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Abstract 81 

Background: Despite recommendations to deliver palliative care to cancer patients and 82 

their caregivers, their distress has not been alleviated satisfactorily. National health 83 

policies play a pivotal role in achieving a comprehensive range of quality palliative care 84 

delivery for the public. However, there is no standardised logic model to appraise the 85 

efficacy of these policies. This study aimed to develop a logic model of a national health 86 

policy to deliver cancer palliative care and to reach consensus towards specific policy 87 

proposals. 88 

Methods: A draft version of the logic model and specific policy proposals were 89 

formulated by the research team and the internal expert panel, and the independent 90 

external expert panel evaluated the policy proposals based on the Delphi survey to reach 91 

consensus.  92 

Results: The logic model was divided into three major conceptual categories: ‘care-93 

delivery at cancer hospitals’, ‘community care coordination’, and ‘social awareness of 94 

palliative care’. There were 18 and 45 major and minor policy proposals, which were 95 

categorised into four groups: requirement of government-designated cancer hospitals; 96 

financial support; Basic Plan to Promote Cancer Control Programs; and others. These 97 

policy proposals were independently evaluated by 64 external experts and the first to 98 

third Delphi round response rates were 96.9-98.4%. Finally, 47 policy proposals 99 

reached consensus. The priority of each proposal was evaluated within the four policy 100 

groups. 101 

Conclusions: A national health policy logic model was developed to accelerate the 102 

provision of cancer palliative care. Further research is warranted to verify the study 103 
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design to investigate the efficacy of the logic model. 104 

 105 

Keywords: cancer; evidence-based policy making; logic model; national health policy; 106 

oncology; palliative care. 107 
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Introduction 109 

Cancer is the world’s leading cause of death, accounting for approximately 10.0 110 

million deaths each year, and one in six deaths [1]. In addition, cancer is known to cause 111 

severe distress (e.g., physical, psychological and social) in patients and their caregivers 112 

[2-4]. Strategies are needed to deliver quality care for people suffering from cancer 113 

across a comprehensive range of settings including hospitals, local communities, and 114 

societies. 115 

Palliative care aims to relieve the distress of caregivers and patients with life-116 

threatening illnesses, including cancer, and improve their quality of life at any stage of 117 

the illness [5].  Thus far, robust evidence has established that palliative care reduces the 118 

distress experienced by cancer patients and their caregivers [6-9]. In addition, since 119 

exploratory studies have demonstrated a reduction in unscheduled ER visits and 120 

emergency hospitalisations, the delivery of palliative care may benefit the national 121 

healthcare economy [6-9]. Accordingly, the continuous and comprehensive palliative 122 

care delivery is recognised as an essential part of the oncology practice of various 123 

government agencies and cancer-related academic societies [10-14]. Therefore, the 124 

development of an effective system for delivering palliative care is a major global 125 

concern [15-18]. 126 

National health policies play a pivotal role in comprehensive quality palliative care 127 

delivery to the public [19-21]. The governments of many countries attach great 128 

importance to palliative care as a part of their national health policy [19, 22-24].  Since 129 

the Cancer Control Act was enacted in 2006, the Japanese government has also 130 

consistently promoted palliative care in conjunction with the law [25-27]. Consequently, 131 



8 
 

the nationwide implementation of a palliative care training programme (the PEACE 132 

project) has helped increase confidence and skills of healthcare professionals (HCPs) 133 

providing palliative care, and policies related to the promotion of cancer community 134 

coordination have demonstrably contributed to the development of a close relationship 135 

with the regional healthcare community [28-33].  136 

Despite these cumulative nationwide efforts, it has been revealed that the distress of 137 

cancer patients has not been adequately alleviated and their needs have remained unmet 138 

[34-37]. In addition, there are various barriers to the delivery of palliative care, such as a 139 

lack of HCPs who provide palliative care, insufficient remuneration for palliative care 140 

services, and inaccurate perception of palliative care of patients, caregivers, and HCPs 141 

(e.g. stigma, depletion of hope, or learned helplessness) [38-41]. Thus, there are serious 142 

concerns that palliative care does not reach patients with cancer and their caregivers 143 

sufficiently [42-52]. However, at present, there is no standard theoretical framework to 144 

critically appraise cancer palliative care policies. 145 

In association with movements in evidence-based policy making (EBPM), focused 146 

attention has been paid to the use of logic models as a practice of EBPM. The logic 147 

model anticipates a causal relationship between the intervention and outcomes, which is 148 

visually depicted by a simple linear model [53]. By using a logic model, the logical 149 

structure of the causal relationship between policies and outcomes can be clarified. The 150 

implementation of health policies logic model has been actively promoted globally [54-151 

58]. In Japan, the Cabinet Office is also working to promote EBPM and recommends 152 

the use of logic models [59]. However, a logic model of a national health policy for 153 

cancer palliative care has not yet been developed internationally. 154 
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Thus, the aim of this study was to develop a logic model of a national health policy to 155 

deliver palliative care to cancer patients and their caregivers, and to reach consensus on 156 

specific policies that are deemed effective. 157 

Materials and methods 158 

The logic model was developed according to the procedure shown in Figure 1. All 159 

panel members in this study participated after written informed consent was obtained. 160 

This study was reviewed and approved by the Ethics Committee at the Kyoto University 161 

Graduate School and Faculty of Medicine, Kyoto University Hospital (Approval 162 

Number: R2958), and was conducted according to the Guidance on Conducting and 163 

REporting DElphi Studies (CREDES) and relevant guidelines (Supplementary Table 1) 164 

[60, 61].  165 

Formulation of draft version of logic model outcomes 166 

Based on the W. K. Kellogg Foundation Logic Model Development Guide and 167 

relevant guidance, the research team drafted short-, medium-, and long-term outcomes 168 

of the logic model under the guidance of the health policy expert MI (the 2nd author) 169 

[62-64]. The research team comprised six physicians, one health policy expert, and one 170 

patient representative.    171 

First, the research team confirmed that the definitive long-term outcome of cancer 172 

palliative care policies should be to improve the quality of life of the patients and their 173 

caregivers. The research team conducted a brainstorming session asking, ‘What should 174 

be the short- and medium-term outcomes in hospitals, local communities, and societies 175 

in order to achieve the long-term outcome?’ MI categorised the list of candidate 176 

outcomes for short- and medium-term outcomes so that the concept is mutually 177 

exclusive and collectively exhaustive (MECE). The research team confirmed the logic 178 
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and MECE of the outcomes through iterative discussions. Following this, as outcome 179 

indicators, items were collected from the nationwide “cancer patients’ experience 180 

survey”, “bereavement survey”, and “opinion polls” which were conducted by the 181 

Japanese government between 2019 and 2020. The “cancer patients’ experience survey” 182 

and “opinion polls” is basically conducted every six and three years, respectively. The 183 

first nationwide scale “bereavement survey” was conducted in 2020. Furthermore, if 184 

there were no corresponding scales or indicators for each outcome, novel ones were 185 

proposed and placed where appropriate [65-67]. 186 

Formulation of specific policy proposals 187 

To formulate the specific policy proposals which are expected to function within the 188 

logic model effectively, we invited an internal expert panel with abundant clinical and 189 

work experience at the Ministry of Health, Labour and Welfare (MHLW) in Japan or in 190 

the public affairs of cancer palliative care. The seven internal expert panel members 191 

comprised one physician, three nurses, one pharmacist, one medical social worker 192 

(MSW), and one patient representative.  193 

To formulate and propose specific policies, the internal expert panel and research team 194 

conducted brainstorming sessions to identify policies expected to work for each short-195 

term outcome, and classified them into policy categories under the guidance of MI. MI 196 

and YU (the 1st author) categorised the minor policies attached to the major policy 197 

categories, which were labelled ‘requirement for designation (RD)’, ‘basic plan (BP)’, 198 

