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Background: Despite making up a big proportion of the world population, older adults received little
palliative care services. Moreover, palliative quality of care provided to older adults has been shown to
be poor. Adequate clinician communication, familial support, and religious/spiritual support have been
identified as main factors in providing good quality of care. The purpose of our study on Lebanese older
adult palliative care patients is to assess the quality of palliative care in terms of access to care, patient-
clinician relationship, and clinician-clinician communication, assess the degree of spirituality/religiousness of
patients and their sense of purpose, to explore patients’ relationships including friendships and social support
and to assess the degree of financial hardship during the illness.

Methods: An observational cross-sectional design was used in this study of hospitalized older adults in three
major medical centers in Lebanon over a period of 2 years from 2015 to 2017. Key physicians from each of the
three medical centers recruited participants into the study to obtain a convenience sample (N=203). Quality of
care was measured using 20 selected items from the Needs at the End of life Screening Tool (NEST).
Results: Patients reported easy access to care expressed by low median item scores ranging from the lowest
1.0 pertaining to lack of a problematic doctor choice to the highest 3.0 for ease of securing a hospital bed.
Difficulty expressing their feelings to their healthcare providers had an average median of 5.0 with other
items on communication having higher medians. The sample considered themselves to be highly religious or
spiritual with a median score of 9.0 and identified an inclination to be more religious or spiritual after their
illness with a median of 7.0. Social support was found to be good and financial hardships had low median
scores ranging from 3.0 to 5.0.

Conclusions: Older adults receiving palliative care reported ease of access to medical care, average
communication, good spiritual and social status and minimal financial hardships. The authors recommend

integrating spiritual and social aspects into the patients’ palliative care to improve quality of care and quality of life.
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Introduction physical, psychological or spiritual problems. By doing so,
Palliative care is holistic multidisciplinary care that palliative care would ultimately improve the quality of life
can prevent and relieve suffering through the early (QoL) of patients with life threatening illness and their
identification, assessment, and treatment of pain and other families (1).
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In Lebanon, palliative care exists in the form of several
non-governmental organizations (NGOs) and as units
within hospitals. Patients with life-threatening illnesses
are usually referred to these NGOs by their physicians
or a social worker (2,3). Free of charge care is offered to
patients from the comfort of their own homes with a focus
on pain and symptom management. Medical, social and
psychological challenges are holistically approached to
maintain and preserve patients’ dignity (3).

Specifically, the older adult population requires palliative
care in the last phase of life. They are burdened with
chronic comorbidities, loss of functional independence, and
possible cognitive decline and frailty. Treatment decisions
become complicated, symptom management becomes
difficult, and many psychosocial problems and spiritual
suffering come into the mix (4). However, only 16% of
specialist palliative care provision is provided to patients
over 85 years old (5) despite the increasing numbers of the
worldwide ageing population. The number of people aged
60 and above was 962 million in 2017 and is projected to
more than double at 2.1 billion in 2050 (6). Furthermore,
the current number of older adults above the age of 80 is
expected to triple by 2050 and reach seven times its value in
2100 at 909 million. Specifically, the Lebanese population
aged 60 and older was estimated at 12% in 2017 (6).

The lack of provision of palliative care for older adults
is the initial failure in providing quality care. A study
conducted by Sampson ez /. (7) shed light on this by
reporting a mere 28% of the 81% of deaths in a sample of
chronic dementia patients as having received palliative care
consultations; this was despite the prevalence of chronic
pain and psychiatric symptoms that necessitated specialist
healthcare provision (7). A study conducted on older adult
cancer patients in Sweden showed that younger patients
were more likely to receive symptom relief, palliative care
consultation, and information about death and disease
prognosis than their older counterparts. Moreover, old age
was found to be a risk factor for poor end of life (EOL)
quality of care (8).

