC services at all healthcare facilities as an integrated service.

· Holistic PC services available to all including children.
How these outcomes will be achieved:

a) Continue to identify, assess and register health facilities that can provide comprehensive care including PC services

The process of identifying and assessing potential PC health services will follow standard guidelines. This process will need to be standardized, strengthened and accelerated through the following:

· Continuing to identify and update the list of potential public and private PC centres

· Continuing to assess/re-assess potential PC delivery sites for infrastructure and pharmacy service capacity using the assessment tool

· Widely disseminating the PC standard operating procedure manual to guide health facilities preparing for site assessments

· Developing a national PC decentralization guide

· Assisting regions in developing decentralization plans for PC services as well as in implementing those plans.

· Implementing the decentralization of PC services.

· Continuing to update and disseminate registration criteria and processes to PC services and service providers in the public and private sectors

· Registering services which provide comprehensive and holistic services that meet national criteria to deliver PC services. This would be carried out by the central and regional assessment team with the support of the national team.

b) Decentralization of PC services at all levels  :

· Ensure supervision of implimentation of the provision of the health care package

· Develop a PC capacity development plan 

c) Access to PC services at all health facilities  as an integrated service :

· Expansion of PC services in the private sector in order to increase the number of people accessing services. 

· Support the integration and expansion of early recognition, diagnosis, care and support to increase access to PC through training and supportive supervision. This will include services in both the public and private sectors.

· Promote the use of referral and linkage system 

· Create community awareness  of PC services 
d)  Address the special needs of children needing PC services


· Develop PC guidelines and training materials to adequately cover the paediatric component

· Equip providers at all levels with adequate practical skills to deliver PC to children

· Ensure adequate supply of convenient paediatric medicines are available at all healthcare services.

· Strengthen family health services to ensure that clinic staff are able to assess, manage, counsel and effectively follow-up the sick children 

· Scale up training of  health workers in paediatric PC including practical components

· Increase the number of sites with access to essential medicines for pain and discomfort. 

	STRATEGIC OBJECTIVE 1 (2011-2015): 
	

	1. To advocate for an enabling environment for the PC Program at all levels


	Main Activity 
	Sub Activity 
	2011


	2012


	2013


	2014
	2015
	Out puts
	Responsible person

	Establish a PC coordination unit within MoH
	Advocate for the creation of  posts for a fully functional coordination unit.
	X
	X
	
	
	
	Number of posts created for the PC coordination unit


	MOH 

MOPS

	Create

awareness on Palliative Care


	Develop PC standards for accreditation


	X
	
	
	
	
	Existence of fully functional coordination unit within MoH


	MOH and Partners

	
	Advocate for the inclusion of PC through the health portfolio committee and provision of regular updates
	
	
	X
	
	
	Inclusion of PC to health portfolio committee agenda in 2013


	MOH and Partners

	
	Lobby for the approval of the PC policy by cabinet
	x
	
	
	
	
	PC policy approved by cabinet
	MOH and Partners

	
	Develop ,print and disseminate palliative care strategic  documents
	
	X
	X
	X
	X
	 PC strategic  documents developed , printed and circulated to all stakeholders in the four regions


	MOH and Partners

	
	Conduct stakeholders meeting to launch and disseminate PC strategic documents  


	X
	
	
	
	
	PC  strategic documents launched and disseminated 


	MOH and Partners

	
	Develop and distribute  PC  IEC materials


	
	X
	X
	X
	X
	 PC  IEC material developed and distributed
	MOH and Partners

	
	Create forums  targeting media personnel to raise awareness on PC


	x
	x
	X
	X
	X
	Media forum created


	MOH and Partners

	
	Use existing structures to  sensitize  the community and its leaders  on  PC
	
	X
	X
	X
	X
	  sensitization  meetings  held on PC country wide


	MOH and Partners

	Integrate PC programme into   health care institutions .


	Include PC into training institutions curriculum
	
	
	X
	
	
	PC included in training institutions curriculum 
	MOH and Partners

	
	Identify eligible facilities  provide PC services 
	
	X
	
	
	
	Eligible facilities identified
	MOH and Partners

	
	Introduce and provide PC guidelines to eligible facilities
	
	X
	
	
	
	Availability of guidelines at facility level
	MOH and Partners

	Ensure availability of essential palliative care medicines 
	Participate in the review of the  standard treatment guidelines and essential medicines list 
	X
	
	
	
	
	Inclusion of essential PC medicines in the standards and essential medicines list 
	MOH and Partners


	STRATEGIC OBJECTIVE 2 (2011-2015): 
	

	To improve knowledge and skills on PC to service providers at all levels



	Main Activity 
	Sub Activity 
	2011


	2012


	2013


	2014
	2015
	Out put
	Responsible Person

	Build capacity of health care providers on PC
	Develop PC training curriculum and manual for all cadres (health professionals, allied workers ,community care givers)
	