‘financial support (FS)’, and ‘others’. This was because the national health policy for 199 

cancer in Japan is dependent on the Basic Plan to Promote Cancer Control Programs 200 

(BP) in conjunction with the Cancer Control Act [27]. BP should be reviewed and 201 

revised every six years based on several national surveys, and requirement of 202 
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government-designated cancer hospitals (RD) (DCH) is based on the BP. The 203 

government manages and disseminates quality oncology care in conjunction with BP, 204 

RD, and specific FS to DCHs. 205 

We thought that it would be difficult to reach consensus if the policy proposals were 206 

too detailed, so we developed the proposals at the level of the direction of the policies. 207 

Therefore, we did not define resources and inputs (e.g. budget estimation or required 208 

labour power), which are important elements in the logic model [53, 62]. Finally, the 209 

categorisation and contents of specific policy proposals and logic models were used to 210 

confirm logical consistency and MECE. 211 

Study design and sample size 212 

To evaluate the validity of the proposed policies, we employed the Delphi survey to 213 

ensure consensus among the external expert panel [60, 61]. This was because the 214 

current research participants required consensus and experienced complex issues that 215 

required expert input with prominent insight into cancer palliative care. 216 

Selection of the external expert panel members 217 

The external expert panel members were recruited using purposive and snowball 218 

sampling, which is commonly employed at Delphi survey since probability sampling 219 

techniques (such as random sampling) can be unsuitable method to identify the expert. 220 

[60, 61]. The selection criteria for non-patient representative panel members were as 221 

follows: 1) people with more than five years of experience in clinical, research, 222 

education, and administrative work related to cancer palliative care, or people who had 223 

more than three years of experience in awareness-raising, press, educational, or policy 224 

evaluation activities of health affairs; and, 2) people who understood the purpose of the 225 

research, had insights into cancer palliative care policies. In addition, we thought that 226 
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Patient and Public Involvement (PPI) was important for deciding upon the cancer 227 

palliative care policies, and the following people were included as patient 228 

representatives: 1) people who have had cancer themselves, or those whose 229 

family/relatives within third-degree kinship have had cancer; and 2) people who 230 

understood the purpose of the research, had insights into cancer palliative care.  231 

Although the panel size for the Delphi method varies in the literature, it is generally 232 

recommended to have at least 20 members [60, 61, 68]. Due to the nature of this 233 

research in relation to national health policy, we aimed to recruit more than 50 people, 234 

balancing occupations, facility characteristics, and regions, to suit a nationwide survey. 235 

Considering a response rate of approximately 80% based on previous studies, the 236 

minimum recruitment number was 62 [61]. 237 

Survey development process 238 

We developed an anonymous questionnaire using Google Forms, including a logic 239 

model and a policy proposal. The external expert panel members were asked whether 240 

the proposed policies should be included to achieve the outcomes of the logic model. To 241 

maintain independency, expert panel members were asked to respond based on their 242 

own ideas, and the responses were anonymized. Responses were rated on a 5-point 243 

Likert scale (where 1 = should definitely be excluded, 2 = should be excluded, 3 = 244 

neither, 4 = should be included, and 5 = should definitely be included). We asked for 245 

answers aided by free text description to provide comments regarding correction or 246 

adding of the policies. In addition, because of the nature of the current study with PPI, 247 

abundant annotations such as descriptions of technical terms were added, and only 248 

objective facts were described to avoid arbitrariness. To assess the validity of the 249 
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survey, a pilot survey was conducted with two physicians, four nurses, and four patient 250 

representatives. 251 

Process to reach consensus 252 

Based on the previous literature and the results of the pilot survey, we developed pre-253 

defined consensus criteria: more than 70% of the panel members rated 4 or 5 [60, 61]. 254 

During each round, the data were confirmed by the research team and the internal expert 255 

panel, correction and decisions regarding items to be included in the next round were 256 

made. From the second round onwards, the anonymised and summarised results of the 257 

previous round were disclosed to the external expert panel and requested to be 258 

reviewed. The round was terminated when all proposals met the consensus criteria with 259 

no major comments. The Delphi survey was conducted between November 2021 and 260 

February 2022. 261 

Process appropriateness and exploratory evaluation of policy priority 262 

To ensure the validity of the survey, we verified the appropriateness its survey through 263 

the panel (e.g. usability of the survey form, explicitness of the questions, 264 

appropriateness of information input, and whether there was any arbitrariness) in the 265 

first round.  266 

Furthermore, to clarify the priority of each proposal that reached consensus in the third 267 

round, we evaluated the policies with high priority in the RD, BP, FS, and others 268 

categories. This was because Japanese government encourages to evaluate the policy 269 

priority in conjunction with the limited administrative resources [69]. Therefore, we 270 

asked the external expert panel to evaluate each policy proposal using a Likert-type 271 

scale, ranging from 1 to 10 (1 = lowest priority; 10 = highest priority).  272 

Data analysis 273 



14 
 

Descriptive statistics were used to summarise the data using Microsoft® Excel® 2019 274 

MSO (version 2111; Microsoft, Redmond, WA, USA). 275 

Results 276 

Proposal of draft policy 277 

Figures 2 and 3 provide an overview of the logic model, policy proposals, and 278 

conceptual diagrams. The logic model was divided into three major conceptual 279 

categories: ‘care-delivery at cancer hospitals’, ‘community care coordination’, and 280 

‘social awareness of palliative care’. In total, the short-, medium-, and long-term 281 

outcomes consisted of eight, five, and one outcome(s) and twenty, sixteen, and seven 282 

indicators, respectively. There were 18 and 45 major and minor policy proposals. Of 283 

these, 13, 14, 12, and 6 minor policy proposals were regarding RD, BP, FS, and others, 284 

respectively. 285 

Expert panel characteristics and response rates 286 

  A total of 64 external experts were included nationwide (Table 1). The external expert 287 

panel comprised physicians, nurses, pharmacists, MSWs, patient representatives, and 288 

others.  There were three Delphi rounds, and the first, second, and third round response 289 

rates were 98.4% (63/64), 96.9% (62/64), and 96.9% (62/64), respectively. 290 

First Delphi round 291 

The results of the first round are shown in Supplementary Table 2. One policy was 292 

rejected due to a low consensus rate. Similarly, two novel policy proposals categorised 293 

as BP (4-16-Ⅰ) and others (4-1-Ⅲ) were added. A policy regarding FS to protect time 294 

to interview caregivers (4-8-Ⅲ) was converted to BS since clinical fees cannot be 295 
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calculated for participants other than patients in conjunction with the Japanese health 296 

insurance system. In total, 46 policy proposals made it to the second round. 297 

Appropriateness of the Delphi survey process 298 

The appropriateness of the Delphi survey was evaluated at the end of the first round 299 

(Figure 4). In total, 88.9% (56/63) and 85.7% (54/63) responded that the survey was 300 

easy to use and understand, respectively. Regarding the information input (e.g. 301 

annotation and attachments), 93.7% (59/63) responded that it was appropriate and only 302 

9.5% (6/63) responded that it was arbitrary.  303 

Second Delphi round 304 

The results of the second round are shown in Supplementary Table 3. There were no 305 

policy proposals that did not meet the consensus criteria. Two novel policy proposals 306 

categorised as BP (4-10-Ⅳ) and FS (4-8-Ⅲ) were added. Since there were two policy 307 

proposals regarding who to contact and how to manage distress at the DCHs (RD) (4-6-308 

