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ABSTRACT

Assessment of Knowledge, Attitude, Practice and
Barriers toward Palliative Care among Pediatric
Oncology Health Care Providers in Southern

Philippines

BACKGROUND:

Palliative care in th@hilippines is categorized as ®&se on the classification of
Global Atlas of Palliative Care and End of Lifeonsidered to have localised
hospice care provisip However,insufficient education and awareness toward
palliative care among medical professils are accounteds the biggest
challenges for the health care providers and for their patiemsaccessibility to
palliative care is inadequate in southern Philippifié® stigma toward palliative
care is one of the major barriers for reaching out to palliative care, especially

among the pediatric oncology patients.

STUDY OBJECTIVES:

The purpose of this studytis assess the level of knowledge, attitude and practice
of oncology health care providers towards pediatric palliative cartoatisicover
other factors that limits the pediatric oncology patients to receive pediatric
palliative careLastly, identify the barriers in providing pediatric palliative care by

thecancer centers to the pediatric oncology patients.



METHODS:

Institution basedrosssectional study desigmasused to carry out the study to the
515 pediatric oncology health care providenich were consisted 0102
oncology doctors, Zobmedicaloncologynurses and ¥5oncologyallied health
workers The study participants were selected usiagstematic random sampling
method to the 13 tertiary care hospitals that offers pediatric oncokitigitive
careat southern Philippinesddopted andstructured questionnaire was circulated
to assess the Knowledge, Attitude and Practice (KABgdfatric oncology health
care providers antb evaluatethe factors such as barriens providing palliative
care and hinders in providing palliatieare. Thedata was entered, cleaned and
analyzed using excel and SPSS version 19.0 software. Tisgudnie test was
employed to assess the association between variablesalug of less than 0.05

was considered as statistically significant.

RESULTS:

From thetotal of 515 pediatric oncology health care provideedectedresponse
rate of 97.4% (n = 500)ere registered. Among the respondents 287(57.4%) had
insufficient knowledgeand 259 (58.1%) had favorable attitude towards palliative
care. In contrast, thevel of practice showed that the majority 384 (76.8%) of
pediatric oncology health care providenad inappropriate practicéowards

palliative care. Results showed tha@#®to 99% ofpediatric oncology health care



providersbelieved that the inadequate research evidence base to guide and measure
the quality of life and lack of staff training jmediatricpalliative care were the

major barriers in providing palliative care by the cancer centers to the pediatric
oncology patiets. And 100%pediatric oncology health care providef§irmed

that the ignorance and lack of awareness about the existing program and resources
of palliative care were the major factors that limits the pediatric oncology patients

to receive pediatric paditive care insouthern Philippines

CONCLUSION:

The pediatric oncology health care providdnrad inappropriatetraining and
knowledge aspect of practice, but their attitude towards palliative care was
favorable Majority of the participants identifiethadequate research evidence
base to guide and measure the quality of care was the main barriers of pediatric
oncology health care to provide palliative care. Also, lack of awareness about the
existing programs and resources have been perceived by thé&ipexiaology

health care providers as the major factors that hinders pediatric oncology patients
to receive palliative care. Therefore, findings from this study showed us vital
information to develop national pediatric oncology palliative care program by
incorporating to the Department of Health and International Palliative Care
Support through Continuing Professional Development to promote regular
trainings to pediatric oncology health care providers and to advocate national

campaign for palliative care the target population.
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1.Introduction

1.1 Palliative Care and Pediatric Cancer Burden

Palliative careaims to improve quality of life through prevention,
early identification and relief of physical (including pain), psychological,
psychosocial and spiritual suffering anddmtimizingindependent function
[1] . It is an approach that improves the quality of life of patients and their
families facing the problems associated with-tieeatening illness through
the prevention and relief of suffering by means of eatbntification,
impeccable assessment and treatment of pain and other problems like
physical, psychosocial and spiritdid] . It is also a specialized medical care
given topediatriccancer patients living with serious illness to improve
their quality of life.

According to the International Agency for Research on Cancer
(I ARC), Asia has the worl dds highest
half of all cancer deaths worldwide occur in this region and almogtign
new cases were diagnosed in 2012, the last year for which contiitknt
data is available, and the rate is rising. Many of these patients will require
palliative care at some point, but very few wékteiveit. And as identified

by WHO, an estirated 6.3 million children under the age of 15 years died



in 2017. 5.4 million of them were under the age of 5 and 2.5 million of those
children died within the first month of life. This translates into 15, 000
underfive deaths per day. That is why the dard for the use of palliative
care and hospice has grown rapidly in the past two decades for both child
anda d u popudason.

In addition, upon identifying the burden and demand for health,
there is an existing issue about providing quality health care, especially in
palliative care. Several factors may account for the underutilization of
hospice care, including confusion about terminolagigperception about
its intent and scope, concerns about cost and insurance coverage, and
potential mistrust because of perceived economic mofBlesA lack of
physician comfort with endf-life conversations, including the fear of

depriving patients of hope, mkalso create a barrier to hospice referrals.

1.2 The Needs of Palliative Care for Children

Children with lifelimiting illnesses often lack access to hospice care
at home or in a dedicated facility when they reach the end of theifljves
Researchers have found that only 60% of pediatric oncology institutions
offer hospice care, and as few as 40% of hospice and home health agencies
provide hospice care for childrdB] .Additionally, hospice care is seldom

used by children with fie-limiting illnesses and their families. In a white



paper produced by t he Chil drenods
Palliative/Hospice Services (ChiPPs) for the National Hospice and
Palliative Care Organization (NHPCO), experts in the field of pediatric,
endof-life care reported that less than 10% of the approximately 54,000
children dying annually receive hospice cabghers have drawn similar
conclusions in studies of children with cancer and acquired immune
deficiency syndrome (AIDSE].

The rate of childrenbs hospice ca
the need. For example, infants have the highest mortality of any pediatric
age group but use hospice services the IggstChildren who do use
hospice care are often admitted late in their disease trajectory and hdve sho
lengths of stays, typically ranging from 1 day to 4 mo@&halthough
families may choose to forgo hospice care for personal reasons, this
evidence 8ggests a critical problem in access to hospice care for children

and their families.

1.3 Palliative Care in the Philippines

The main concepts to consider in understanding the Filipino
perspective on death and dying include cultural values and beliefs related to
religion, family, and interpersonal harmony. Religion holds a central place

in the life of Filipinos[9] .The Philippines is a predominantly Christian



nation, with Roman Catholics making up around 81% of the population

[10] .Miranda and colleagudsund that deeply religious Filipinos tended

to attribute illness to reasons of God or aher power[ll]. The
predomi nant bel i ef i n the causes of
though individuals also believed in personal responsibility.

In the late 1980¢he movement toward palliative care and hospice
care services in the Philippines beglm patients with cancgr2] .
Malignant neoplasms are ranked as the third most common cause of
mortality for Filipinos, after diseases of the heart and diseases of the
vascular systeft3] .Today, hospice care services are aldéd for
terminally ill cancer patients, patients with other-lifieeatening illnesses,
and their familiegL4]. Palliative care concepts and principles are part of the
curriculum in major medical and nursing schools in the Philippines, and
palliative care training program are ieked to health providers and
volunteerq15].

The family is the basic social and economic unit of Filipino kinship.
Although family is important in many cultures, the central role that the
family plays in the lies of its members in the Philippines is unusually
significant, with family being rated the most important source of happiness
[16] .In timesof illness, the extended family provides support and assistance

[9] .Important values that might affect interactions between providers and



patients and families in the context of terminal illness include a strong
respect for elders, a strong reliance on family decision makers in case of
illness, and strong expectations of care by the family.

Published literature on palliative care and dignified dying in the
Philippines is limited. Laurente and colleagues explonedphenomenon
of death and dying as experienced by adult terminal cancer patients in the
Philippines and their family caregivers and nurses. The nurses perceived
patients with terminal cancer to be in a state of helplessness and
powerlessness. The patieatsd family caregivers identified two important
aspects of a peaceful death: first, the presence of family support and
acceptance of the burden of the patient and, second, belief in God and dying
as a time to surrender self. Interventions used to promgiéidd dying
for patients in the Philippines have been identified through interviews with
patients[12]. Health care provideinterventions identified by the patients
included ensuring comfort, safety, and privacy; providing therapeutic touch;
allowing prayer and religious music as desired; maiirtg a quiet, wel
ventilated, and pleasastnelling environment; and staying with the patient.
In focus group discussioniealth care providestated that human dignity
is maintained when a patientés physi
are metand when the patient is comfortable and clean; is able to participate

in making significant decisions regarding the management of his or her



illness; can focus on unfinished business; has loved ones attending to his or
her needs; can openly express congeptans, and wishes; has good and
healthy family relationships; is at peace with God; and maintains quality of

life [17].