When palliative care is indeed provided, one would have
to examine the quality of this care. For quality care to be
provided, a multidisciplinary team must function together
as a whole and be financially and medically accessible to
the patient. Moreover, communication is a key component
in quality palliative care; transferring patient information
and allowing shared decision making, healthcare providers
listening to patients and the establishment of rapport are
all important elements in the provision of quality palliative
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care. Individualized holistic care, encompassing physical
symptoms, social symptoms, and psychological symptoms,
is also another main staple of quality of care (9). Older
patients receiving palliative care tend to rate the quality
of care provided as poorer compared to their younger
counterparts (10) where a lack of instruction on their
disease status and prognosis, poor nursing supervision, and
poor healthcare provider communication were reported as
the main barriers to a good quality of care (11). Moreover, a
study addressing palliative care among older adults showed
that the quality of care provided was found to be poor as
evidenced by a lack of understanding of their condition (12).

This was further established in a study comparing the
quality of palliative care received at home, in the hospice and
in the hospital. de Boer er al. (13) reported that the quality
of hospital care had the lowest rating from family members
and home care appeared to be the most favorable. Moreover,
poor communication within teams was reported as the
biggest barrier to quality in-hospital palliative care (14) with
a striking 29.8% of family members of older adult in-patients
in the United States reporting poor communication with
clinicians (15).

Similarly, more than half of registered nurses (55.2%)
perceived the quality of care provided to EOL patients in
the hospital to be poor and identified aggressive treatment
as a main factor (16). Other common barriers to quality
palliative care were found to be: lack of educated young
nurses, lack of communication between providers and
family, poor symptom management, staff shortage and poor
time allocation to patients, lack of privacy, family denial,
lack of support from the organization, and an uncertain
prognosis. In contrast, the best facilitators to improving the
quality of care were ample time to prepare for death and
healthcare providers who communicated and supported
the patients and their families. A need for educating young
nurses in specialized care and communication skills was
identified alongside the need for religious experts (16).

Spirituality and religion are at the core of palliative care
and tend to affect people’s beliefs about health, illness, and
death. Religious involvement plays a key role in decreasing
symptoms of depression and anxiety among older adults
hence lessening the impact of both symptoms on their
QoL (17). Moreover, hospitalized older adults reported
religious counseling as an important factor in EOL
decisions; moreover, they identified religion as playing a
key factor in major issues such as withdrawal of care and life
and death decisions (18). In Lebanon, cultural sensitivity
regarding religion is vital, especially when dealing with
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end-of-life issues, since most Lebanese, regardless of their
religion, consider God as powerful, capable, the ultimate
determinant, and the source of miracles (19).

Geriatric patients have expressed their need for family
support to improve on their quality of care (11) making
it alarming that increasing age is directly proportional
to dying alone with older adults being four times more
likely to die without the presence of a family member
than younger ones (8). Social support is protective of
positive health behaviors, and positive marital and familial
relationships could give patients strength in having a
shared decision maker regarding their situation. Moreover,
a healthy family environment decreases levels of stress at
the EOL and hence would improve patient perception on
care quality (20). In addition, adequate social support is
associated with caregivers of chronically ill patients having
less financial difficulty in meeting basic expenses for items
such as food and clothing (21). Therefore, it is important
to take the family members and caregivers of chronically ill
patients into consideration when planning and providing
optimal quality of care.

In conclusion, older adults seem to be recipients of poor
palliative care quality. Adequate clinician communication,
familial support, and religious/spiritual support are
identified as main factors in providing good quality of
care. The purpose of this study is to evaluate the quality
of palliative care among Lebanese hospitalized older
adults aged 65 and above. This will raise the awareness of
healthcare professionals, policy-makers, and the public on
the need for palliative care services and their impact on the
QoL of older adults, and as such will prepare the ground for
policy change regarding palliative care at the national level.

Methods
Study design, setting & sample

The study design was cross-sectional with data collection
occurring over a period of 2 years from 2015 to 2017.
Hospitalized Lebanese older adults, 65 years and above,
were recruited from three major medical centers in
Lebanon. Further inclusion criteria included actually
residing in Lebanon and needing basic palliative care. This
care would be provided by geriatricians with palliative
care experience at the time of data collection. Eligibility
for inclusion was standardized by screening for altered
cognition and palliative care need using the Mini-Mental
State Examination (MMSE) (22) and Necesidades Paliativas
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Centro Colaborador de la Organizacion Mundial de la Salud-
Institut Catala d’Oncologia (NECPAL CCOMS-ICO) tools
respectively (23). Candidates receiving a cut off score of 24
on the MMSE were found to be cognitively challenged and
hence excluded from the study. This exclusion criterion was
based on the self-reporting nature of the data collection tool.
Another exclusion criterion, due to special population status,
was patients who were actively dying.