Ⅰ, 4-6-Ⅲ), they were integrated. In total, 47 policy proposals made it to the third 309 

round. 310 

Third Delphi round and exploratory evaluation of policy priority 311 

The results of the third round are presented in Tables 2–5. Researchers decided to 312 

terminate the Delphi round because there were no policy proposals which did not meet 313 

the consensus criteria and/or elicited major comments from the expert panel. Policy 314 

proposals related to FS tended to have a higher consensus and priority than those related 315 

to RD. As for proposals related to BP, issues familiar with HCPs, such as caregiver 316 

care, community care coordination, and palliative care training tended to have higher 317 
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consensus and priorities, and peer support tended to be lower. Overall, HCP palliative 318 

care education and training were highly acceptable to the expert panel. 319 

Discussion 320 

This study developed a logic model of a national health policy regarding cancer 321 

palliative care and proposed the direction of policies to make the logic model function 322 

efficaciously. Furthermore, by issuing high-priority policies for each category, these 323 

materials potentially support discussions on which policies should be prioritised in 324 

future government councils regarding national cancer palliative care policies. 325 

First, the expert panel welcomed the proposition of national health policies for cancer 326 

palliative care using logic models. Previous studies have described the status of cancer 327 

palliative care policies in various countries, and it has been reported that high-income 328 

countries, including Japan, tend to have all, "national strategy or plan specific to 329 

palliative care," "reference to palliative care in national law" and "person/desk/unit in a 330 

government department" compared to low-income countries [19]. However, literature 331 

on how to plan and evaluate them is limited nonetheless of the national income status 332 

[19, 22-24]. In addition, in adherence with the current practices of policy evaluation in 333 

Japan, evaluation was performed using indicators, as shown in Figure 2 (e.g., “cancer 334 

patients’ experience survey”, “opinion polls”); however, the policy acting on each 335 

indicator was not defined. The expert panel pointed out that the evaluation by the logic 336 

model has limitations in reflecting the practical efforts that cannot be measured in 337 

numerical values; this means that it is necessary to repeatedly review the validity of the 338 

logic model. 339 



17 
 

Staffing and education have been consistently agreed upon and prioritised. Previous 340 

studies have shown that the lack of HCPs and educational opportunities regarding 341 

palliative care are serious barriers to the delivery of palliative care [38-41]. Evidence of 342 

clinical trials in the provision of palliative care presupposes abundant human resources 343 

and ample educational opportunities, and the role of the government in implementing 344 

these findings seems pivotal [7-9]. Moreover, expanding nationwide palliative care 345 

education and training for nurses and pharmacists, as well as palliative care education 346 

prior to post-graduation, can be ensured only by the government. 347 

Although peer support and information and communication technology (ICT) distress 348 

management systems are expected to be solutions to the limitations of clinical 349 

resources, they have consistently exhibited lower consensus rates and priorities. 350 

Possible reasons for this may be the lack of evidence and implementation strategies. As 351 

a similar intervention for peer support, lay health worker interventions have been shown 352 

to have promising efficacy in various settings [70-72]. These lay health workers are 353 

structurally trained, but peer supporters’ interventions may have problems regarding 354 

variance, quality, and uneven distribution of peer supporters in each community. In 355 

addition, ICT distress management systems such as ePRO are being actively 356 

implemented in many countries along with robust evidence, but their cost-effectiveness 357 

and sustainable implementation strategies also remain unclear [73-78]. However, 358 

because these proposals met the consensus criteria of this study, it is considered that this 359 

did not indicate a negative evaluation from the expert panel. Further research is required 360 

to overcome these challenges. 361 

This study has several limitations. First, the current research does not mention 362 

resources and inputs related to policies. This was because this study aimed to present 363 
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the major direction of the policies and not propose a detailed policy design. This is 364 

expected to be considered by the future government council, based on our proposals. 365 

The second limitation is the limited information input. Although the information input 366 

was composed of scientific evidence and open resources from the government and 367 

evaluated as appropriate by the panel, the information we provided potentially 368 

influenced the judgement of the expert panel due to the limited quality and quantity of 369 

the information input. Third, there was no mention of how to measure the causal 370 

relationship between policies and outcomes. By proposing a logic model, we were able 371 

to present the causal structure of policies and outcomes. However, it is necessary to 372 

develop a method to clarify the causal relationship by adjusting for confounding and 373 

bias. The last was external validity. In foreign countries or local governments, caution 374 

should be exercised when extrapolating our model. However, the development process 375 

of the logic model proposed here can be applied to cancer palliative care policies in 376 

other countries or settings. 377 

Conclusion 378 

A national health policy logic model has been developed to accelerate the cancer 379 

palliative care delivery. Further research is warranted to verify the study design to 380 

investigate the causal relationship derived from the logic model. 381 
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Figure captions 427 

Figure 1. Overview of the current Delphi survey process  428 

Figure 2. Conceptual schema of the policy proposals 429 

Footnote: Abbreviations. EBPM, evidence-based policy making; HCP, healthcare 430 

professional; ICT, information and communication technology. 431 
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Figure 3. Proposing a national cancer palliative care policy logic model 432 

Footnote: Abbreviations. DCH, government-designated cancer hospital; HCP, 433 

healthcare professional; ICT, information and communication technology. 434 

 435 

Figure 4. Appropriateness of the Delphi survey process evaluated by the external expert 436 

panel members 437 

 438 

Table titles 439 

Table 1. Characteristics of the external expert panel members 440 

Footnote: Abbreviations. CNS, Certified Nurse Specialist; DCH, government-441 

designated cancer hospital.  442 

 443 

Table 2. Final policy proposals list regarding designation requirement of government-444 

designated cancer hospitals 445 

Footnote: Abbreviations. DCH, government-designated cancer hospital; ICT, 446 

information and communication technology; NRS, numerical rating scale; RD, 447 

requirement for designation. 448 

 449 

Table 3. Final policy proposals list regarding Basic Plan to Promote Cancer Control 450 

Programs 451 

Footnote: Abbreviations. FS, financial support; ICT, information and communication 452 

technology; NRS, numerical rating scale. 453 
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 454 

Table 4. Final policy proposals list regarding financial support 455 

Footnote: Abbreviations. BP, basic plan; DCH, government-designated cancer hospital; 456 

MEXT, Ministry of Education, Culture, Sports, Science and Technology of Japan; NRS, 457 

numerical rating scale. 458 

 459 

Table 5. Final policy proposals list regarding the others 460 

Footnote: Abbreviations. ICT, information and communication technology; MHLW, the 461 

Ministry of Health, Labour and Welfare; NRS, numerical rating scale. 462 

 463 

Supplementary table titles  464 

Supplementary Table 1. Disclosure the compliance with the Guidance on Conducting and 465 

REporting DElphi Studies (CREDES) 466 

 467 

Supplementary Table 2. Results of the first Delphi round in policy proposals 468 

Footnote: Abbreviations. BP, basic plan; DCH, government-designated cancer hospital; 469 

FS, financial support; HCP, healthcare professional; ICT, information and 470 

communication technology; MEXT, Ministry of Education, Culture, Sports, Science 471 

and Technology of Japan; MHLW, the Ministry of Health, Labour and Welfare; RD, 472 

requirement for designation. 473 

 474 

Supplementary Table 3. Results of the second Delphi round in policy proposals 475 
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Footnote: Abbreviations. BP, basic plan; DCH, government-designated cancer hospital; 476 

FS, financial support; HCP, healthcare professional; ICT, information and 477 

communication technology; MEXT, Ministry of Education, Culture, Sports, Science 478 

and Technology of Japan; MHLW, the Ministry of Health, Labour and Welfare; RD, 479 

requirement for designation. 480 

  481 
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Formulation of the draft version of the logic model outcomes
Research team members (n = 8) .

Formulation of the specific policy proposals
Internal expert panel members (n = 8) and research team members (n = 7) .

First Delphi round to evaluate the policy proposals
Independent external expert panelists (n= 64)

Finalising the national health policy logic model
The research report was submitted to the Ministry of Health, Labour and Welfare of Japan

Quantitative and qualitative data analysis and 

finalising contents for the next round 
Internal expert panel members (n = 8) and research team members (n = 7) .

Second Delphi round
Independent external expert panel members (n = 64)

Data analysis and decisions for the next round 
Internal expert panel members (n = 8) and research team members (n = 7) .