1.3.1 The Philippine Palliative Care History

Ine ar | y,tHe®PBilPpnghysician Societproke new
ideasto create amnovationfor the management of paifrom the
mid-1990sonwards, palliative care in the country was enlarged by
NGOs and the private sect@everahospice care facilities opened
during this period. Govement support for palliative care for the
poor is through the Philippine Charity Sweepstakes Office (PCSO),
which covers the cost of patient hospitalization and the
establishment of free medical and dental missions in depressed areas

(Figure 1)



Year DevelopmerEvents

1980 Important innovations were undertaken by Filipino doctors
interested in the management of pain.

1989 Led to pain management being included in the Philippine Cance
Control Program and morphine becoming available in accredite
government hospitals

1990 Pain relief incorporated to government cancer control pro¢fPain
Society of the Philippines

1991 Philippine Cancer Society establish the home care programmed
indigent, terminally ill patient

2004 National Hospice anBalliative Care Council of the Philippines
(NHPCCP}) under the auspices of the Philippine Cancer Society
with 16 founding organizations and 81 individual members.

2008 98 organizations provide hospice and palliative care
Philippine National Cancer ContrBrogram

2016 Aruga sa Batang may Cancer (ABC)

(First and only organization that

Figure.1l History of Pal



1.3.2 The Philippine National Cancer Control Program

The Philippine Cancer Control Program (PCCP), which
started in 2008 is an integrated approach utilizing primary,
secondary and tertiary prevention in different regions of the country
at both hospital and community levels. The goal is to establish and
maintain a system that integrates scientific progress and its practical
applications into a comprehensive program that will reduce cancer
morbidity and mortality in the Philippines. The six pillars of the
PCCP are: 1) epidemiology and research; 2) publicnmition and
health education; 3) prevention and early detection; 4) treatment; 5)
training; and 6) pain religfi.8].

Unfortunately, hardly is there any strategy directed
specifically for childhood cancer. The PCCP is primarily focused
on the top adult cancer sites whosajon causes are known (where
action can therefore be taken for primary prevention), such as
cancers of the lung/larynx (argmoking campaigns), liver
(vaccination against hepatitis B virus), cervix (safe sex), and
colon/rectum/stomach (healthy di¢f)8]. No strategy forearly
detection of childhood cancer had been included in the national
program, nor are there plans on how effective treatment in children

could be implemented.



This is probably because of the unfortunate notion that
childhood cancer is a small proportiofthe total data and therefore
considered unimportarit a notion that is no longer tenable when
viewed within the broader global context, and in how the disease
affects the whole family in terms of major psychosocial disruptions,
the broader economic isssl of the disease, the prevailing human
rights which should be accorded to children with this tragic malady,
and the potentially high cure rates of cancer in children than in adults.
In 1996, the Asian Development Bank (ADB) working with the
Department oHealth (DOH) undertook the Philippine Adult Health
Project, which assessed prevention and control efforts for cancer in
the Philippine$19]. The audit confirmed that mortality from cancer
had increased substantially over time and was likely to continue
increasing. Significant shortcomings in six areas were identified: 1)
existing data and data gaps; 2) programmatiorts, gaps and
problems; 3) medical education; 4) policy issues; 5) treatment
guidelines and problems; and 6) quality control of testing and
screening servicdg0].

Recommendations were made for each of these areas with an
urgent call for immediate implementation of all of the

recommendations within five years. Effectively and efficiently



implemented, these recommendations could prevent the huge toll of
premature deh, disability and costs from cancer that will otherwise
be forthcoming18]. Disappointingly, no significant changes have
occurred in these areas. Whatever activities that were
implemented did not curb the advance of cancer in the country, or at

the most was only succdsl in few places mainly in Metro Manila.

1.3.3 Cancer Pain Relief Program in the Philippines

It is estimated that 3®0% of cancer patients in all stages of
the disease will experience pain and 987 with advanced disease
will have significant pain, buonly a fraction of these patients
receives adequate treatment. In a study on cancer pain among
Filipino patients, 73% had pain related to their disease, 60% of
which was persisterf21].

The DOH PCCP identified cancer pain relief as a priority
activity in 1989. It was the first activity that led the way to the
Outreach Patient Services (the HospiteHome Concept),
pioneered by the Philippine Cancer Society. It primarily implements
the WHO analgesic ladder, in a modified way cutting the ladder

down to twosteps.

10



1.4 Pediatric Cancer in the Philippines

The country is densely populated, and the average life expectancy
of its population is 68 years. Children under 15 account for 36% of the
population. Child mortality is moderately high, and a relatively high
proportion of younger children are under the recommended weight
standardq22]. As a rule the incidence (risk) of cancer increases with
increasing agdn 2002Childhood Cancer (04 years) comprised only 3.5%
of all cancer cases, and a tenth of the cases that ocannmt) person85
years and older. The aggpecific rate among children is about 1% of the
rate among persons afje 65 years and older.

Cancer incidence data for the country are derived from two
populationbased cancer registries: Rizal and Majf8{, which both cover
about 14% of the childhood population. The crude rate for childhood
cancer in the Philippines is 103 annual new cases per million children,
which allows prediction of a minimum of 3,500 new cases of childhood
cancer[23]. This is the equivalent of almost 10 children who will be
diagnosed with cancer each day.

Leukemia accounted for almost 50% of the total incidence of
childhood cancer in the Philippines. Lymphoma appeared unusually low
(<10%), but in agreement with other registries in Southeast Asia (7). Certain

features are similar to those in other Asian populations (i.e. low incidence

11



of Wil msd tumor, Hodgkinds di sease a
relatively high incidence ratefor retinoblastoma, and low rates for
neuroblastomaand ngto d g ki n 6 s[171 y mp h o ma

TheNCR hosts 15% of the population and has the highest services
presen{24].These include 168 secondary and tertiary hospitals, 43 primary
hospitals, 32 @H outpatient clinics and scores of private clinics. There
are nine radiotherapgenters three of them in government hospitals.

There is no government meer institute, but there are two comprehensive
oncol ogy departments and three <chil.d
private. In 1998, 7 out of 13 pediatric surgeons, and 6 out of 9 pediatric
oncologists in the Philippines were in Metro Marj2a]

Unfortunately, in the Philipines, although mulHilisciplinary
management is available and could potentially cure 80% of cases, only
about 10% to 20% actually attains letegm survival26] .In our experience
for many years, twahirds of patients are in advanced stages of their cancer
at the time of diagnosis. This is because childhood cancer in the Philippines

is not detected early enough for cure to be possible.

12



1.5 Pediatric palliative care in the Philippinesand its barrier

Barriersto effective management and palliative care of childhood
cancer in the Philippines are the following: 1) subtle signs are not
recognized promptly by frontline physicians at the primary levels of care; 2)
patients and/or parents delay medical consultationwhen diagnosed will
not opt for treatment, and; 3) for those who seek medical attention, there is
no appropriate cancer treatment facility in the locality, or the parents do not
know where to go to seek treatment. Due to financial reasons, thosgavho
positively diagnosed to have cancer are not treated adequately with only one
in five patients receiving gold standard treatment, mostly as paying patients
[26].Thus, formost pediatric patients with cancer in the Philippines, no
treatment is given, or gants are initially treated but end up abandoning the
treatment due to: 1) geographic inequity with cancer treatment facilities
heavily concentrated in major cities, far and inaccessible to many patients,
and 2) economic inequity when the majority cannffbrd the costly
treatment. There is a huge gap between the rich and the poorer patients.
The cost of chemotherapy drugs and other supportive medicines remains the
main barrier for the poorer service patients.

Three main reasons can account for thesenalisobservations.

First, twothirds of patients come to medical attention when the disease has

reached an advanced stage such that a cure is no [mxgile orequire

13



very aggressive and expensive treatments that are available only in hospitals
in cities. Secondyften families will opt not to undergo further treatment,

or to receive palliative or supportive care for their patients due to financial
constraints. And third, out of the 20% to 30% of children diagnosed at an
early stage, a significapercentage (80%) are unable to continue foligw

visits or hospitalizatioffi26].