The power calculation was done for the main study,
which addressed the relationship between quality of life,
symptom prevalence, and quality of care. A multiple linear
regression including eight predictors and a moderate effect
size of R’=0.13 was used to calculate sample size. The needed
sample size was identified at 109 with a set power of 80%
and an alpha of 5%. However, a larger sample size of 200
was suggested due to the intention to stratify based on age
and gender (24). Participants were recruited into the study
by key physicians in the three medical centers to obtain a
convenience sample (N=203). When the physicians knew of
a patient at their institution who would fit the criteria of the
study, they informed them about the study. Only three of
those approached refused participation due to poor health.
Informed consent was obtained from participants by trained
research assistants even before screening for eligibility.
Then face-to-face interviews were performed by the
research assistants who then filled the questionnaires. The
Institutional Review Board (IRB) of the three medical centers
involved and of the university where the study took place
approved the study and all the investigators and research
assistants involved were CITT certified.

Instruments

The end-points of the study are: the quality of palliative care
in terms of median reported access to care, patient-clinician
relationship, and clinician-clinician communication; the
median reported spirituality/religiousness of patients
and their sense of purpose; median reported patient
relationships including friendships and social support; the
median reported financial hardship during the illness; and
QoL score.

Quality of care was measured using 20 selected items
from the original survey of the Needs at the End of life
Screening Tool (NEST) and the final 13 item tool (25,26).
The authors were given permission to translate the chosen
items to Arabic and then utilize them. The different
domains of this tool have demonstrated adequate content
and construct validity. Moreover, internal reliability was
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found to be good with Cronbach’s o coefficients ranging
from 0.64 to 0.86 (25). The interview included questions
covering financial burden (3 items), medical care (8 items),
spirituality (5 items) and relationships (4 items). Questions
were answered on a Likert scale with a range of 1-10.
High scores on the financial burden and relationship scale
indicated higher financial difficulties and better social
relationships. The quality of care section included the 8
items pertaining to medical care in addition to two items
from the relationships section. These items are: “You
feel that your doctor/nurse listens to what you have to
say about your illness or medical treatment” and “You
have difficulty telling the doctor/nurse how you feel”.
Three sub-categories were then formed: access to care,
patient-clinician communication and clinician-clinician
communication. High scores on all the items in the three
categories, except two, indicated agreement with the
question. The two exceptional items were: “How much
do you feel your doctors and nurses respect you as an
individual?” and “How clear is the information from the
medical team about what to expect regarding your illness?”;
a score of 1 meant “completely” and a score of 10 “not at
all” hence higher scores indicated poorer outcomes.

Spirituality and religiousness high scores were indicative
of strong agreement with the brought forth concept except
one item: “How much does religious belief or spiritual life
contribute to your sense of purpose?” A score of 1 meant “a
great deal” and a score of 10 meant “not at all”, hence high
scores represented poor outcomes.

QoL was measured using he European Organization for
Research & Treatment of Cancer (EORTC-QLQ C-30)
tool. The Global Health Status sub-scale was the measure
adopted from this tool; it included 2 items: overall quality
of health as perceived by the patient and QoL measured
on a 7-point Likert scale (1, very poor; 7, excellent) (27).
The Arabic version of the EORTC displayed good validity.
Internal reliability was also good with six out of nine
subscales displaying Cronbach’s alpha coefficients greater
than 0.70 (28).

Sample characteristics included socio-demographic
variables (age, educational status, and marital status).
Different subgroups of educational status and marital status
were clustered in two groups each and these were used in
data analysis.

Statistical analysis

Descriptive statistics including means, standard deviations
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and frequencies were used to summarize the characteristics
of the study sample. Quality of care (access to care,
patient-clinician relationship, and clinician-clinician
communication), spirituality/religiousness, patients’
relationships and the degree of financial hardship during
the illness were summarized by means, medians, standard
deviations and ranges of relevant items in the corresponding
instruments.