Third Delphi round
Independent external expert panel members (n = 64)

Data analysis and decision to terminate the rounds 
Internal expert panel members (n = 8) and research team members (n = 7) .



4-1 Standardisation of evaluation and recording distress

4-2 Implementation of ICT for distress management

4-6 Improving access to palliative care depending on patients’ needs

4-0 Acceleration of EBPM using the logic model; 4-4 Promotion of palliative care training programmes for HCPs; 4-5 Palliative care education prior to post-graduation;

4-16 Social awareness of palliative care; 4-17 Palliative cancer care education in schools

4-7 Encouraging the use of cancer consultation and 

support centres

4-3 Outpatient placement of full-time HCPs to manage distress

4-8 Ensuring opportunities for discussions between patients and   

HCPs

4-9 Facilitation of peer support activities

4-13 Facilitation of bereavement care

4-10 Early coordination of community care

4-11 Consultations on palliative care from other institutions 

4-12 Close relationships among community healthcare workers

4-14 Cancer consultations

from remote locations

4-15 Providing information on

palliative care in the community

Oncology Unit

Cancer treatment hospitals

Palliative Care Centre

Home care, community network, and

administrative offices

Cancer Consultation & Support Centre

Peer supporters

Patients and caregivers



Policy proposals

4-1
Standardisation of evaluation

and recording of distress
3-1-1

Palliative Care Self-Reported Practices Scale:

Domain of patient- and family-centred care (e.g. I

try to understand the suffering of the patient and

family)

2-1-1

Cancer patients’ experience survey existing

item 'Are you asked about pain every time

you visit the cancer hospital?': The

proportion of patients responding yes

4-2
Implementation of ICT for

distress management
3-1-2

DCHs' annual report regarding the proportion of

patients and caregivers whose distress was

evaluated on a regular basis
2-1-2

Cancer patients’ experience survey item

proposal: 'Are you asked about emotional

distress when you visit the cancer hospital?':

The proportion of patients responding yes

2-1-3

Cancer patients’ experience survey item

proposal: 'Are you asked about the financial

burden when you visit the cancer hospital?':

The proportion of patients responding yes

4-3
Outpatient placement of full-

time HCPs to manage distress
3-2-1

Cancer patients’ experience survey existing item

'Was the information shared among the HCPs

involved in the treatment regarding you

(patient)?': The proportion of patients responding

yes

2-1-4

Cancer patients’ experience survey exisiting

item: 'Did the HCPs talk to you about

continuing work?': The proportion of

patients responding yes

4-4
Promotion of palliative care

training programmes for HCPs
3-2-2

Care Evaluation Scale-Patient Version and Care

Evaluation Scale Version 2.0: domain of

coordination and consistency (e.g. There is good

cooperation among staff members, such as

doctors and nurses)

4-5
Palliative care education prior to

post-graduation
3-2-3

 'Multidisciplinary care delivery evaluation scale

for cancer treating hospitals' (Development

required)

2-2-1

Care Evaluation Scale-Patient Version:

Domain of physical care by physicians and

nurses (e.g. Doctors and nurses have

adequate knowledge and skills to alleviate

physical symptoms of the patient).

4-6
Improving access to palliative

care depending on patients'

needs

3-3

Systems are in place for

specialised palliative

care

3-3-1

DCHs' annual report regarding specialised

palliative care services (e.g. status of outpatients

palliative care, palliative care team, and palliative

care unit). 2-2-2

Care Evaluation Scale Version 2.0: Domain

of physical care by physicians and nurses

(e.g. Doctors and nurses have adequate

knowledge and skills to alleviate physical

symptoms of the patient).

2-2-3

Cancer patients’ experience survey existing

item 'Did the HCPs treat or care for distress

promptly?': The proportion of patients

responding yes

2-2-4

Cancer patients’ experience survey item

proposal: 'Did you receive the requisite

support for social issues (such as

employment or financial issues) at the

cancer hospital?': The proportion of patients

responding yes

1-1-1

Cancer patients’ experience survey existing

item: 'Do you experience physical distress

such as pain?': The proportion of patients

responding yes

4-7
Encouraging the use of cancer

consultation and support centres
3-4-1

DCHs' annual report regarding the provision of

easy-to-understand information on palliative care

to patients and caregivers.
1-1-2

Cancer patients’ experience survey existing

item: 'Do you experience distress related to

cancer treatment?': The proportion of

patients responding yes

3-4-2

DCHs' annual report (item proposal) regarding

the proportion of patients and caregivers who are

aware that they can receive palliative care at the

hospital.

1-1-3

Cancer patients’ experience survey existing

item: 'Do you experience emotional

distress?': The proportion of patients

responding yes

1-1-4

Cancer patients’ experience survey existing

item: 'Do you experience difficulty in life

due to social issues (such as employment or

financial issues)?': The proportion of

patients responding yes

4-8
Ensuring opportunities for

discussions between patients and

HCPs

3-5-1

Care Evaluation Scale-Patient Version: Domain

of help with decision making by physician (e.g.

Consideration is taken to allow the patient to

participate in the selection of the treatment

process).

2-3-1

Cancer patients’ experience survey existing

item: "Do you have sufficient discussions

with HCPs during the cancer treatment?":

The proportion of patients' and caregivers'

response of yes

1-1-5

Cancer patients’ experience survey existing

item: 'Are you satisfied with your current

status?': The proportion of patients and

caregivers responding yes

4-9
Facilitation of peer support

activities
3-5-2

Care Evaluation Scale Version 2.0: Domain of

explanation to family by physician (e.g.

Consideration is taken to allow the family to

participate in the selection of treatment). 2-3-2

Cancer patients’ experience survey exisiting

item: "Are there any HCPs who are easy to

consult other than the physicians?": The

proportion of patients' and caregivers'

response of yes

1-1-6

Cancer patients’ experience survey existing

item: 'Do you feel you are spending daily

life as you want to?': The proportion of

patients and caregivers responding yes

2-3-3

Cancer patients’ experience survey item

proposal: "Are you able to tell the HCPs

about your distress? ": The proportion of

patients' response of yes
1-1-7

Bereavement survey: proportion of people

with prolonged grief and/or depression

4-10
Early coordination of community

care

4-11
Consultations on palliative care

from other institutions
3-6-1

The number of cases in which the evaluation

results of distress at cancer treatment hospitals

were shared with community home care

physicians, nurses, and long-term care workers.

4-12
Close relationships among

community healthcare workers
3-6-2

Care Evaluation Scale-Patient Version and Care

Evaluation Scale Version 2.0. Domain of

coordination and consistency (e.g.. important

information was shared even when the attending

physician or nurse changed).

2-4-1

Cancer patients’ experience survey item

proposal: "Did you receive support or

palliative care  in your area of residence?":

The proportion of patients' and caregivers'

response of yes

4-13 Facilitation of bereavement care 3-6-3

Survey question: 'Do you think the care

coordination between healthcare and welfare

workers is good in your community?': The

proportion of healthcare and welfare workers

responding yes

2-4-2

Cancer patients’ experience survey item

proposal: "Did you receive the requisite

support for social issues (such as

employment or financial problems) in your

area of residence?": The proportion of

patients' and caregivers' response of yes

2-4-3

Cancer patients’ experience survey item

proposal: "Did you receive information

regarding home care services  in your area

of residence?": The proportion of patients'

and caregivers' response of yes

4-14
Cancer consultation from remote

locations
3-7-1

Proportion of establishment regarding

medical/welfare work flows that deal with

distress and social issues of cancer patients and

caregivers at the secondary medical area

4-15
Providing information on

palliative care in the community
3-7-2

Number of cancer patients who accessed the

Regional Comprehensive Support Centre

(secondary medical area).

