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Devi BC, 2008, 
Malaysia. "Setting up 
home-based palliative 
care in countries with 
limited resources: a 

model from Sarawak, 
Malaysia." Ann Oncol.  

Home-based 
Palliative 

Care 

Number of 
patients 
served, 

morphine 
consumption 

N/a 

The program has been sustainable 
and cost efficient, serving 936 

patients in 2006. The total 
morphine usage in the program 

increased from <200 g in 1993 to 
>1400 g in 2006. 

Pain medication can be 
provided even in remote 

areas with effective 
organization and 

empowerment of nurses, 
who were the most 

important determinants for 
the setup of this program. 

Education of family was also 
a key aspect. 

Omoyeni M, 2014, 
Nigeria. "Home-based 
palliative care for adult 

cancer patients in 
Ibadan-a three year 

review." 
Ecancermedicalscience.  

Home-based 
Palliative 
Care for 
cancer 

patients 

Days on 
program, costs 

of program, 
number of 
home visits 

Major 
complaints, 

numeric pain 
scores, other 
symptoms, 

services 
offered, 

follow-up, 
outcomes  

Sixty total patients were enrolled in 
the study. Program duration 

ranged from 9-1,207 days (average: 
286 days). Pain was reported by 52 

(86.7%) with scores of 7-10 in 26 
(50.0%). All had pain scores less 
than two within three weeks of 

commencement of analgesics. In 
addition to pain control, other 

services offered included control of 
other symptoms (e.g. cough, 

insomnia, etc.), counselling and 
training for caregivers at home, 
provision of funds and comfort 

packs, and bereavement services. 
The cost of services was heavily 

subsidized by the Centre for 
Palliative Care, Nigeria, a non-

governmental organization (NGO), 
and University College Hospital, 

Ibadan. Although all patients died, 
the compassionate care received at 

a subsidized cost was highly 
valued, as shown from the 

appreciative comments from 
relatives and caregivers. 

Home-based palliative care 
provided at low cost was 
beneficial to patients and 
their families. Increasing 

training among health 
professionals, funding, and 

public awareness of palliative 
care services could lead to 

expansion of and 
advancements in this type of 

care. 

Rajagopal M, 1999, 
India. "A model for 

delivery of palliative 
care in India--the 

Calicut experiment." J 
Palliat Care. 

 

Hospital-
based, 

outpatient 
Palliative 

Care 
delivery 

Consumption 
of oral 

morphine,  
total costs of 

Palliative Care 
delivery 

measured in 
Rupees (Rs); 1 
rupee equals 

0.015 US 
dollars 

Patient 
feedback, 

patient 
adherence at 

Palliative 
Care clinic 

The Pain and Palliative Care Society 
(an Indian NGO), working together 

with the Ministry of Health, 
developed a model for the delivery 
of Palliative Care in a low resource 

setting. In 1996, the unit saw 
approximately 55 patients a day 
(six days a week) and 1,454 new 

patients during the year. The 
expenditure for the whole year was 

approximately Rs. 850,000 
(US$23,000). This is approximately 
the cost of running a 10-bed British 
hospice for one week or a 50-bed 

Indian hospice for two months. 

By using existing resources, 
costs were kept low. NGOs 
can fill lacunae in existing 

services. Empowered families 
and volunteers took up much 

of the burden of nursing. 
Steady growth in morphine 
use, patient attendance at 

the clinic, and positive 
feedback from patients 

indicated that the model of 
palliative care delivery in 

Calicut has been successful. 
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Ratcliff C 2017, India. 
"Poverty Reduction in 

India through Palliative 
Care: A Pilot 

Project."Indian J Palliat 
Care. 

Home-based 
Palliative 
Care in a 
rural area 

Costs of 
medicine, 

treatments, 
laboratory 
analyses, 

travel, debt 
incurred, lost 

livelihood, sale 
of major assets 

Change in 
costs over 
time once 
enrolled in 
Palliative 

Care, use of 
Outpatient 

Department 
once 

enrolled in 
Palliative 

Care  

High level of poverty brought on by 
illness (98% of families with debts), 

lack of awareness of available, 
government benefits. 