	X
	
	
	
	Training curricula and manual developed
	MOH and Partners

	
	Conduct  PC training of trainers workshop
	
	X
	
	
	
	Training of Trainers workshop conducted
	MOH and Partners

	
	Conduct PC trainings for health care providers
	
	X
	X
	X
	X
	PC trainings conducted
	MOH and Partners

	
	Organize experience sharing meetings on PC
	
	X
	X
	X
	X
	Experience sharing meetings conducted
	MOH and Partners

	
	Undertake study tours to bench mark on PC service provision
	X
	
	
	
	
	Study tour conducted
	MOH and Partners

	
	Conduct Mentoring sessions on PC
	
	X
	X
	X
	X
	Mentoring sessions conducted
	MOH and Partners

	
	Identify facility multidisciplinary team members and conduct trainings
	
	X
	X
	
	
	Multidisciplinary team identified and trained
	MOH and Partners

	
	Conduct  CME training of healthcare workers (doctors, clinical officers, nurses, laboratory scientists, pharmacy staff, and others) in relevant aspects of PC delivery and ensure that the graduates have competency in pain medication management


	
	X
	X
	X
	X
	 CME sessions  conducted


	MOH and Partners

	Review and update the PC training package 


	Provide comprehensive training, integrating adult and paediatric pain management and holistic PC services


	
	
	
	
	X
	Reviewed and updated PC training package
	MOH and Partners


	STRATEGIC OBJECTIVE 3 (2011-2015): 
	

	To ensure provision of quality for the PC program at all levels of service delivery



	Main Activity 
	Sub Activity 
	2011


	2012


	2013


	2014
	2015
	Output
	Responsible Person

	Build capacity of Health Facilities to  provide comprehensive PC services 


	train  multidisciplinary teams members on pc 
	
	X
	X
	
	
	Multidisciplinary teams  trained
	MOH and Partners

	
	Develop ,print and disseminate standard operational procedures and guidelines
	
	X
	
	
	
	Standard operational procedures and guidelines developed printed and disseminated 
	MOH and Partners

	
	)

. 


	
	
	
	
	
	.


	

	 Integrate a referral and linkages process for PC at all levels.


	Participate in the development of the national referral and linkages process
	X
	
	
	
	
	Referral and linkages  systems for PC integrated into existing referral and linkages systems at all levels 

	MOH and Partners

	Standardize palliative care service provision
	Develop a minimum PC package for each level  providing pc
	
	X
	
	
	
	Availability of PC minimum package
	MOH and Partners

	
	Provide minimum PC package for each level of care
	
	X


	X


	X


	X


	Availability of the minimum package of care at each level


	MOH and Partners

	Establish an accreditation process for the facilities providing PC facilities.
	Develop accreditation tools for all levels providing pc
	X
	x
	
	
	
	Accreditation tools developed.
	MOH and Partners

	
	Conduct site inspections  to all facilities providing pc
	
	x
	x
	x
	x
	Facilities inspected  and accredited to provide pc services
	MOH and Partners

	Increase the number of children accessing PC services
	Train all PC staff on the special needs of youth, children, and infants.
	
	X
	X
	X
	X
	Number of staff trained in all 4 regions 
	MOH and Partners

	
	Early paediatric diagnosis, treatment and care.
	x
	X
	X
	X
	X
	Number of paediatric patients able to access care and treatment in all 4 regions 

.
	MOH and Partners
	

	
	Ensure that PC Facilities have child friendly and youth friendly spaces.


	
	
	
	X
	X
	Number of facilities with child/youth friendly spaces in all 4 regions. 
	MOH and Partners

	
	Ensure adequate supply of PC medication, including convenient pediatric medication

Efficient procurement systems for paediatric PC medications available 


	
	X

X
	X

X


	X

X
	X

X
	Number of facilities with consistent paediatric PC medication available in all four regions.

Revised  procurement systems in place to ensure consistent supply of paediatric PC medicines 


	MOH and Partners


Monitoring and Evaluation   of the strategy 
Introduction

Initially, the palliative care approach was developed in response to the plight of cancer patients. However, other terminal, debilitating and life-limiting conditions were soon added as conditions that needed palliative care. Life threatening and life-limiting illnesses (both malignant and non-malignant in adults and children) are targets of palliative care services. Heart disease, strokes, and neurological disease are some of the conditions requiring palliative care.

The 2006-07 Swaziland Demographic Health Survey (SDHS) found that 19 % of the population aged 2 years and older and 26 % of the population aged 15-49 was living with HIV/AIDS. HIV prevalence was higher among women than among men (22 % and 15 % respectively). Life expectancy at birth was 40.2 years. Available information shows that, despite investments made in the health sector, health indicators have not improved. The situation has been worsened by the advent of HIV/AIDS and the re-emergence of tuberculosis (T.B). Demand for health services has increased. Expenditure on the health sector as a proportion of total government expenditure increased to 11.5% in 2009(National Health Strategic Plan(NHSP) 2008 – 2013).