3-7-3

Cancer patients’ experience survey item

proposal: 'Do you have some people or contact

points in your area of residence, with

whom/wherein you can consult about your

distress and/or social issues?: The proportion of

patients and caregivers responding yes

4-16
Social awareness of palliative

care
3-8-1

The Cabinet Office Opinion Poll: Proportion of

people who answered that 'opioid analgesics are

safe if used correctly'.
2-5-1

The Cabinet Office Opinion Poll (item

proposal): Proportion of people who

answered that "I want to receive or

recommend palliative care when my family

member or I have cancer."

4-17
Palliative cancer care education

in schools
3-8-2

The Cabinet Office Opinion Poll: Proportion of

people who answered that 'opioid analgesics

would reduce the duration of survival'.
2-5-2

Survey question: "Patients and caregivers do

not know about or misunderstand palliative

care, which impede the clinical activities of

palliative care services.": The proportion of

HCPs' response of yes

3-8-3

The Cabinet Office Opinion Poll: Proportion of

people who answered that 'Palliative care should

be initiated when cancer is diagnosed or when

cancer treatment is started'.

3-8-4

The Cabinet Office Opinion Poll: Proportion of

people who answered that the 'Scope of palliative

care includes emotional distress and issues of

employment and financial problems'.

Indicators

 1-1

Short-term outcomes Medium-term outcomes Long-term outcomesIndicators Indicators

3-1

3-2

3-4

3-5

3-6

The general public

understands the

significance of palliative

care and its applicability

at any stage of the

disease.

Patients and their

families can receive

appropriate

palliative care in

their area of

residence

Patients and their

caregivers receive

appropriate

treatment and care

for their distress at

the hospital.

Opportunities to discuss

treatment and care

strategies are regularly

provided to patients and

caregivers.

Patients and their

caregivers can

communicate

honestly and

appropriately with

their HCPs at the

hospital and express

their distress

Collaborative systems of

community care

resources respond to

consultations from

patients and caregivers

effectively.

People can receive

appropriate

palliative care

without hesitation

when they or their

family member

becomes a cancer

patient

Interactive cooperation

systems are in place

between the cancer

treatment hospital and

local home care

facility/nursing and

welfare facility/long-

term care facility.

3-7

3-8

2-2

2-3

2-4

2-5

Systems are in place to

carry out regular

evaluations of patients' and

caregivers' distress.
Patients' and

caregivers' distress

is regularly

evaluated at the

hospital.

Timely information

regarding palliative care

is provided to patients

and their families at

cancer hospitals.

Distress of all

patients and their

caregivers are

alleviated

The evaluation results of

patients'/caregivers'

distress are shared

among HCPs to provide

appropriate treatment

and care.

2-1



Was this form of Delphi survey easy to operate?

W a s  th e  q u e s t io n  e a s y  to  u n d e rs ta n d ?

W a s  th e  c o n te n t o f  in fo rm a tio n  in p u t (e .g ., a n n o ta t io n s  a n d

a tta c h m e n ts )  a p p ro p r ia te ?

Do you think the questions, annotations and attachments were arbitrary content that
guided the answer to either side?

Strongly disagree
Disagree

Neither Agree Nor Disagree

Agree

Strongly agree

1. "Was this form of the Delphi survey easy to use?" 

2. "Were the questions easy to understand?"

3. "Were the contents comprising informational input (e.g. annotations and attachments) appropriate?" 

4.  "Do you think that the questions, annotations, and attachments comprised arbitrary content that 

guided the responses to either extremes?" 



Table 1. Characteristics of the external expert panel members

n Percentage of total (%)

Sex

Male 36 56.3

Female 28 43.8

Age range (in years)

30-39 7 10.9

40-49 22 34.4

50-59 26 40.6

60-69 7 10.9

70- 2 3.1

Primary occupation

Oncologist 11 17.2

Palliative care physician 11 17.2

Nurse (CNS) 7 10.9

Nurse (non-CNS) 5 7.8

Board certified pharmacist 7 10.9

Non-board certified pharmacist 3 4.7

Medical social worker 9 14.1

Patient and Bereaved caregiver representatives 8 12.5

Others 3 4.7

Average professional experience (in years)

Overall 25.3

Oncologist 22.8

Palliative care physician 27.3

Nurse (CNS) 26

Nurse (non-CNS) 32.2

Board certified pharmacist 22.1

Non-board certified pharmacist 20.3

Medical social worker 24.1

Others 29

Work or activity base

Hokkaido 3 4.7

Tohoku 7 10.9

Kanto 21 32.8

Chubu 6 9.4

Kinki 10 15.6

Chugoku 4 6.3

Shikoku 5 7.8

Kyushu 8 12.5



Working environment

DCHs 45 70.3

Non-DCHs 7 10.9

Do not work at hospitals 12 18.8

Yes 8 12.5

No 56 87.5

Yes 31 48.4

No 33 51.6

Public work experience related to cancer and palliative care as a full-time administrative officer of the local

or national government

Experience to be involved in public services or activities as a cancer and palliative care consignment

project or committee member of the local or national government



Table 2. Final policy proposals list regarding designation requirement of government-designated cancer hospitals

ID Group Policy proposals
Priority NRS (95%

confidence interval)
Consensus rate (%) Mean

4-3-Ⅰ RD

Establishment of DCHs' novel requirements for 'outpatient palliative care' to encourage the placement of full-time nurses at

outpatient oncology units. In addition, a system in which pharmacists, psychologists and medical social workers can encounter

patients when required at the outpatient palliative care unit is desirable.

8.13 (7.64-8.62) 90.32 4.26

4-7-Ⅰ RD
Encouragement to inform all cancer patients and caregivers regarding the use of cancer consultation and support centres from

the time of their first visit, to inform them about the availability of palliative care services
8.08 (7.60-8.57) 95.16 4.37

4-1-Ⅰ RD Proposing a government-standardised distress screening procedure 7.90 (7.42-8.39) 85.48 4.16

4-6-Ⅰ RD
Encouragement to provide patients and their caregivers with information regarding the facilities to consult regarding their

distress
7.89 (7.36-8.42) 98.39 4.47

4-6-Ⅱ RD The palliative care centre leads the management of palliative care delivery (including 4-6-Ⅰ) at the DCHs 7.79 (7.28-8.30) 95.16 4.16

4-14-Ⅰ RD
Encouragement of cancer counselling and support using ICT systems or telephone for people living in remote locations, away

from DCHs
7.60 (7.10-8.10) 90.32 4.24

4-11-Ⅰ RD
Encouragement to disseminate information on palliative care consultations from non-DCHs and other healthcare institutions to

DCHs
7.55 (7.05-8.04) 91.94 4.16

4-7-Ⅱ RD
Adding  'information provision related to usage of palliative care services' and 'care coordination at DCHs and community' to the

operation list of cancer consultation and support centres
7.50 (6.94-8.06) 90.32 4.16

4-2-Ⅲ RD Encouragement of the implementation of ICT systems at DCHs to enhance distress management strategies 7.34 (6.81-7.87) 72.58 3.92

4-1-Ⅱ RD Requesting the DCHs to report the status of patients screened for distress annually 7.34 (6.77-7.91) 83.87 3.97

4-9-Ⅰ RD Encouragement of peer support advocated by DCHs 6.53 (5.98-7.08) 80.65 4.00



Table 3. Final policy proposals list regarding Basic Plan to Promote Cancer Control Programs

ID Group Policy proposals
Priority NRS (95%

confidence interval)
Consensus rate (%) Mean

4-8-Ⅳ BP Encouragement of care delivery toward caregivers and promote related effective initiatives 8.56 (8.16-8.97) 95.16 4.32

4-10-Ⅳ BP Encouragement of community care coordination 8.50 (8.08-8.92) 100.00 4.45

4-4-Ⅰ BP
Correction of the completion target of the palliative care training from 'all physicians involved in cancer treatment' to 'all physicians, nurses

and pharmasists involved in cancer treatment'
7.76 (7.22-8.30) 80.65 4.10

4-7-Ⅳ BP Encouragement of the use of cancer consultation and support centres for people not availing the services of DCHs 7.69 (7.19-8.20) 88.71 4.19