The pediatriconcologists, numbering only abobB89 all over the
country, as well as a greater numbethemmatologistsare fully aware of
these conditions facing Filipino casrc victims under their care.
Hopelessness usually prevails in many affected families. Additionally,
stakeholders are not effectively mobilized to ensure that strategies to control
childhood cancer are targeted at those who are most in need, and major
stakénolder groups were not considered in the development of effective
cancer control strategies. This includes encouraging and pushing
government to implement measures addressing issues of inequities of and
poor access to cancer cafFgom the recent study &thilippineschildren
cancer statistics, it depicts that in framework shown in Figure 2 the degree
to which access to care is achieved depends on the gravity of the barriers
encountered by patients in trying to access health services in hospitals.
Targets for interventionsherefore must consider variables that address

dismantlingthese barriers to healttare accesR7]

14



Figure 2: Theoretical model of childhood cancer health care
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Figure.2 Theoretical model o

1.6 Training program for pediatric oncology health care

provider

Prior to the 1990s, the care of children with cancer in the Philippines
was provided by medical oncologists @mematologistgnainly trained in
adult patients. Childhood cancer can only be diagnosed accurately and
treated effectively in three major citiadhere the specialists and facilities
are available. Pediatricianswho wanted exposure and experience in

cancer chemotherapy and management enter aydao adult medical
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oncology trainingprogramwhich started to accept them in 1986 at the
University of the PhilippinédPhilippine General Hospital (WPGH).

The development in the Philippines pédiatric oncology as a
distinct subspecialty ipediatricsaccelerated in the early 1990s with the
retun to the country of three paediatricians who trainedpédliatric
hematologyoncology in advancedentersabroad (i.e. US National Cancer
Il nstitute, the Childrends Hospital
Hospital in Sydney, Australia). These thigediatric oncologists, together
with two pioneering senigrediatriciansvho trained in the United States in
the 1970s, provided clinical services to patients organized around-a post
residency trainingprogram A threeyear clinical fellowshigorogramin
pedatric hematologyoncology started at the WPGH in 1991, followed
by the PCMC in 1992. Since then, both training hospitals produced 39
graduates to date, and many of them are now practicing in the provinces
outside Metro Manila.

At PCMC, chemotherapy prader training courses for nurses
started in 2006 and had trained a total of 1,691 nurses so far. This became
the impetus for PCMC to later develop a tyear nurse residency in general
pediatricsand a ongyear nurse clinical specializationpediatriconcology
nursing, which was implemented in 2013 with the approval of the training

progamby t he Philippine Professional R €

16



Nursing.  Graduates were certified by PCMC as nurse specialists.
Likewise, PCMC amended the trainingrgaulum of its professional
subspecialty societgiccredited residency trainingrogram in pediatric
pathology pediatricsurgery angbediatricradiology to include and integrate
the basic concepts pediatriconcology for their graduates to be an effeeti
member of the multidisciplinary cancer treatment team.

In the second half of 2012, PCMC and MCM started training and
accreditation of nurses as certified chemotherapy providers in all
coll aborating hospitals in the NCPA
package, backo-back with training on the storage, safe handling and
preparation, and disposal of chemotherapy drugs for clinical pharmacists.
These were identified as the immediate training needs, while PCMC is
conducting an assessment of baseline capabilin those hospitals in
pathology tumorsurgery, imaging studies and radiotherapy to become the
planning basis for the next training steps. Discussions are ongoing on the
determination of baseline infrastructure and equipment, which could be the
basis for proposal to @H on hospital facility upgrades, particularly
government hospitals where majority of poorer patients go for consultations
and treatment. Thecurrent trainingprogram provided for an effective

foundation for the developmentpédiatriconcology in the Philippines (18).
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1.7 Study Objectives

The purpose of this to assess the level of knowledge, attitude and
practice of pediatric oncology providers towards pediatric palliative care
and to discover other factors that limits the pediatric oncology patients to
receive pediatric palliative car@nd to, identify thebarriers in providing
pediatric palliative care by the cancer centers to the pediatric oncology

patients.

18



1.8 Research Questions

This study aims to answer the following research questions:
1. What is the level of Knowledge, Attitude and Pract€gediatric
oncologyhealth care providers towardgalliative care in thehospitals
of southern Philippines?
2. What are theerceivedactorsby thepediatriconcologyhealthcare
providerthathinder thepediatric oncology patients to receive palliative
care?
3. What are theperceivedbarriers of the cancer centersproviding

palliative care to thepediatric oncology patien®s

19



1.9 The necessity of this study

The study would bsignificant to the following:

a. The Philippines Department of Health (DOH)particularly the

b.

reginal branch of it inSouthern, Philippines. It will give a
comprehensive information and understanding to the knowledge,
attitude, practice and other associatattdrs of palliative care to the
pediatric oncology patients in the Philippines that may use for
crafting of policies and projects for the development of a more

significant palliative care for pediatric cancer patients.

The health practitioners especially the Doctors, Nurses,
Pharmacies and other allied healthcare workers. They can use the
information to assess their performance and may apply it for the
development of their full potential for pediatric oncology patients

palliative care.

20



c. The hospitals who caters pediatric oncology patients in the
Philippines The scrutiny would be a foundation for the
improvement of knowledge, attitude and practices of their institution
for the advancement of their palliative care to the pediatric cancer

patients.

d. Future Researchers and WritersThis study will benefit future
researches on the subjects about palliative care and pediatric
oncology patients as it provides a description for the assessment of
knowledge, attitude, practices and other associatetbréamf
palliative care to the pediatric oncology patients in the Philippines.

It can also use as baseline data to help other institutions value
awareness on pediatric oncol ogy
contribute to the social, economic, and politicénensions for

development.

21



2 METHODS

2.1Study Design

A descriptive crosssectional survey using selddministered
guestionnaire was usedasusal to carry out the research study to the
respondentsusing a systematic random sampling methddhe
independent variablevas age, gender, educational level, years of
experience, number of cancer patient in their practice within the period
of service. The dependent variables included knowledge, attitudes,

practices, and barriers regarding palliatiaeec
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2.2Study Subject

This study was confined to health care providers working in palliative
care in Government and Nd@bovernment hospitals in southern Philippines.
Of the total number of institutions found in tmegion, only thirteen
hospitals have palliative care services and veelected Figure 3) The
health care providers serving in pediatric palliative oncology ward of the
selected hospitals were recruited to participate the study regardless of their
years of sern¢e. However, health care providers working in the general

ward, surgery ward and sterilization ward were excluded.
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Figure.3 Study Design and
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2.3Study Population

Southern Philippine@~igure 4)is located in the southeastern portion of
the island of Philippines and | ies b

1240200 and 126U350 east longitude.

f-x.&;

and Agusan del Sur; on the
South by the Davao Gula

Celebes Sea; on the East by t
Philippine Sea and on the We:
by the provinces of Bukidnon
North Cotabato and Sulta

Kudarat. It is known as theh4

largest city in the worldndas
of August 1, 2015the tdal Figu re 4 Ma p

showi ng geograph
population was 4,893,318 Southern area
(2015 Census of Population POPCEN 2048h annual growth of 4.36%,
which % of whom fall within children and youthful age grotjpe area
serves as the main trade, commerce, and industry hub of
Philippines.Southern Philippines(is home to Mount Apo, the highest

mountain in the Philippines. The city is also nicknamed the "Durian Capital

of the Philippines. Théarticipants were chosen from 13 hospitétpure
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5) geographically spread in SoutheRhilippines Five of the 13were
tertiary hospital located in Davao City and serving a large
socioeconomically diverse catchment area. Other 3 hospitals were chosen
from Tagum City, in order to ensure geographic distribution. The other 5
hospitals were public hospitals in Panabo, BigdMati and Compostela
Valley. A contact person was designated per hospital to coordinate the
project and assisted thpgincipal investigator to distribute and collect the

guestionnaires.