TB has also become a very serious public health concern for the country, particularly given the high rates of HIV/TB co- infection. The co-infection rate continues to be high at 84% in 2009 (Q4 report 2009 MoH) .The incidence of TB has increased from 300 per 100,000 people in 1990 to over 1,000 per 100,000 people in 2003 (Ministry of Health and  Social Welfare(MoHSW), 2003).
People with HIV and AIDS are at high risk for developing different cancers, such as Kaposi’s sarcoma, non-Hodgkin lymphoma, and cervical cancer. For people with HIV, these three cancers are often called “AIDS-defining conditions,” meaning that if a person with HIV has one of these cancers it can signify the development of AIDS. Women with HIV/AIDS have a higher risk of developing cervical intraepithelial neoplasia (CIN), a precancerous growth of cells in the cervix.

Purpose 

The M&E system within the palliative care programme has been developed to facilitate the collection and regular analysis of national level output data required in establishing a better understanding or resource allocation aimed at achieving optimal efficiencies in the provision of palliative care service delivery. This will enable palliative care and MOH senior management to successfully steer the provision of quality palliative services in Swaziland.
Scope
The M&E system for the palliative care programme will focus on collecting both quantitative and qualitative data through the community based systems. The M&E system will provide an analysis of key indicators as defined by the palliative care strategic plan. Monitoring, specifically, will be limited to collecting output data that will be disaggregated by age, sex and regions collecting information that depicts the growth of a strategy over time, presenting enough information to warrant evaluative studies that will help develop a better understanding of why strategies work or fail. Monitoring will be periodic quarterly and annually to capture evidence of the program performance.
Indicators and Objectives

4. To advocate for an enabling environment for the PC Program at all levels
· Percentage of health facilities that have PC strategic documents

· % of facilities providing PC services

· No. of people receiving PC

5. To improve knowledge and skills on PC to service providers at all levels

· % of health care providers trained in PC at all levels (clinical and non clinical)

· % of facilities with a multidisciplinary team trained in PC

· % of facilities with at least one person/unit trained in PC 

6. To ensure provision of quality for the PC program at all levels of service delivery

· % of new  health care providers trained in PC management by a nationally recognized institution 
	Indicators
	Definition of indicator/Measurement
	Data Source 
	Frequency

	Percentage of  health facilities  that have PC strategic documents
	Numerator: Number of health facilities  that have PC strategic documents  

 Denominator: Total number of facilities providing PC services 
	Supervision reports 
	Quarterly

	Percentage of facilities providing PC services
	Numerator : Number of facilities providing PC services

Denominator – total number of facilities  
	Supervision reports


	Biannually



	Percentage of health care providers trained in palliative care at all levels


	Numerator: Number of health care providers trained in PC

Denominator – total number of patients registered for palliative care


	Supervision reports


	Biannually



	Percentage of facilities with a multi disciplinary team trained in PC 
	Numerator:

Denominator – Total number of sites currently  providing palliative care         


	Quarterly reports
	Quarterly

	Percentage of facilities with at one person per unit trained in palliative care 
	Numerator: Number of PC accredited health care facilities with resources

Denominator: Total Number of PC accredited Institutions


	Structured Audit tool with on-site inspections
	Baseline/ Quarterly

	Proportion of patients seen at home
	Numerator: Number of palliative care patients seen at home

Denominator: Total number of palliative patients on home care
	Health care records
	 Monthly/ Quarterly

	Percentage of patients seen as inpatients in a health facility
	Numerator: number of palliative care patients seen as inpatients

Denominator: Total number of inpatients
	Health facility/Palliative care unit records 
	Monthly/ Quarterly

	PC coverage: Percentage of accredited palliative care health facilities providing minimum package of services
	Numerator: Number of accredited palliative care health facilities

Denominator: Total number of  health facilities capable of providing minimum package of palliative care services
	Ministry of Health and Palliative care association records (Health service records)
	Baseline/ Quarterly

	Quality of palliative care services
	Qualitatively
	DHS
	Every 2-3 years


Reporting Mechanism

All health institutions providing palliative care  services shall compile reports monthly and submit to the regional strategic information unit .Community services providers shall compile reports monthly to the constituency (Inkhundla), who will then submit to the nearest health facility, then to the region to the national strategic information unit
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� Health Centres in general have between 20-60 beds and should have a Public Health Unit (PHU). It is unclear whether they should have a functional operating theatre. There are five HCs in the country (see map).


� Clinic Type A does not have a without maternity unit, while Clinic Type B has a maternity unit.


�	 Cancer.net Editorial team 5/09.
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