4-16-Ⅰ BP
Encouragement of activities to improve the image of palliative care as an essential clinical practice and ensure its acceptability among

patients and their caregivers as early as possible
7.69 (7.16-8.22) 87.10 4.23

4-15-Ⅱ BP Encouragement of the coordination between the reception of the 4-15－Ⅰ and cancer hospitals, when patients with related needs emerged 7.53 (7.04-8.02) 93.55 4.21

4-17-Ⅰ BP Encouragement of the dissemination of cancer education materials published by the MEXT to be used in school education 7.37 (6.89-7.85) 91.94 4.27

4-17-Ⅱ BP
Encouragement to conduct cancer education workshops for faculty development to increase number of the external lecturers and promote

understanding of school teachers
7.35 (6.85-7.86) 93.55 4.32

4-15-Ⅰ BP
Distribution of materials and information regarding palliative care at comprehensive support centres, healthcare centres and city-/town-halls

in the region in cooperation with prefectures
7.32 (6.83-7.82) 96.77 4.31

4-16-Ⅱ BP Encouragement of social awareness related to palliative care through social networking services, newspapers, and television 7.32 (6.74-7.90) 85.48 4.18

4-16-Ⅲ BP Encouragement of social awareness related to palliative care for patients screened for cancer and corporate employees 7.16 (6.62-7.70) 85.48 4.10

4-17-Ⅲ BP
Publish the list of external lecturers providing cancer education, who have completed the faculty development in prefectures limited to

prefectural board of education
6.82 (6.22-7.42) 85.48 4.15

4-9-Ⅳ BP Encouragement of peer support activities conducted by patient support groups 6.74 (6.26-7.22) 87.10 4.19

4-9-Ⅴ BP Encouragement to improve peer support training programmes 6.68 (6.16-7.19) 83.87 4.11

4-9-Ⅱ BP
Encouraging the development of regional general consultation support centres in cooperation with prefectures to enhance peer support

activities for planning, operating and managing.
6.52 (6.01-7.02) 80.65 3.98

4-13-Ⅰ BP Creating an environment to deliver the bereavement care 6.45 (5.87-7.03) 79.03 3.98

4-9-Ⅲ BP Encouraging the implementation of peer supporter training courses in cooperation with prefectures 6.34 (5.81-6.86) 88.71 4.11



Table 4. Final policy proposals list regarding financial support

ID Group Policy proposals
Priority NRS (95%

confidence interval)
Consensus rate (%) Mean

4-8-Ⅴ FS Removal of the restrictions on outpatient palliative care management fees for patients only receiving opioid for pain management 8.85 (8.39-9.32) 95.16 4.61

4-3-Ⅲ FS Revision of the regulations so that the 'cancer patient rehabilitation fee' can be calculated for not only for inpatients but also outpatients 8.24 (7.70-8.78) 95.16 4.44

4-8-Ⅱ FS Revision of the upper limit of the number of calculations six times per patient in the Cancer Patient Management Fee, Section B (e.g. psychological distress) 8.19 (7.66-8.73) 87.10 4.32

4-8-Ⅰ FS Revision of the upper limit of the number of calculations once per patient in the Cancer Patient Management Fee, Section A (e.g. advance care planning) 8.10 (7.52-8.67) 90.32 4.40

4-7-Ⅵ

4-14-Ⅲ
FS

Increasing the subsidy limit of the cancer counselling and support centres, the implementation of more detailed incentives, and the appointment of several

counsellors and improvement of training opportunities.
8.03 (7.55-8.51) 88.71 4.19

4-10-Ⅰ FS Revision to make the home care medical fee available (originally only provided to those unable to visit hospitals) for patients with terminal cancer 8.03 (7.50-8.56) 91.94 4.39

4-10-Ⅲ FS Continued access to home care coordination fee and home care emergency conferences fee 7.95 (7.42-8.48) 93.55 4.35

4-8-Ⅲ FS
Revision of the upper limit of the number of calculations six times per patient in the Cancer Patient Management Fee, Section C (e.g. medication guidance by

a pharmacist including opioid)
7.87 (7.30-8.45) 93.55 4.39

4-10-Ⅱ FS Revision of the upper limit to calculate the outpatient home cooperation guidance fee 7.87 (7.30-8.44) 91.94 4.31

4-12-Ⅰ FS Continue financial support for the community palliative care coordination meetings and workshops 7.63 (7.09-8.17) 88.71 4.15

4-2-Ⅰ FS Establishment of novel financial support for cancer hospitals to enhance the implementation of ICT in the distress management system 7.58 (6.98-8.18) 82.26 4.19

4-3-Ⅱ

4-8-Ⅴ
FS Establishment of a system of medical fees that encourages nurses to undergo palliative care-related training 7.37 (6.82-7.92) 85.48 4.11



Supplementary Table 1. Disclosure  the compliance with the Guidance on Conducting and REporting DElphi Studies (CREDES)

CREDES major items CREDES minor items Comments Page and line numbers

 1. Justification
The rationale for choosing the Delphi method can be found in the 'Study design and sample size'

subsection of the 'Methods' section.
Page 10 Line 213-216 and Page 11 Line 232-237

Planning and design

2. Planning and process

Detailed planning and process of Delphi survey is described on the page and in the lines mentioned in

the right-hand-side column.. A pilot survey was conducted. Three iterative rounds were conducted and

how data should be handled between rounds was described.

Page 11 Line 239- Page 13 Line 272

3. Definition of consensus

The consensus criteria were defined in advance, and items that did not meet the criteria were excluded.

Items were revised while referring to the comments form the external expert panel to improve the

consensus rate.

Page 12 Line 252-261

Study conduct

4. Informational input

Researchers provided objective and neutral information. We asked panel members to evaluate the

appropriateness and arbitrariness of the survey. In addition, these pilot surveys were amended in

advance.

Page 11 Line 247-251 Page 12 Line 262-272

5. Prevention of bias

Researchers provided objective and neutral information. We asked panel members to evaluate the

appropriateness and arbitrariness of the survey.  In addition, these pilot surveys were amended in

advance.

Page 11 Line 247-251 Page 12 Line 262-273

6. Interpretation and processing of results

The interpretation of the results is described in the 'Discussion' section. Peer support and distress

management ICT consistently exhibited low consensus rates, and we developed a discussion of the

reasons of the same.

Page 15 Line 321- Page 18 Line 377

7. External validation
The proposals derived from this study were submitted to the government (i.e. the Ministry of Health,

Labour and Welfare in Japan) and the validity is going to be examined by the government-led council.
Figure 1

Reporting

8. Purpose and rationale This has been described on the page and in the lines mentioned in the right-hand-side column. Page 7 Line 109- Page 9 Line 157

9. Expert panel This has been described on the page and in the lines mentioned in the right-hand-side column. Page 11 Line 217- Page 12 Line 237

10. Description of the methods This has been described on the page and in the lines mentioned in the right-hand-side column. Page 9 Line 158- Page 14 Line 275

11. Procedure This has been described on the page and in the lines mentioned in the right-hand-side column. Page 13 Line 252- 261

12. Definition and attainment of consensus This has been described on the page and in the lines mentioned in the right-hand-side column. Page 13 Line 252- 262

13. Results This has been described on the page and in the lines mentioned in the right-hand-side column. Page 14 Line 276- Page 16 Line 319

14. Discussion of limitations This has been described on the page and in the lines mentioned in the right-hand-side column. Page 17 Line 362- Page 18 Line 377

15. Adequacy of conclusions This has been described on the page and in the lines mentioned in the right-hand-side column. Page 18 Line 378-381

16. Publication and dissemination This has been described on the page and in the lines mentioned in the right-hand-side column. Figure 1



Supplementary Table 2. Results of the first Delphi round in policy proposals

ID Group Policy proposals Consensus rate (%) Mean Number of comments Decision

4-0 Acceleration of EBPM using the logic model

4-0-Ⅰ Others Encouragement of the use of logic models for planning and evaluating the national palliative care policies for cancer 92.19 4.32 26 Passed