13 recruited Hospital Bed Capaci

Southern Philippine N2150
San Pedro Hospital 600
Davao Doctors Hospit ab500
Davao Regional Me di c a 1,200
Brokenshire Hospital 400
Davao Medi cal School 750

Tagum Doctors Hospit a300
Ricardo Limso Medi cal 250

Panabo Pol ymedic Hos p 200
Al terado Gener al Ho s p 250
Community Health Dev. 200
Ri vera Medi cal Cent er 300
Mat i Gener al Hospital 250

g
|

Fi ur 5 Sel ected hospitals
Phili

e :
i ppi nes

25



2.4Study Sample size

The sample size determination was based on a power of 80%, alpha of
5%, and a precision (effect size) of 3%, with a baseline proportion of 0.5
(used when the proportion is not known). The calculated sample size was

515.

2.5Development of Questionnaires

TheKnowledge, Attitude and Practices survey is a quantitative method
that provides access to a quantitative and qualitative infornjf28pmhe
knowledge questions were adopted from the Palliative Care knowledge test
(PCKM[29], questons uch as AMorphine is the st
the anal gesic ef hedt Néddjotviat opieoiaps d
i n  man a g weanegnodgiediaccarding to the prevailing context of
health institutions in the Philippines. Questionnaire items relating to attitude
was generated on the basisha# contents of the Frommelt Attitude Toward
Care of the Dying (FATCOD30]. The practice questions were also
adopted from different related studi@k, 32]. Items on perceived barriers
were extracted from the literaty&3], and consist of 3 sections which were
geographical location, hospitalystem, patientsand health staff. The

following is an example of an item relating to perceived barfieask of
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access to hospice ser vwnscaassgoritgscal® ons e

eachquestiorhad a group of answer points, one point was awarded for each
checked answer; blank answers taeko. Checkedems were summed up
to get the most common barriers for health gmovider.

The data collection instruemt included four section. Section one: A
socio demographic variables include (agender, levebf education and
occupatiol. Section two: before priest the attitude was measured through
original FATCOD questionnaires which consist of 10 items howefenr,
pretest the questionnaires were reduced to 5 items because some of the
guestions were difficult to understand and increase bulkiness of the
guestionnaire. The tool has @point Likert Scale. This was used to
represent people's attitude to a togiored on 6 point scale, i.e 1 (Strongly
Disagree), 2 (Slightly Disagrge3 (Disagree , 4 ( Agree) , 5 ( Slightly
Agree) , 6 ( Strongly Agree) . Thus, possible score range was 0 to 30. A
higher score indicates more positive attitude towards PC. Thesttobn
included knowledge questions which came from the Palliative Care
knowledge test (PCKT) using Yes and No answers. A high score indicates
better knowledge. The last section had 12 practical questions which
researchers constructed from guidelines\arobus literatures related to PC

practice.
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The questionnaire was developed by the researchers for the purposes of
the current study and pilot study was conducted by a panel of experts from
National Cancer Cent&sraduate School of Cancer Science &licy,

South Korea and Philippine Review Board Research Ethics which consist
of 5 Physicians (Pediatric Medical Oncology ,and Physician with specialty
from Palliative Care and Hospice ) 10 Nurses and 5 allied health care
workers assigned in the oncologgpédrtment, pediatric ward or palliative
care unit to determine the clarity of questions, effectiveness of
instructions ,completeness of response sets, time required to complete the
guestionnaire and success of data collection technidueslanguage tool

used to validate the questionnaire was English and not translated into local

language since Philippines used English as their secondary lari§dage.
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2.7Data Collection and Quality Control

For simplicity andto account for nomesponse rates, all pediatric
oncology health care providers in the selected hospitals were considered
in the study. A total of ¥5 questionnaires were sent to the contact
persons in each hospif@igure7). The questionnaires were sémthe
contact persons with a cover letter written by the primary investigator
describing the objectives of the study, name of contact person, and the
time frame of two weeks for completing and returning the
guestionnaires. A reminder was sent after tveeks, but due to the low
rate, deadline was extended to one month.

Data collectors received a two dagining on issues concerning the
guestionnairéonthe objective of thetudy,the how of approaching the
participants, how to administer and collect guestionnaire timely was
done). To successfully accomplish this research, the preparation of
appropriate instruments as well as humesourcedjke assistants, were
undeniably vital. Confidentiality of the study participants were kept
during distributon and data collection periods. Above all, ethics, coding,

and entry were maintained throughout the process.
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Pre tested structed questionnaires with items adopted from tools use
studies in SoutiWest, Ethiopia(Temamen,Anbessie,Gizaw,2017),Thailg

)

(Budkaew,Chumworathayi,2013) and Addis Ababa, Ethi
(Kassa,Murugan,et al,2014)
tAf2d ———————» |Lw. tISEMYKQG]
[ 2yGF GUSRROES (K
| 28 LIAGTH T &
Ly d SNk 3 S NIk e
Lol aaAradt y i® N San Pedro Hospital
OLYGSNIBASGHSNI Dovas Regtonal Mediool Center
l’j N\]' A y. }\ y 3 é S O l.:.l E:\”:Zn:ﬂh;:::);‘;::; Foundation Hospital
02t t SOUAZ2YYD e e o
{ OKSRdzft SR F¥2NJ RA&aaSsS)y
6 a It&dz3d dza G ZHAMY 0
LYGSNIBASG YSOKRH P &
PN - D4 oA |/ 2YOBSYASY O
AYUSNIPASBSsEaSOKYRI y y y
i The PI reviewed all datg
collected at the of the dg
51 41 Ay LIz
Figubata collection and
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2.8 Tool of the study

For data collection a seffdministrative questionnaire was developed by
researchers and usedassess
a. Pediatric palliative-demageaphich car
characteristics as regards to their age, gender, education,
occupation
b. Participants knovddge was assessed as follows: epobstion
had a group of answgoints;one point was awarded for each
correct answer; incorrect answers tamo.Correct responses
were summed up to get a total knowledge scores for each
participant. Total score for aljuestions reached 8 grades. The
knowledge scores were classified according to Palliative Care
knowledge test [PCKT] scale int8ufficient knowledge

( 75%) and, ( 75%) is considerebhsufficient knowledge

c. Attitude was assessed usingt@&m Likertscale (ranging

from strongly agree 5 to strongly disagree ,1) . It had 5 item
rating scale with the highest score of 5 for each option and total
possible score was 60. The attitude score were categorized
based a the Frommelt Attitude Toward Care of theibyy

[FATCOD] scale into favorable attitude 60% ) and
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unfavorable Attitude (=50% )

d. Practice was assessed usiegalar scoring scale each
guestions had a group of answer points, one point was awarded
for each checked answer; blank answers took zehecked
items were summed up to get the most common barriers for

health care provider.

2.9 Administration of Questionnaires

The participating pediatric oncology health care provider were directly
approached by visit and appointment. A written informatseat was taken

from them. Six sections of questionnaires including demographic
information, Knowledge, Attitude, Practices, Barriers and Hinders was

administered
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2.10Statistical Analysis

We divided the respondents otlgised ortheir working designation in
four categories, communities, provincial/general hospital and tertiary
hospital/excellence center and others. Data wentered to Excel
spreadsheet. SPSS version 19 was used to perform data arttiydis.
variables weralescibed andexpressed as frequencies, percentages and
further associated in Spearman rank correlatghanalysisvas carried at

the 0.05 significant levels.

2.11Ethical Consideration

This study was approved liye Philippine International Review Board
|/ Cluster Ethics Reviewommittees (Th&CERCs) with a researc@ERC
permit numbeno. P18061401This emphasized with a permission for the
investigator to utilize the targeted hospitals. Approval from pediatric
oncology health care provider were obtain&drst, written informed
consent was obtained prior to the administration of the questionnaire. The
pediatric oncology health care providers were informed of the purpose of
the study, and that they had the right to refuse to participate. Also, the
voluntary nature of participation was stressed as well as confidentiality

Anonymity of the respondents was maintained at all times
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3 RESULTS

3.1Sociodemogaphic characteristics of respondents

Atotal5ahddédmly selected pediatric
recr ui treeds pwianttisiee @ f 1 0f0i%. W eHeew eevxecrl,u d e d
to the incomplete survey information
of B66Sfpontheant were findlulryheomhlm@adeérysd
study popul ation wereoncohmlpgged, ofL0O
(2060)colphgysj ciL&aa (30 %) of Al lied Hea
which were compospgclodl ogh 3 tsgcliOa3dl® %)(
he alwdb hker s, pByslith@a @%) st s m dwdwWo2rfe ( 4 %)
than half 317 (63.4%) of respondent s
bet ween the &ge dgirhoeupquoafl i41cati on ¢
showed (H&2%) 2 h@sd dmeagrtea , 190 & 38 %) I

degreel@ad (@) caladdégabrel evel,
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Tabl eécGether ao g rdaegnthiaac a c todpeids taitnaciod o gy
he alcd he praosoud @Ehrinl i ppi nes