Decrease in costs and thus poverty 
with increasing amount of time 
spent enrolled in Palliative Care, 

decrease in travel, use of Inpatient 
and Outpatient Departments 
liberate their use for others. 

Palliative care can reduce the 
poverty driven by life-limiting 
illness, and can do so 
systematically, on a large-
scale, in-depth, especially if 
started early in the illness. 
Home-based care also frees 
up hospitals to serve more 
patients with treatable 
conditions. 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Yeager A, 2016, India. 
"CanSupport: a model 

for home-based 
palliative care delivery 
in India." Ann Palliat 

Med. 

Home-based 
Palliative 

Care 

Costs of 
delivering 

home-based 
Palliative Care 

Numeric pain 
scale and 

improvement 
in pain, 

symptom 
severity, 

psychosocial, 
spiritual and 
emotional 

pain, 
emotional 

state, deaths 
at home, 

number of 
home visits, 
percentage 
of patients 
prescribed 
morphine 

In 2009-2010, CanSupport served 
746 patients, with an average of 10 
home visits per patient. Most were 

self-referred or referred from 
CanSupport's help line; only 29% of 

patients were referred from 
hospitals or physicians. Pain scales 

were administered on each visit 
and 31% of patients received 
morphine. Of the 514 patient 

deaths, 76% occurred at home and 
a majority of families received 

bereavement counseling for up to 
6 months. All services were free of 
charge for patients; funding came 

from individual donations and 
grants from trusts, foundations, 

private companies, and units in the 
public sector. The average cost per 

patient was Rs. 9,000–10,000, 
which was distributed as follows: 
70% salaries, 10% transport, 10% 

center operational costs, 5% 
medications (e.g. morphine), and 

5% miscellaneous.  

CanSupport has shown that a 
home-based care model can 
be successful in India and is 

desired by patients at the end 
of life or with chronic illness. 

Their model of care saved 
patients the cost of a hospital 

visit while still providing 
evaluation by staff with 

training in palliative care. The 
multidisciplinary nature of 

the teams allowed for 
symptom management and 

emotional counseling for 
both the patients and their 

families. CanSupport 
developed a way to provide 

reliable, cost-effective 
palliative care to patients 

that can serve as a model for 
building palliative care 

capacity in low- and middle-
income countries. 
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Desrosiers T, 2014, 
South Africa. "A 
hospital-based 

palliative care service 
for patients with 

advanced organ failure 
in sub-Saharan Africa 
reduces admissions 
and increases home 
death rates." J Pain 
Symptom Manage. 

Hospital-
based 

outpatient 
Palliative 

Care service 

Hospital 
admissions, 
home death 

rates 

Home death 
rates 

A total of 253 vs 447 admission 
days were recorded, for 

intervention and control group, 
with formal costs of $587 and 

$1209, respectively.Home death 
was achieved by 33 of 56 (58.9%) 

and nine of 48 (18.8%), 
respectively (P </= 0.001). 

An outpatient hospital-based 
service reduced admissions 

and improved the rate of 
home deaths and offers a 
feasible and cost-effective 
model for similar settings. 
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Hongoro C, 2011, 
South Africa. "A cost 
analysis of a hospital-
based palliative care 
outreach program: 

implications for 
expanding public 

sector palliative care in 
South Africa." J Pain 
Symptom Manage. 

Home-based 
Palliative 

Care 

Cost of hospital 
outreach visit 

versus in-
hospital visit 
and hospital 

days converted 
to US dollars 

Quality of life 
measured by 
the African 
Palliative 

Care 
Association 

Palliative 
Outcome 

Score (POS)  

Of the 481 and 1902 patients 
registered for outreach and in-

hospital visits, respectively, there 
were 4493 outreach hospital visits 

and 3412 in-hospital visits per year. 
The costs per hospital outreach 

visit and in-hospital visit were $71 
and $80, respectively. The cost per 

outreach visit was 50% less than 
the average cost of a patient day 
equivalent for district hospitals of 

US$142. Some of the POS of a 
subsample (n=72) showed 

statistically significant 
improvements. 