Results
Sample characteristics

The background characteristics of the 203 participants are
as follows: mean age of the sample was 78.61 (SD=7.73)
with the majority being males (59%) and married (68%).
Patients with elementary education versus those above
elementary education were distributed almost equally at
51% and 49% respectively. Low QoL scores were apparent
at 35.43/100 (SD=23.45).

Quality of palliative care

As displayed in Table 1, patients reported easy access
to care expressed by low median item scores ranging
from the lowest 1.0 pertaining to lack of a problematic
doctor choice to the highest 2.0 for ease of securing a
hospital bed. In patient-clinician communication patients
reported feeling a lack of respect as individuals from their
doctors and nurses with a high median of 9.0. Difficulty
expressing their feelings to their healthcare providers had
an average median of 5.0. The rest of the items indicated
good communication ranging from a median of 7.0 for
participation in care decisions to 9.0 for the degree to which
care providers listened to what patients had to say. Finally,
clinician-clinician communication had a mixed presentation
with a high median of 8.0 indicating a lack of clarity in the
information presented by healthcare providers to patients
pertaining to their illness. On the other hand, patients
felt that doctors coordinated well with other healthcare
providers regarding their illness with a median score of 8.0.

Spirituality/religiousness

Table 2 displayed that patients considered themselves to be
highly religious or spiritual with a median score of 9.0. In
contrast, religious belief or spiritual life did not contribute
much to their sense of purpose with an equally high median
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Table 1 Description of the quality of care in the study sample (N=203)
ltems measuring quality of care Mean Median SD Range
Access to care
How much trouble do you have getting the medical care you need? 2.99 2.00 2.354 1-10
How much trouble do you have in securing a hospital bed? 3.35 2.00 2.693 1-10
How much of a problem you had with the choice of doctors or health professionals 2.47 1.00 1.980 1-10
available to you?
Patient-clinician relationship
How much do you feel your doctors and nurses respect you as an individual ?* 8.64 9.00 1.722 1-10
How many times do you feel you are able to participate in decisions about your care? 6.71 7.00 2.852 1-10
You feel that your doctor builds a good follow up system with you. 7.97 8.00 2.075 1-10
You feel that your doctor/nurse listens to what you have to say about your illness or 7.99 9.00 2.168 1-10
medical treatment.
You have difficulty telling the doctor/nurse about how you feel. 5.00 5.00 3.283 1-10
Clinician-clinician relationship
How clear is the information from the medical team about what to expect regarding your 7.49 8.00 2.632 1-10
illness?*
You feel that your doctor coordinates with other healthcare providers regarding your 7.79 8.00 2.257 1-10
condition.
All items have a possible range of 1-10. *, scores of 10 indicate ‘not at all’ and 1 “Completely”.
Table 2 Spirituality and religiousness
ltems measuring spirituality and religiousness Mean Median SD Range
How much does this illness seem senseless and meaningless? 3.65 3.00 2.782 1-10
How religious or spiritual do you consider yourself to be? 7.69 9.00 2.809 1-10
How much does religious belief or your spiritual life contribute to your sense of purpose?* 7.67 9.00 2.907 1-10
Since your illness, have you become more spiritual or religious? 6.46 7.00 3.391 1-10
You feel you can make something good come from this illness. 3.61 3.00 2.841 1-10

All items have a possible range of 1-10. *, scores of 10 indicate ‘not at all’ and 1 ‘a great deal’.

score of 9.0. The patients did not feel that their illness was
senseless and meaningless (median =3.0), however, they did
not feel that they could make anything good come from
their illness with a low median score of 3.0. Patients were
inclined to becoming more religious or spiritual after their
illness with a median score of 7.0.

Relationships & financial bardships

Table 3 presented information indicating an above average
social support system for the patients with median scores

© Annals of Palliative Medicine. All rights reserved.

of 7.0 for both the items pertaining to having someone to
enjoy time with and to having a confidant available. There
appeared to be minimal financial hardships with low median
scores of 3.0 for having difficulties in acquiring insurance
for health coverage and having to miss work due to illness.
A median score of 5.0 was apparent for the item pertaining
to financial hardship incurred on the family due to illness.