Characteri:c Frequen Percent a
(n=500

Gender

Mal e 183 37
Femal e 317 6 3
Age

2B0 65 13
340 147 29
4350 181 36
>50 107 22

Educati on

Bach®l degr ee 190 38
MasGedegr ee | 210 42
Resi dence Med 12 2
Medi cal speci 72 15
Consul tant me 16 3
Occupation

Medi cal Docto 100 20
Nur s e 250 50
Al lied Health

Physical Ther 38 8
Psychol ogi st 53 11
Soci al Heal t h 39 8
Mi dwi ves 20 4
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3.2Knowledge of pediatric oncologyhealth care provider towards
palliative care

| n getnterhaaen dr e-fli @)Xt ppddi at ri c oncc
healt pr calrader suf fi ci entt hken opwlieldogseo pak
pal |l.i aAimoadve t han two thlkondol 6§%) hedl pli
provider believed that adjuvant ther
and 355 (71%) acknowledged that mor pl
the analgesic effectd60f (082 Yghdei ap ir o ic d
oncol otghy chaeerad provi ders thought that
di fferent from those of acute pain

considered that pain threshold is |o
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TabZknowl edge among

pediatric

oncol ogy

b

Knowl edge statement Correct a P value
n/total%

The phil osophy of pa
compati bl eawgwigresshat Physician81/ 100 81 <0.001
treat ment Nur ses 162/ 25165

AHW 122/ 15181

Tot al 365/ 50173
Adjuvant therapies a Physician86/ 100 86 <0.001
managing pain Nur ses 164/ 25166

AHW 95/ 150 63

Tot al 345/ 50169
Pain threshold is | o Physician67/100 67 0.001
anxiety Nur ses 126/ 25150

AHW 114/ 15176

Tot al 307/ 50161
The provision of pal Physician91/ 100 91 <0.001
emotional detachment Nurses 238/ 25195

AHW 122/ 15195

Tot al 451/ 50190
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Knowl edge statement Correct a P value
/' tot al%

Morphine is the stan Physici 92/ 100 92 <0.001
the analgesic effect Nurses 168/ 25167
AHW 95/ 150 63
Tot al 355/ 50171

Suffering and physic Physici 86/ 100 86 0.001
Nur ses 178/ 25150
AHW 112/ 15149
Tot al 376/ 50175

The extent of the di Physici 96/ 100 96 <0.001
met hod of pain treat Nurses 172/ 25169
AHW 110/ 15167
Tot al 378/ 50176

Mani festations of c¢ch Physici 97/ 100 97 <0.001
from those of acute Nur ses 235/ 25194
AHW 128/ 15185
Tot al 460/ 50192
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3.2.1 Pediatric oncology health care providers 6 | evel

knowledge towards palliative care

Figure 8 indicates the levels of knowledge on palliative care
amongPediatric oncology health care providehs total, more
than half of thepediatric oncology health care providdrad
sufficientknowledge 259 (51.8%pwards palliative careAmong
the respondents, the oncology physician had gneatest
percentage ofsufficient knowledge with fiftyeight (58%),
followed by allied health worker with eighty (53.3%pwards
palliative care to the pediatric oncologatientsln contrast, more
than half of the oncology nurses hiagufficientknowledge 129
(51.6%) on delivering palhtive care to the pediatric oncology
patients.The maximum score was 7 in 8 and mean score was 5.13

with a p value <0.001.
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70

60 58%

51.9% siee 00
50 48.2% 48.4% 46.8%
42%

40
30
20
10

0

Total N=500 Physician N=100  Nurses N=250 AHW N=150

P val ke 0 m Sufficient Knowledge m Insufficient Knowledge

SuffKubwhe(ﬂ?gEe%=total score of the Palliative
InsufKknewlemdg®% total score of the Palliatiyv
Source: Nakazawa et al. (20009)

Figure 8. The level of knowledge among pediatric oncology health car

providers towards palliative care
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3.3 Attitude of pediatric oncology health care provider towards
palliative care

From the study participants 167 (37.4%) were strongly agreed that
pediatric oncology health care provider shouatwbrdinate to the care of
cancer patients at all stages of disease, including the end of life care. One
hundred eightytwo (36.4%) agreed that the medical oncologist is the best
person to coordinate on the palliative care of patients with advanced cancer.
About 199 (39.8%) of pediatric oncology health care provider disagreed that
they should give dying patients an honest answer about their condition. On
the other hand, 187 (324) agreed that the pediatric oncology health care

provider felt emotionally bued out when dealing too many deaths.
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Tab3ttitude

among

pediatric

oncol ogy h

Strongly Slightly Agree Disagree Slightly
Agree

(%)

Agree

(%)

(%)

(%)

Strongly

Disagree Disagree

(%)

(%)

Medical
oncologists
should

coordinate the
care of cancer
patients at all
stages of disease,
including end of
life care

Physician a7
Nurses 27
AHW 26

23
25
33

47
42
35

Do you agree that
the medical
oncologist is the
best person to
coordinate on the
palliative care of
patients with
advanced
cancer?

Physician 41
Nurses 30
AHW 26

14
25
39

44
41
25

11

Do you agree that
Pediatric
Oncology Health
Care provider
should give dying
patients honest
answers about
their condition?

Physician 0
Nurses
AHW

10

35
42
42

16
26
23

38
24
23

Do agree that you
feel emotionally
burned out by
having to deal
with too many
deaths?

Physician 9
Nurses 13
AHW 13

22
34
30

38
35
40

13

18
13
15
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3.3.1 Pediatric oncology health care providers 6 | ev el of
towards palliative care
More than three fourth (78.6%) of the study participants had

favorable attitude towards palliative care (Fig@ye Eighty-five
(85%) of the Oncology physician had the most favorable attitude
towards palliative care among all the pediatric oncology health
care provider. Moreover, two hundred two (80.8%) oncology
nurses had favorable attitude and forty eiglii®.2%) had
unfavorable attitude towards palliativaare. In Allied Health
Worker level of attitude towards palliative care, one hundred six
(70.6%) had favorable attitude while foifiyur (29.3%) had

unfavorable attitude towards palliative care.
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85%
80.8%
78.6% °
21.%% 19 %
| 15%
Total N=500 Physician N=100 Nurses N=250
P value=0.001 m Favorable Attitude m Unfavorable Attitude

I 29.3%

70.6%

AHW N=150

Favorabl%(’BdeotfittwdealFsommelbfAth'etude TPAVTaGRID sCa
Unfavorabdi®@®afttotutdbeFsoomel 6f Athetude TAWaGADsC
SourFocemmel t, 1991; Frommelt, 2003

Figure 9. The level of attitude among pediatric oncology health care

providers towards palliative care
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3.4Practices ofpediatric oncologyhealth care provider towards

palliative care

More than three fourth (76.8%) of the study participants had
inappropriate practicewards palliative care (figure 3). About one hundred
and fifty (30%) of the pediatric oncology health care provider had five to
ten years of palliative care experience ebhiwere common among
oncology medical physician (52%).Conversely, even though they had
served on palliative care for long period of years majority ofpdtatric
oncol ogy health car e palatieevxcaratraiming d on 6t
.Regarding the préice of caring the terminally ill pediatric patients ,146 (
29.2%) of them encountered once per month during their period of service
in palliative care and majority of the pediatric oncology health care provider
who encountered the terminally patients wahéed health professional
(39.3%).0n the other hand, the most common pediatric oncology health
care providers who always present when a patient died were Oncology

nurses (28%).
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Tabl RrRr adct i

ce among

pediatric

oncol ogy

Characteristics Multiple response Physician  Nurses AHW
n (%) n (%) n (%)
Number of years 1-5 28 (28) 29(12) 41 (27)
palliative care 5-10 52(52) 45 (18) 53(35)
experience 1015 18(52) 77 (3L) 34 (B)
15-20 2 (2) 72 () 14 (9)