4-1-Ⅰ RD Proposing the establishment and encouragement of the use of a government-standardised distress screening procedure 85.94 4.24 Passed

4-1-Ⅱ RD Requesting DCHs to report the status of patients screened for distress (using the 4-1-Ⅰ procedure), annually 81.25 4.05 Passed

4-2-Ⅰ FS Establishment of novel financial support for cancer hospitals to enhance the implementation of ICT in the distress management system 84.38 4.29 Passed

4-2-Ⅱ Others Encouragement of the optimisation of law and commercialisation related to the utilisation of ICT to aid the implementation of the same in cancer hospitals 90.63 4.3 Passed

4-2-Ⅲ RD Encouragement of the implementation of ICT systems at DCHs to enhance distress management strategies 78.13 4.02 Passed with modifications

4-3-Ⅰ RD Establishment of DCHs' novel requirements for 'outpatient palliative care' to encourage the placement of full-time nurses  (and if possible, psychologists) to manage distress at outpatient oncology units 73.44 4.03 Passed with modifications

4-3-Ⅱ

4-8-Ⅴ
FS Ease the requirements for more than 600 hours of training for nurses with aim of cancer patient management medical fees for the delivery of palliative care 70.31 4 Passed with modifications

4-3-Ⅲ FS Revision of the regulations so that the 'cancer patient rehabilitation fee' can be calculated for not only for inpatients but also outpatients 89.06 4.37 Passed

4-4 Promotion of palliative care training programmes for HCPs

4-4-Ⅰ

4-7-Ⅲ
BP Correction of the completion target of the palliative care training from 'all physicians involved in cancer treatment' to 'all physicians, nurses, and cancer counselling support centre staff involved in cancer treatment' 76.56 4.02 48 Passed with modifications

4-5-Ⅰ Others Encouragement of pre-graduate training on palliative care in the core curriculum of medical, nursing, and pharmacy students 92.19 4.48 Passed

4-5-Ⅱ Others Encouragement of mandatory palliative care training in postgraduate clinical training for physicians, nurses, and pharmacists 90.63 4.38 Passed

4-5-Ⅲ Others Encouragement to establish departments of palliative care in medical universities 92.19 4.35 Passed

4-6-Ⅰ RD Establishment of ‘distress reception’ at DCHs to encourage the access to palliative care services 76.56 3.92 Passed with modifications

4-6-Ⅱ RD The palliative care centre leads the management of palliative care delivery at DCHs 79.69 4.02 Passed with modifications

4-6-Ⅲ RD Announcing the availability of ‘distress reception’ at DCHs 85.94 4.14 Passed with modifications

4-7-Ⅰ RD Encouragement of the use of cancer consultation and support centres for all cancer patients and caregivers from the time of their first visit, to inform them about the availability of palliative care services 75 4.03 Passed with modifications

4-7-Ⅱ RD Adding  'information provision related to correct understanding and usage of palliative care services' and 'care coordination at DCHs' to the operation list of cancer consultation and support centres 71.88 3.95 Passed with modifications

4-7-Ⅳ BP Encouragement of the use of cancer consultation and support centres for people not availing the services of DCHs 87.5 4.13 Passed

4-7-Ⅵ

4-14-Ⅲ
FS Increasing the subsidy limit of cancer consultation and support centres and the implementation of more detailed incentives 79.69 4.08 Passed

4-8-Ⅰ FS Revision of the upper limit of the number of calculations once per patient in the Cancer Patient Management Fee, Section A (e.g. advance care planning) 87.5 4.37 Passed

4-8-Ⅱ FS Revision of the upper limit of the number of calculations six times per patient in the Cancer Patient Management Fee, Section B (e.g. psychological distress) 81.25 4.21 Passed

4-8-Ⅲ FS Revision of the Cancer Patient Management Fee, Sections A/B, so that interviews with caregivers can be evaluated 79.69 4.05 Passed with modifications

4-8-Ⅳ FS Removal of the restrictions on outpatient palliative care management fees for patients only receiving opioid for pain management 90.63 4.51 Passed

4-9 Facilitation of peer support activities

4-9-Ⅰ RD Encouraging the provision of a room to perform peer support activities at DCHs 81.25 4.05 Passed

4-9-Ⅱ BP Encouraging the development of regional general consultation support centres in cooperation with prefectures to enhance peer support activities for planning, operating, and managing 70.31 3.92 Passed

4-9-Ⅲ BP Encouraging the implementation of peer supporter training courses in cooperation with prefectures 79.69 4.03 Passed

4-9-Ⅳ BP Encouragement of peer support activities conducted by patient support groups 81.25 4.08 Passed

4-9-Ⅴ BP Encouragement to improve peer support training programmes 81.25 4.08 Passed

4-10-Ⅰ FS Revision to make the home care medical fee available (originally only provided to those unable to visit hospitals) for patients with terminal cancer 84.38 4.24 Passed

4-10-Ⅱ FS Revision of the upper limit to calculate the outpatient home cooperation guidance fee 87.5 4.22 Passed

4-10-Ⅲ FS Continued access to home care coordination fee and home care emergency conferences fee 85.94 4.19 Passed

4-11-Ⅰ RD Encouragement of palliative care consultations from non-DCHs and other healthcare institutions to DCHs 79.69 4 32 Passed with modifications

4-12 Close relationships among community healthcare workers

4-12-Ⅰ RD Requesting DCHs to provide annual reports regarding the detailed status of the meetings and training on palliative care skills in the community 68.75 3.83 Rejected

4-12-Ⅱ FS Continue financial support for the community palliative care coordination meetings and workshops 81.25 4 Passed

4-13-Ⅰ BP Encouragement of the development of a bereavement care program along with the existing peer support training programmes 76.56 3.89 Passed with modifications

4-13-Ⅱ Others Encouragement of research and development on bereavement care funded by the MHLW research grants 79.69 4.06 Passed with modifications

4-14-Ⅰ RD Encouragement of cancer counselling and support using ICT systems for people living in remote locations, away from DCHs 85.94 4.11 35 Passed with modifications

4-15 Providing information on palliative care in the community

4-15-Ⅰ BP Distribution of materials and information regarding palliative care at regional comprehensive support centres and healthcare centres in the region, in cooperation with prefectures 95.31 4.25 Passed with modifications

4-15-Ⅱ BP Encouragement of the coordination between the reception of the 4-15－① and cancer hospitals, when patients with related needs emerged 93.75 4.25 Passed

4-16-Ⅱ BP Encouragement of social awareness related to palliative care through social networking services 85.94 4.24 Passed

4-16-Ⅲ BP Encouragement of social awareness related to palliative care towards patients screened for cancer 75 3.95 Passed

4-17-Ⅰ BP Encouragement of the dissemination of cancer education materials published by the MEXT to be used in school education 89.06 4.24 Passed

4-17-Ⅱ BP Encouragement to conduct cancer education workshops for faculty development and to increase the number of external lecturers 87.5 4.17 Passed

4-17-Ⅲ BP Publish the list of external lecturers involved in cancer education who have ensured faculty development in prefectures 76.56 3.94 Passed

4-14 Cancer consultations from remote locations

4-16 Social awareness of palliative care 

4-17 Palliative cancer care education in schools

4-7 Encouraging the use of cancer consultation and support centres

4-8 Ensuring opportunities for discussions between patients and HCPs

4-10 Early coordination of community care

4-11 Consultations on palliative care from other institutions 

4-13 Facilitation of bereavement care

4-1 Standardisation of evaluation and recording distress

4-2 Implementation of ICT for distress management

4-3 Outpatient placement of full-time HCPs to manage distress

4-5 Palliative care education prior to post-graduation

4-6 Improving access to palliative care depending on patients' needs

47

45

40

44

41

49

30

34

32

36

34

32

32

34



Supplementary Table 3. Results of the second Delphi round in policy proposals
ID Group Policy proposals Consensus Rate (%) Mean Number of comments Decision