Discussion

Our study brought forth novel information about the
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Table 3 Relationships, social support and financial hardships

ltems measuring relationships, sWocial support and financial hardships Mean  Median SD Range
Relationships
How often is there someone to confide in or talk to about your problems? 6.91 7.00 2998 1-10

How often is there someone to have a good time with?

Financial hardships

6.80 7.00 2.989 1-10

How much of a financial hardship is your illness for you and your family? 4.69 5.00 2942 1-10
How much of a problem you had getting your health insurance plan to cover your treatment? 3.34 3.00 2.511 1-10
How often do you have to miss work or cut back on work due to your illness? 4.58 3.00 3.931 1-10

All items have a possible range of 1-10.

perspective of older adults on the quality of care that they
receive. Main findings in our study as perceived by patients
were: ease of access to medical care, a lack of respect from
clinicians, and poor communication of disease related
information. No financial hardships were found in this
study sample and social support and relationships were
perceived to be favorably present. Spirituality appeared to
increase after the diagnosis of disease.

It was noticeable that an ease of access to medical care
and low financial difficulties were reported comparable to
a study on Lebanese pediatric oncology patients and their
parents where good quality medical care was identified (29).
A study performed in the United States on Medicare
geriatric patients showed that poverty and a lack of
insurance were directly related to poor access to medical
care (30). This leads the authors to believe that having
low financial hardships must have facilitated the access
to medical care for this study’s sample of palliative care
patients. We would therefore recommend that insurance
coverage for palliative care patients be maintained.

Patients felt a lack of respect as individuals from clinicians
with a high item median score of 9/10 but they did feel like
they were able to participate in their care plan. Unclear
information from clinicians to patients regarding their
illness was reported with a median of 8/10. Similarly, 29.8%
of family members of older adult in-patients in the United
States reported poor communication with clinicians (15).
A model called “The Palliative and Therapeutic
Harmonization (PATH)” was introduced to guide medical
and surgical decision-making in frail older adults in Canada
and it was concluded that palliative care programs tailored
to fit the needs of frail older adults help improve the care
offered to them by guiding them and their caregivers to
make sound decisions. This would ultimately spare them
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from unnecessary suffering caused by futile and aggressive
measures (31). Patients in our study felt that clinicians
coordinated well amongst each other regarding the patients’
illness unlike other studies where a lack of good clinician
coordination was identified as a main barrier to good quality
of care (14,16). The authors recommend the introduction
of continuous communication skills training for healthcare
providers into palliative care models; this could improve on
the lack of respect and poor information-sharing apparent
in this sample.

The patients in our sample were found to be religious/
spiritual at baseline. They felt that their illness had some
sort of purpose however they did not feel that they could
make anything good come out of it. Overall, our patients
felt that they had become even more religious/spiritual
after their illness. Ultimately, geriatric patients have been
found to value spiritual care and have identified a highly
important need to be respected as an individual. Moreover,
the presence of spiritual suffering could significantly impact
patient and family QoL and is a critical aspect to avoid
when aiming for good palliative care delivery (32). It is
therefore recommended that spiritual care be integrated in
the patients’ overall plan of care to avoid spiritual suffering
and to ensure the delivery of quality palliative care and
improve QoL. Hence, the use of religious leaders could be
a highly important aspect, given the important role they
have been found to play in decision making in hospitalized
palliative care patients (18).

Our sample had a moderate to good support system with
patients reporting having someone to talk to (median =7.0)
and have a good time with (median =7.0) most of the time.
This is somewhat better than what another study reported
about older adults being four times more likely to die alone
than their younger counterparts (8). Older adults have
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reported their wishes to have good social support. This
leads the authors to recommend the integration of family
members into the patients’ care to strengthen the quality of
that care (11).

Conclusions

Overall, care provided by a comprehensive and well-
coordinated team improves QoL and satisfaction with
care. For quality palliative care to be provided, certain
aspects need to be present at the three levels: first, at the
macro-level, a supportive policy and environment for
quality palliative care needs to be ensured. Second, at the
meso-level, multidisciplinary team resources and proper
disease assessment and prognosis allocation need to be
implemented (14). Finally, at the micro-level, effective
communication, proper staff training, emotional, spiritual,
and social support, and personalized care need to be
provided (14).
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