>20 0 27 (1) 8 (5

Experience in caring Daily 0 79 () 1(.7)
terminally ill Once per month 14 (14) 73 (29) 59 (39)
pediatric cancer Never 16 (16) 0 22(15)
patient Once per week 0 70 (28) 32 (21)
Few times/year 70 (70) 28 (1n) 36 (24)
ExperiencePalliative Yes 17 (17) 61 (24) 23 (15)
Care Training No 83 (83) 189 (®) 127 (%)
Present as ahealth Never 1(1) 0 17 (11)
practitioner when a 1-5 times 26(26) 0 64 (1)
patient has died 5-10 times 31(31) 15 (6) 39 (26)
10-15 times 23(23) 70 (28) 21 (14)

15-20 times 10 (10) 80 (32) 9 (6)

a7



Characteristics Multiple Physician Nurses AHW

response n (%) n (%) n (%)
Used an integrated care Never 0 0 0
pathway for end-of-life 1-5 times 37(37) 3(1) 42(28)
care 5-10 times 36(36) 57 (23) 82(55)
10-15times 20(20) 102(41) 26 (17)
15-20 times 5(5) 88 (35) 0
>20 times 2(2) 0 0
Part of an Never 0 0 0
interdisciplinary team 1-5 times 22(22) 0 28(19)
that identified a patient 5-10 times 28(28) 35(14) 74(49)
as dying 10-15 times 30(30) 97 (D) 36(24)
15-20 times 10(10) 76 (30) 10(7)
>20 times 10(10) 42(17) 2(1)
Administered prescribed Never 0 0 81(54)
opiate drugs to a 1-5 times 18(18) 0 54(36
pediatric cancer patient 5-10 times 30(30) 50(20) 15(10)
to control pain 10-15 times 26(26) 111(44) 0
15-20 times 15(15) 71(28) 0
>20 times 11(11) 18(7) 0
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Managed physical
comfort measures for a
pediatric cancer patient
with the provision of an

air mattress

Never

1-5 times

5-10 times

10-15 times

15-20 times

>20 times

19(19)
46(46)
32(32)
3(3)
0

0

19@)
69(28)
126(50)
35(14)

1(.4)

0

113(75)
31(21)
6(4)

0

0
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341Pedi atric oncology health

towards palliative care

Figure9 showed thatnore than three forth of the pediatric
oncology health care providers (76.8%) ln@abpropriateractice
level of palliative caréowards pediatric oncology patientdajority
in the pediatriconcologyhealthcareprovider who hadnappropriate
practice wa allied health worker with one hundred twefayr
(82.6%)respondents. Whereamore two third of the oncology
physician hadnappropriate practicé€69%) whileoncology nurses
hadfifty -nine (23.6%)appropriatgractice and one hundredhety

nine (76.4%) hadnappropriateractice towards palliative care.
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80 76.8% 76.4%

69%
70

60

50

40

31%

30
23.6%

23.2%

20 17.3%

10

o —
Total N=500 Physician N=100 Nurses N=250 AHW N=150

Pvalue=<0.001 M Appropriate Practice M Inappropriate Practice

Appropri at®@ %R reas@toinces of nurses from a total p
I napprBpaetad responses of nurses from a total
SourFfocemmel t, 1991; Frommelt, 2003

Figure 10. The level of practice among pediatric oncology health care provider:

towards palliative care
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3.5Correlation between Knowledge, Attitude, and Practices in total
respondents.

A spearman rank correlation wased to evaluate the possible
association between Knowledgditude(kA), Knowledgepractices (K
P) and AP scores in the total group. There were low positive correlations
between KA, K-P and AP (Spearman rank correlation coefficients were
0.40,0.37 an@.31 respectively, p<0.901The spearman rank correlations
of the two groups were closed to the toedults, whictwere shown in the

tableb.

Tabl €obrel ation between Knowl edge
respondent s

Variable(s) Knowledge Attitude Practices
Knowledge 1
Attitudes 0.40** 1
Practices 0.37** 0.31** 1
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3.6 Percievedbarriers of pediatric oncologyhealth care provider

towards palliative care
On the last section of the questionnaires, the shidgds to assess the other
factors that includes the barriers of pediatric oncology health care provider
to deliver palliative care and the hinder of pediatric oncology patients to
receive palliative care. Among the five hundred respondents, ninety nine
percent (495) believed that the major barriers of pediatric oncology health
care provider were the inadequate research evidence base to guide and
measure the quality of care .Almost all 489 (97%) of the respondents
affirmed that lack of training staff of fpative care is one of the factor that
limits the pediatric oncology health care providers to deliver best quality of

life care.
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Thol6e Perce

ived barriers by pedi e

Physi Nurs AHW Tot al

Aver ag
Percenpwval uct
N= 1 N =2 N=15 N=500
(%) (%) (%)
l nadequat e
evidence balOO0(1 244 148(€¢S 495 (0.0012
and measur e (97.
guality of
Lack of sta
i n pegiadatdnic 99 ( 243( 144 485 ( <0. 0
car e
Lack of Res 94 ( 231 146 1 470 (
Pal liati ve (92. <0. 0O
Hospi ce
Lack of con 97 ( 233 139(¢€ 47294.
awareness t (93. <0. 0O
care of the
Lack of kncl1l00(21 231 135 470 (
about pedi s (92. 0. 00:
palliative
heal th care
professiona
| mproper 100(1 233 131(¢€ 470 (
communi cat. (93. 0.02
i nterdisciopg
Differemicei 100(21220 1137(¢ 465 (
among heal't 0.00
professi ona
pedi atric p
car e
Lack of acc 77 ( 172 109(7 365 ( <0.0¢
hospice ser ( 68.
Patient® /f 6464 170 1107(7 340 (
avoidance ¢ 0.02
around dyin
Lack of hon 66 ( 154 102 | 325 (
availabil it (61. 0.00
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pediatric c
patient

Lack availa 49 ( 195 199 ( 320 ( <0.00O
medi cati ons

Lack of des 62 ( 145 199 ( 310 ( <0.0¢
pedi aafticat
care beds

Pat i6amsdl ea 42 ( 1
of addictic (6
medi cati ons

3 105 « 300 ( 0.00

7
9

Communicati 5§55 127 101(€ 290 ( <0.0¢
di fficultie (50.

heal th care

professiona

and/ or f ami

Cultwural, r 37 ( 161(€106(7285(57<0.00
and/ or spir

i nfl uen-od n¢

car e
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3.7 Percievedbarriers of pediatric oncologypatientsto receive

palliative care

About five hundred (100%) pediatric oncology health care providers
perceived that the major hinders why pediatric oncology patients limits to
received palliativeeare was thegnorance and lack of awareness about the
existing program and resourcegpafliative careThus,they also perceived
(85-95%) that restrictive specialist palliative care service program
eligibility criteria and geographical locationspgdiatric oncologyatients

had contributed to the limit themselves to enroll in palliative care. Overall,
Ignorance andack of awarenessiestrictive specialist palliative care,
geographical locationdack of healthinsurance angbatients andamily
reluctance were strgiy statistically significant factors towards the KAP

scale.
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Table 7. Perceivedbarriers by pediatric oncologyhealth care provider

Physician Nurses AHW TOTAL
AVERAGE

n (%) n (%) n(%) (%)

Ignorance and 100 (100) 250 (100) 150 (100) 100
Lack of

awareness about

the existing

program and

resources of

Palliative car

Lack of 95 (95) 235 (94) 145 95
knowledge (96.6)

regarding

Palliative care

Restrictive 100(100) 244(97.6) 128 94
specialist (85.3)

palliative care

service program

eligibility criteria

Geographical 66 (66) 227(90.8) 129 (86) 81
locations of

Pediatric

oncology patients

Lack of health 71 (71) 221 (88.4) 126 (84) 81
Insurance

coverage for

Pediatric

oncology patient

Patients and 39 (39) 238 (95.2) 102 (68) 67
Family reluctance

to accept a

referral to a

specialist

palliative care
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4. DISSCUSION

Using the hospital based cressctional approach, we conducted
this study to investigate the knowledge, attitude and practice of the pediatric
oncology health care providers and other factors such as barriers and hinders
of pediatric oncology to receivaltiative careThis is the first survey of its
kind conducted in Philippines. Literature review does not indicate any
comprehensive study for palliative care knowledge targeting pediatric
oncology health care providers in practices anywhere in the eegimen.
Pediatric oncology health care providers are professionals focusing on a
specialist in a pediatric patierf&5]. They also are the most important first
or second contacts of patients.