4-0 Acceleration of EBPM using the logic model

4-0-Ⅰ Others Encouragement of the use of logic models for planning and evaluating the national palliative care policies for cancer 93.75 4.27 24 Passed

4-1-Ⅰ RD Proposing the establishment and encouragement of the use of a government-standardised distress screening procedure 87.5 4.18 Passed with modifications

4-1-Ⅱ RD Requesting DCHs to report the status of patients screened for distress (using the 4-1-Ⅰ procedure), annually 73.44 3.85 Passed with modifications

4-1-Ⅲ Others Research grant of the MHLW to develop methods for identifying patients who have an urgent need to be screened for distress and its optimal procedure 87.5 4.21 Passed with modifications

4-2-Ⅰ FS Establishment of novel financial support for cancer hospitals to enhance the implementation of ICT in the distress management system 81.25 4.18 Passed

4-2-Ⅱ Others Encouragement of the optimisation of law and commercialisation related to the utilisation of ICT to aid the implementation of the same in cancer hospitals 87.5 4.29 Passed

4-2-Ⅲ RD Encouragement of the implementation of ICT systems at DCHs to enhance distress management strategies after assessing the effects of  4-2-Ⅰand 4-2-Ⅱ 70.31 3.87 Passed with modifications

4-3-Ⅰ RD
Establishment of DCHs' novel requirements for 'outpatient palliative care' to encourage the placement of full-time nurses at outpatient oncology units. In addition, a system in which pharmacists, psychologists and medical social workers

can encounter patients when required at the outpatient palliative care unit is desirable
85.94 4.45 Passed

4-3-Ⅱ

4-8-Ⅴ
FS Establishment of a system for medical fees that encourage nurses to undergo palliative care-related training 81.25 4.18 Passed

4-3-Ⅲ FS Revision of the regulations so that the 'cancer patient rehabilitation fee' can be calculated for not only for inpatients but also outpatients 89.06 4.37 Passed

4-4 Promotion of palliative care training programmes for HCPs

4-4-Ⅰ BP Correction of the completion target of the palliative care training from 'all physicians involved in cancer treatment' to 'all physicians, nurses and pharmasists involved in cancer treatment' 79.69 4.16 35 Passed

4-5-Ⅰ Others Encouragement of pre-graduate training on palliative care in the core curriculum of medical, nursing and pharmacy students 89.06 4.47 Passed

4-5-Ⅱ Others Encouragement of mandatory palliative care training in postgraduate clinical training for physicians, nurses and pharmacists 89.06 4.35 Passed

4-5-Ⅲ Others Encouragement to establish departments of palliative care in medical universities 85.94 4.37 Passed

4-6-Ⅰ RD Encouragement to provide patients and their caregivers with information regarding the facilities to consult regarding their distress 93.75 4.44 Passed

4-6-Ⅱ RD The palliative care centre leads the management of palliative care delivery (including 4-6-Ⅰ) at the DCHs 81.25 4.03 Passed

4-6-Ⅲ RD Encouragement to provide patients and their caregivers with information regarding the facilities to consult regarding their distress 89.06 4.26
Deleted due to duplicate concept

as 4-6-Ⅰ

4-7-Ⅰ RD Encouragement to inform all cancer patients and caregivers regarding the use of cancer consultation and support centres from the time of their first visit, to inform them about the availability of palliative care services 90.63 4.42 Passed

4-7-Ⅱ RD Adding 'information provision related to usage of palliative care services' and 'care coordination at DCHs' to the operation list of cancer consultation and support centres 89.06 4.23 Passed with modifications

4-7-Ⅳ BP Encouragement of the use of cancer consultation and support centres for people not availing the services of DCHs 87.5 4.24 Passed

4-7-Ⅵ

4-14-Ⅲ
FS Increasing the subsidy limit of cancer consultation and support centres and the implementation of more detailed incentives 78.13 4.10 Passed with modifications

4-8-Ⅰ FS Revision of the upper limit of the number of calculations once per patient in the Cancer Patient Management Fee, Section A (e.g. advance care planning) 90.63 4.48 Passed

4-8-Ⅱ FS Revision of the upper limit of the number of calculations six times per patient in the Cancer Patient Management Fee, Section B (e.g. psychological distress) 82.81 4.31 Passed

4-8-Ⅲ BP Encouragement of care delivery toward caregivers and promote related effective initiatives 95.31 4.47 Passed

4-8-Ⅳ FS Removal of the restrictions on outpatient palliative care management fees for patients only receiving opioid for pain management 92.19 4.52 Passed

4-9 Facilitation of peer support activities

4-9-Ⅰ RD Encouraging the provision of a room to perform peer support activities at DCHs 75 3.95 Passed with modifications

4-9-Ⅱ BP Encouraging the development of regional general consultation support centres in cooperation with prefectures to enhance peer support activities for planning, operating and managing 79.69 3.94 Passed

4-9-Ⅲ BP Encouraging the implementation of peer supporter training courses in cooperation with prefectures 84.38 4.00 Passed

4-9-Ⅳ BP Encouragement of peer support activities conducted by patient support groups 90.63 4.11 Passed

4-9-Ⅴ BP Encouragement to improve peer support training programmes 89.06 4.10 Passed

4-10-Ⅰ FS Revision to make the home care medical fee available (originally only provided to those unable to visit hospitals) for patients with terminal cancer 87.5 4.32 Passed

4-10-Ⅱ FS Revision of the upper limit to calculate the outpatient home cooperation guidance fee 89.06 4.31 Passed

4-10-Ⅲ FS Continued access to home care coordination fee and home care emergency conferences fee 89.06 4.31 Passed

4-11-Ⅰ RD Encouragement to disseminate information on palliative care consultations from non-DCHs and other healthcare institutions to DCHs 87.5 4.16 16 Passed

4-12-Ⅰ FS Continue financial support for the community palliative care coordination meetings and workshops 87.5 4.18 18 Passed

4-13-Ⅰ BP Creating an environment where training on bereavement care is provided to peer supporters who wish to receive the training 78.13 3.97 Passed with modifications

4-13-Ⅱ Others Encouragement of research to investigate the optimal strategies on bereavement care delivery through the Health and Labour Sciences Research Grants of the MHLW 84.38 4.19 Passed

4-14-Ⅰ RD Encouragement of cancer counselling and support using ICT systems or telephone for people living in remote locations, away from DCHs 84.38 4.11 22 Passed

4-15 Providing information on palliative care in the community

4-15-Ⅰ BP Distribution of materials and information regarding palliative care at comprehensive support centres, healthcare centres and city-/town-halls in the region in cooperation with prefectures 89.06 4.32 Passed

4-15-Ⅱ BP Encouragement of the coordination between the reception of the 4-15－① and cancer hospitals, when patients with related needs emerged 89.06 4.31 Passed

4-16-Ⅰ BP Encouragement of activities to dispel the negative image of palliative care such as the end of life care, and improve the image of palliative care as an essential clinical practice 71.88 3.97 Passed with modifications

4-16-Ⅱ BP Encouragement of social awareness related to palliative care through social networking services 82.81 4.11 Passed with modifications
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4-16-Ⅲ BP Encouragement of social awareness related to palliative care towards patients screened for cancer 82.81 4.02 Passed with modifications

4-17-Ⅰ BP Encouragement of the dissemination of cancer education materials published by the MEXT to be used in school education 85.94 4.19 Passed

4-17-Ⅱ BP Encouragement to conduct cancer education workshops for faculty development and to increase the number of external lecturers 90.63 4.32 Passed with modifications

4-17-Ⅲ BP Publish the list of external lecturers involved in cancer education who have ensured faculty development in prefectures 75 3.98 Passed with modifications
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4-17 Palliative cancer care education in schools
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