Hospital outreach services 
have the potential to avert 

hospital admissions in 
generally overcrowded 
services in low-resource 

settings and may improve the 
quality of life of patients in 
their home environments. 
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Mosoiu D, 2014, 
Romania. "Developing 
a costing framework 

for palliative care 
services." J Pain 

Symptom Manage. 

Hospital and 
home-based 

Palliative 
Care 

delivery 

Costs of 
hospital and 
home-based 

Palliative Care 
delivery 

converted to 
US dollars 

N/a 

First, a standardized methodology 
and framework for determining the 
cost of inpatient and home-based 

palliative care services was 
developed. Inpatient palliative care 
cost in Romania was calculated at 

$96.58 per day. Home-based 
palliative care was calculated at 

$30.37 per visit, $723.60 per 
month, and $1367.71 per episode 
of care, which averaged 45 visits. 

Monthly cost per patient was 
compared for home-based 

palliative care ($723.60 for one 
month) versus care in an inpatient 

cancer unit ($2932.84 for a month).   

Their standardized method 
should allow a country or 

care provider to substitute 
local costs and generate cost 
information relevant to each 

health-care system. In 
Romania, this allowed the 

palliative care provider 
community to advocate for a 
consistent payment system. 
Home-based palliative care 

had a lower cost compared to 
inpatient hospitalization. 

Poroch V, 2014, 
Romania. "Palliative 

care--integration 
model into oncological 

assistance for the 
patients of Regional 

Institute of Oncology 
Iasi." Rev Med Chir Soc 

Med Nat Iasi. 

Integration 
of inpatient 

Palliative 
Care into 
inpatient 
Oncology 

Length of stay 
of hospice vs 
non-hospice 

hospitalizations 

N/a 

Data for one year was available for 
415 patients. Non-palliative care 

admissions: 151 (36%) were 
hospitalized <8 days, 114 (27%) 
were hospitalized 8-14 days, 96 
(23%) were hospitalized 15-28 

days, 54 (13%) for >28days. The 
average hospitalization of patients 

primarily admitted to palliative 
care was 15 days. 

Integrating palliative care in 
oncology would: 1) increase 

patient quality of life, 2) 
relieve the other sections or 

hospitals by patients who 
need palliative care, 3) 

decrease hospitalization 
costs, and 4) avoid aggressive 
maneuvers at the end of life. 



 

Study 
Service/ 

Intervention 
Cost Data 
Collected 

Outcome 
Data 

Collected 
Findings Conclusion(s) 

Uys L, 2002, South 
Africa. "The cost of 

home-based terminal 
care for people with 

AIDS in South Africa." S 
Afr Med J. 

Home-based 
Palliative 
Care for 
patients 

with AIDS 
(PWA) 

Set-up costs 
per site 

(training, 
equipping, and 

planning); 
operating 

costs; average 
inpatient, 
hospital 

outpatient, and 
primary care 
clinic cost per 
patient. Costs 
measured in 

South African 
Rand (R); 1 R 
equals 0.080 
US dollars. 

N/a 

Data was collected from seven 
sites across five provinces, with a 

mix of practice environments 
(rural, urban, and other). Providing 

home-based palliative care to 
PWAs in the last year of life using 
the integrated community home-
based care model cost R2 840 per 
patient per year. Even with home-
based palliative care, patients still 
incurred hospital costs of R2 522 

and primary care clinic costs of R1 
154 per patient per year. Costs 
were increased in rural areas 

where a vehicle was required for 
staff transport (R5 060). 

Home-based palliative care 
shows considerable potential 
to deal cost-effectively with 

growing palliative care needs 
in the face of the AIDS 

epidemic, but the true extent 
to which this service can 

substitute for hospitalization 
is poorly understood. 

 