The results indicated thatajority of the pediatric oncology health
car e p fdegelaf plaeticesvéreinappropriate towards palliative care
Among the pediatric oncology patiepdlied health worker had thgreatest
percentage ofnappropriate practic€82.6%) particularly administering
prescribed opiate drugs to a pediatric cancer patient to controltpzonld
be related tdow awareness, health care management systems and little
integration of palliative care services with regular health care servites in
Philippines[12]. This finding ishigher than study conducted in Egypt
[36]and Adds Ababa[32]which is 72.6% and 71.2% respectivelyhel

difference might be due to sample size, study period, health care policy and
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awareness level. Pediatric oncology health care provider who were
participated on this study had better knowledge about palliative care
services as compared to health care igienin Egypt and Addis Abalja2,

36]. The findings of this study showed that half of respondents initiating
palliative care discussion during diagnosis of patients. It is almost
consistence with study done in Addi®a@ba[32]. More than twethird of
study participantaddressed the diagnosis issue of patients by hiding the
truth. This finding is higher than study conducted in Addis Ababa, but lower
than study done in NorwdB7],where the pediatric oncology health care
provider believed that |lying about
to reduce the psychological issues of the patients.

In overall, 574% of pediatric oncology health care provider had
insufficient knowledgetowards palliative care services. This indicates
almost half of the pediatric oncology health care provider are not equipped
with adequate knowledge and information about palliatiaee cservice
which will contribute toinappropriate practiceassessmerand under
addressing of palliative care needs, increased health care cost and end of life
suffering. This finding is higher than the findings of studies conducted in
Egypt[36]and Addis Ababi@2] .Time difference among studies might be
contributed for this result. Keever, it is lower than the finding of study in

Greek [38] where pediatric oncology health care providead better
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knowledge about palliative care. This might be due to secomomic status

and organizational policies and access of training on the palliative.

The current study revealed that 58.1% % of pediatric oncology health care
provider had favorable attitudes towards palliative care services. This
finding is consistent with studies done in lf&9]and Indig40].

Conversely, this fiding is lower than study conducted in Addis
Ababa[2] which revealed that 76% of respondents had favorable attitude
towards palliative care services. This difference might be due to better
awareness about pallieé care and end of life care.

Inadequate research evidence base to guide and measure the quality of
life and lack of staff training in palliative caf®87%99%) were topped
listed aghe major barriers in providing palliative care by the cancer centers
to the pediatric oncology patients Whereas, 100% of pediatric oncology
health care provider affirmed that the ignorance and lack of awareness about
the existing program and resources of palliative care were the major factors
that limits the pediatric oncolggpatients to receive palliative care in

Southern Philippines
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Strength

First and foremost, based on diterature,this study is the first
studyfocusedon pediatric oncology health care provelds k no wl ed g e
attitude and practice regarding palliative care. Currently, when this study
was conducted, there has been no definite list of barriers of the pediatric
oncology health care providers officially released from the Department
of Health and mosmportantly, there has been no standardize palliative
care program in the Philippines, including caring for cancer patients.
Therefore, we believe that results from this study are informative and
meaningful for health policy makers and it could be consitlevhen
developing and implementing plan for standardize palliative care
program, in the near future.

Additional strength of this studyare the hospitals from the
participated respondents, with the perceived barriers from the pediatric
oncology health careprovider the hospitals could start for the
improvement of knowledge, attitude and practices of their institution for
the advancement of their palliative care to the pediatric cancer patients.

And lastly, we believe that the results of this study coulddseby
the the Philippines Department of Health (DOH), particularly the reginal
branch of it in Southern, Philippines because it will give a comprehensive

information and understanding to the knowledge, attitude, practice and
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other associated factors of llgtive care to the pediatric oncology
patients in the Philippines that may use for crafting of policies and
projects for the development of a more significant palliative care for

pediatric cancer patients.

Limitations

(1) The study was carried out in oreggion of Philippines and does not
reflect necessarily reflect general population.

(2) Study design (cross sectional) has limited internal validity and its
sensitive to a variety of bias

(3) Data collection tool was seffdministered and lack of observation

carrigs a risk of recalling bias or contamination by the participants.
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5. Conclusion

In conclusion,the pediatric oncology health care providers had
inappropriatepracticetowards palliative carebut their knowledge was
high and attitude towargslliative care was favorabléhe results of this
study emphasize the need for developing pediatric palliative care
services in the Philippind.imitations in pediatric oncology health care
provider sd aspec tadmmibteripgrpeescriloéopiade r el a't
drugs to a pediatric cancer patient to control pa@y be contributing to
a substantial unmet needdhildrenwith cancer. The provision of quality
palliative careservices requires however the education and training of
health professionals irhis field. Ralliative careneeds to become an
integral part of all medical school curricula as well as continuing medical
education program offeringdlajor barriers to deliver palliative care to
pediatric cancer patients dexing this field includénadequate research
evidence base to guidéagck of staff training in pediatric palliative care
restrictive specialist palliative care service program ar@sure the
quality of care and lack of awareness about the existing programs and
resourcesiowever recommended to develop national pediatric oncology
palliative care program such as an online learning management systems
which house online training courses on pediatric palliative care for health

professionals and information resources for primearegivers and
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family of the patients who want to learn more about caring for pediatric
patients with cancer and pediatric cancer progrdPnospective
researches are needed in this area to explorefeolatric oncology
heal t h car e pimtber hedlth case seltipng aacctd guices
the adoption of galliative caradelivery model that is culturally ssitive

and meets the needs of the Filipino population
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APPENDIX

I. Questionnaires
U Inform consent to participate in research
U Certificate of consent
U Research questionnaires (English)
U International Review Board Permit

[l. Documentations
U Photos
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I NFORM CONSENT TO PARTICI PATE I N RESEARCH

Ti t AASSESSMENT OF KNOWLEDGE, ATTI TUDE, P

OTHER ASSOCI ATED FACTORS OF PALLI ATI VE

PEDI ATRI C ONCOLOGY PATIENTS I N THE S
PHI LI PPI NES

Dear Pediatric Palliative care providers,
Greetings!

I dmyson Cagadas Pasaol a Master of Cancer (
of Nat iCoammac e-6Gr £€dnbaee School of CanActetra cSheeide nic
a survey questionnaire designed to assess t
pediatric oncology ©providers towards pedi a:
assaotceid factors that | imits the pediatric on
care and |l astly to identify the barriers 1in
centers to the pediatric oncaltegy npdthiiesntssi.r

Ethics review

The DOH XI Cluster Et hics Review Committee
has reviewed and approved the protocol for i

I nformed consent

FormWe need vyour written andorddudry fsoargneadu i
participate in this study.

Signatomlyy you can be allowed to sign the co
Witness/ prNox ywictomessesntwi | | hdher epuisreend itm dred
No proxy consent wil/ be all owed.

Process, qguestYowswialnld kceoncequesst ed to read
you have any questions and concerns, pl ease

written bel ow.

is consent

Tini ng and Yweunumay read and sign i
y hours.

t
procedure after your office or du

Risks, benefits, remuneration and reimbursert
There are no known risks in parteifcditpsat ieng hiel
ot her than your contributi®@nhtmarknoevs edrgee s
operations. I wi || not be giving you any

participation in this study.
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luntariness and alternative options
ur cperti on in this study wil!l be entirel
rticipate but | ater wish to withdraw part
ve to participate in this study. tife you d
sear ch, I wi || respect your decision. Yo L
rticipation wild.l not affect your empl oy mer
ivacy
ere may be some items in this quesmapnnali
el uncomfortable answering. You do not ha\y
You wi l |l not be contacted by the resear
complished the questionnaire.
nfidentiality
Il y t he r easveearacchceers switlol thhe accompl i shed qu
formation wil/l not be shared with anyone o
rmi ssion to share it. The collected data r
evtemd sresulting data to be Ilinked back to
t a. The anonymized data may be subsequent
her researchers or parties interessedr witl
terested parties wild.l be allowed to see o
rrvarious purposes. The entire process of
I be good for science and dciamg poft endn dil tli
|l ated to the anonymized dat a.
you wish to withdraw your data from the
ving to provide any explanation. Simply ¢
removed fsreamHtolwe veeat, aldata t hat has been
thdrawn from databases or public repositor
entity of the data contributor. Anonymize
guest afflorcamemmav be retrieved from other r e
ve already accessed it.

f or ma

u may
wi ||

tent

ease
udy .

ti

on of st

have acce

al
of
be

s 0 mabkee
use of

assur ed

udy resul

S S to

dat a

t hat
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Aut hor ship

I am the only author for this study.

Conflict of interest

I declare no conflict of interest.
Publication

Results of the study may be submitted for p
scientific forum or published in a journal,
wi || not be reveal ed.

Fundi ng

I am personally funding this study.

Dupl iicndtoeg med consent form

I owi || give you a copy of the signed inf or me
Contact details

I f you have any concerns or guestions, pl e

092873&66d 1dmdi4ll 01 @ncc.re. kr.

Thank you verg mach 6dbrtbesngndeavoDr You mas
Al vin O®MHctiXKd, CERC QQWa8ilr | afca 2 @w6\W 50f your <co
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CERTI FI CATE OF CONSENT

I have read t he f diraevgeo ibrege ni mfeardma

have had the opportunity to ask ques:s

answered to my satisfaction. I cons
participant in this study and wunders
from thheydt mey wi thout i n any way aff

I am aware that the researcher Wi

if anything happens with regards to

Print Name 0

Participant/ Hospital

Si gnaft uRar toi ci pant :

Date (month/day/year):
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Direction: Answer the following questions. Answers will be treated in full
confidentiality. Data gathered will be used for research purposes only.

Pediatric oncology providers Knowledge regarding Palliative Care

Please indicate your answer to the question by checking the box which corresponds to your
Knowledge about Palliative Care

True False

The philosophy of palliative care is compatible with that g
aggressive treatment

Adjuvant therapies are importantmanaging pain

Pain threshold is lowered by fatigue or anxiety

The provision of palliative care requires emotional
detachment

Morphine is the standard used to compare the analgesic
effect of other opioids

Suffering and physical pain asgnonymous

The extent of the disease determines the method of pain
treatment

Manifestations of chronic pain are different from those of
acute pain

Pediatric oncology providers Attitude regardingPalliative Care

Stro | Disagr Slightl Sligh | Agre | Stron

ngly | ee y tly e gly
Agre DisAgr | Agre Agre
e ee e e

Pediatric oncology providers shou
coordinate the care of cang
patients at all stages of disea
including end of life care

The medical oncologist is the be
person to coordinate thpgalliative
care of patients with advancg
cancer

Pediatric oncology providers shou
not give dying patients hone
answers about their condition.
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| feel emotionally burned out b
having to deal with too many deat}

Most pediatriconcology providers
know are expert in the managem¢
of the physical and psychologic
symptoms of advanced

cancer.

Please indicate your answer to the question by checking the box which corresponds to your
Attitude about Palliative Care

Cancer centers and hospital Barriers in delivering Palliative Care

The following section concerns your experience and opinions of the barriers
towards delivering Palliative care to Pediatric oncology patients. Please indicate
your answer to the question bgheckng the box as many as you cavhich
corresponds to your experience and opinions (see answer guide)

Barriers
Answer

1.Lack of community awareness to palliative care of the hospitalg
2.Lack of designated pediatric palliative care beds

3.Laclof staff training in pediatric palliative care

4.Lack of access to hospice services

5.Lack of home care availability to the pediaticologypatient
chPt F GASYyGa kFIYATASAQ | G2ARI Y
7.Lack of knowledge about pediatpalliative care by health care
professionals

y®/ 2YYdzyAOFGA2Y RAFUOdz GASA |
patients, and/or families

9.Difference in opinion among health care professionals  abou
pediatric palliative care

10.Cultural, religious, ard2 NJ & LJA NR ( dzI £  éoBlifeA
care

MMPt F GASYGaQkFlI YAEfASAQ TSI NI 2
12.Improper communication among interdisciplinary team
13.Lack availability of medications

14.Inadequate research evidence base to g@dd measure the
quality of care;

15. Lack of Research on Palliative Care and Hospice
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1. Aside from the barriers listed, have you had experience difficulties
on giving palliative care to the pediatric oncology patients?

D
D No

(If Yes) what are those barriers you personally encountered.

2. Among all of these barriers, what do you think is the biggest
barriers of the cancer center encountered on obtaining palliative care?
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Factors hinder the Pediatric oncology patients to receive Palliative Care

The following section concerns your experience and opinions to the factors
hinder the Pediatric oncology patients to receive Palliative Care. Please indicate
your answer to the questiorby checking the box as many as you aahich
corresponds to your expaéence and opinions (see answer guide)

1. What are the factors hinder the Pediatric oncology to receive the
Palliative Care?

Factors Answer
Geographical locations of Pediatric  oncology patients
Lack of health Insurance coverage for Pediatric oncology
patients

Ignorance and Lack of awareness about the existing
program and resources of Palliative car e

Lack of knowledge regarding Palliative care

Restrictive specialist palliative care service program
eligibility criteria

Patients and Family reluctance to accept a referral to a
specialist palliative care.

2. Among all of these factors, what do you think is the biggest
obstacles of the Pediatric  oncolog y patients encountered not to receive
palliative care?

3. Aside from the factors listed, what are the factors that hinder the
pediatric Oncology patients to receive pallia tive care?
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Pediatric oncology providers SociedemographicInformation

Please answer each question by ticking the appropriate box.

1. Gender

DMal e D Female

2. What is your Age range?

D 2 B0 years D 450 years
D 340 years D >50 years

3. What is your education level?

DBachel or Degr ece Le
D Residence Medical Level

DMaster Degree Level

DMedi cal Lé&velgr ee

DConsultant Medical Level

DMedi cal Degree Specialization Level

4. What is your occupation/career?

Medical Doctor
Other:

Nurse

Physical Therapist

Psychologist
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Pediatric oncology provider Practiceregarding Palliative Care

Section 1
5.

20 years

6.

8.

Please indicate your number of years palliative care
experience.

1-5 years 5-10 years 10-15 years 15-
>20 years

How do you often experience in caring terminally ill
pediatric oncology patient?

Daily 1 Once per
week
Once per month Few times
per year
Never

Have you ever had Palliative Care Training?

DYes DNo
(if Yes) How long have you been trained for Palliative Care?

1-5 days 2weekstol
month

1 6 2 weeks More than 1
month

Practice type

Private oncology Practice
Comprehensive Cancer center

Community Hospital base

Teaching Hospital base other
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9. Do you use the standardized Palliative Care such as
National Quality Forum (NQF) and the National Consensus
Project for Quality Palliative Care?

Yes No
| donot know

Section 2
The following section concerns your experience in delivering
palliative care to pediatric  oncology patients. Please indicate
your answer to the question by placing a number in the line
which corresponds to your experience (see answer guide).
Answer guide:

Never

1 - 5times
5 -10times
10 -15times
15 -20 times
>20 times

O~ wWNEFO

Experience Answer

| have been present as a health practitioners when a
patient has died

| have used an integrated care pathway for end -of-life
care

| have been part of an interdisciplinary team that
identified a patient as dying.

| have administered prescribed opiate drugs to a
pediatric oncology patient to control pain

| have managed physical comfort measures for a
pediatric oncology patient with
the provision of an air mattress.

Thankyou for taking the time to complete this questionnaire. | sincerely value the
important contribution that you have made to knowledge development in this area.
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DEPARTMENT OF HEALTH XI
CLUSTER ETHICS REVIEW COMMITTEE
HOSPITAL RESEARCH OFFICE, JICA Building, Southern Philippines

Medical Center, Bajada Davao City 8000 The Philippines
rxiirb@gmail.com +63822272731 local 4615

WLEDGE, ATTITUDE, PRACTICES AND OTHER FACTORS TOWARD
AMONG PEDIATRIC ONCOLOGY HEALTH CARE PROVIDERS IN SOUTHERN
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Any protocol deviations.

Any protocol violations.

Any suspected adverse events among research participants.

Any relevant information that may affect the safety or privacy of the research participants.
Termination of the research, data gathering and/or recruitment in SPMC.

Progress report (6 months after approval date for 1-year research, annual for multi-year
research).

SO w e W

You are required to submit a duly accomplished Study Closure Form once your research is completed or

ends for any reason. When the full research report becomes available, please submit a softcopy of the
report to DOH XI CERC.

please be reminded, as well, that the DOH XI CERC may conduct site visit in order to monitor the study’s
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Appendix 4. PHOTO IN DATA COLLECTION
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