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Abstract

Background: Despite recommendations to deliver palliative care to cancer patients and
their caregivers, their distress has not been alleviated satisfactorily. National health
policies play a pivotal role in achieving a comprehensive range of quality palliative care
delivery for the public. However, there is no standardised logic model to appraise the
efficacy of these policies. This study aimed to develop a logic model of a national health
policy to deliver cancer palliative care and to reach consensus towards specific policy

proposals.

Methods: A draft version of the logic model and specific policy proposals were
formulated by the research team and the internal expert panel, and the independent
external expert panel evaluated the policy proposals based on the Delphi survey to reach

consensus.

Results: The logic model was divided into three major conceptual categories: ‘care-
delivery at cancer hospitals’, ‘community care coordination’, and ‘social awareness of
palliative care’. There were 18 and 45 major and minor policy proposals, which were
categorised into four groups: requirement of government-designated cancer hospitals;
financial support; Basic Plan to Promote Cancer Control Programs; and others. These
policy proposals were independently evaluated by 64 external experts and the first to
third Delphi round response rates were 96.9-98.4%. Finally, 47 policy proposals
reached consensus. The priority of each proposal was evaluated within the four policy

groups.

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

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

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

oncology; palliative care.
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Introduction

Cancer is the world’s leading cause of death, accounting for approximately 10.0
million deaths each year, and one in six deaths [1]. In addition, cancer is known to cause
severe distress (e.g., physical, psychological and social) in patients and their caregivers
[2-4]. Strategies are needed to deliver quality care for people suffering from cancer
across a comprehensive range of settings including hospitals, local communities, and

societies.

Palliative care aims to relieve the distress of caregivers and patients with life-
threatening illnesses, including cancer, and improve their quality of life at any stage of
the illness [5]. Thus far, robust evidence has established that palliative care reduces the
distress experienced by cancer patients and their caregivers [6-9]. In addition, since
exploratory studies have demonstrated a reduction in unscheduled ER visits and
emergency hospitalisations, the delivery of palliative care may benefit the national
healthcare economy [6-9]. Accordingly, the continuous and comprehensive palliative
care delivery is recognised as an essential part of the oncology practice of various
government agencies and cancer-related academic societies [10-14]. Therefore, the
development of an effective system for delivering palliative care is a major global

concern [15-18].

National health policies play a pivotal role in comprehensive quality palliative care
delivery to the public [19-21]. The governments of many countries attach great
importance to palliative care as a part of their national health policy [19, 22-24]. Since
the Cancer Control Act was enacted in 2006, the Japanese government has also

consistently promoted palliative care in conjunction with the law [25-27]. Consequently,
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the nationwide implementation of a palliative care training programme (the PEACE
project) has helped increase confidence and skills of healthcare professionals (HCPs)
providing palliative care, and policies related to the promotion of cancer community
coordination have demonstrably contributed to the development of a close relationship

with the regional healthcare community [28-33].

Despite these cumulative nationwide efforts, it has been revealed that the distress of
cancer patients has not been adequately alleviated and their needs have remained unmet
[34-37]. In addition, there are various barriers to the delivery of palliative care, such as a
lack of HCPs who provide palliative care, insufficient remuneration for palliative care
services, and inaccurate perception of palliative care of patients, caregivers, and HCPs
(e.g. stigma, depletion of hope, or learned helplessness) [38-41]. Thus, there are serious
concerns that palliative care does not reach patients with cancer and their caregivers
sufficiently [42-52]. However, at present, there is no standard theoretical framework to

critically appraise cancer palliative care policies.

In association with movements in evidence-based policy making (EBPM), focused
attention has been paid to the use of logic models as a practice of EBPM. The logic
model anticipates a causal relationship between the intervention and outcomes, which is
visually depicted by a simple linear model [53]. By using a logic model, the logical
structure of the causal relationship between policies and outcomes can be clarified. The
implementation of health policies logic model has been actively promoted globally [54-
58]. In Japan, the Cabinet Office is also working to promote EBPM and recommends
the use of logic models [59]. However, a logic model of a national health policy for

cancer palliative care has not yet been developed internationally.
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Thus, the aim of this study was to develop a logic model of a national health policy to
deliver palliative care to cancer patients and their caregivers, and to reach consensus on

specific policies that are deemed effective.

Materials and methods

The logic model was developed according to the procedure shown in Figure 1. All
panel members in this study participated after written informed consent was obtained.
This study was reviewed and approved by the Ethics Committee at the Kyoto University
Graduate School and Faculty of Medicine, Kyoto University Hospital (Approval
Number: R2958), and was conducted according to the Guidance on Conducting and
REporting DElphi Studies (CREDES) and relevant guidelines (Supplementary Table 1)
[60, 61].

Formulation of draft version of logic model outcomes

Based on the W. K. Kellogg Foundation Logic Model Development Guide and
relevant guidance, the research team drafted short-, medium-, and long-term outcomes
of the logic model under the guidance of the health policy expert MI (the 2™ author)
[62-64]. The research team comprised six physicians, one health policy expert, and one
patient representative.

First, the research team confirmed that the definitive long-term outcome of cancer
palliative care policies should be to improve the quality of life of the patients and their
caregivers. The research team conducted a brainstorming session asking, ‘What should
be the short- and medium-term outcomes in hospitals, local communities, and societies
in order to achieve the long-term outcome?’ MI categorised the list of candidate
outcomes for short- and medium-term outcomes so that the concept is mutually

exclusive and collectively exhaustive (MECE). The research team confirmed the logic
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and MECE of the outcomes through iterative discussions. Following this, as outcome
indicators, items were collected from the nationwide “cancer patients’ experience
survey”, “bereavement survey”, and “opinion polls” which were conducted by the
Japanese government between 2019 and 2020. The “cancer patients’ experience survey”
and “opinion polls” is basically conducted every six and three years, respectively. The
first nationwide scale “bereavement survey” was conducted in 2020. Furthermore, if
there were no corresponding scales or indicators for each outcome, novel ones were
proposed and placed where appropriate [65-67].

Formulation of specific policy proposals

To formulate the specific policy proposals which are expected to function within the
logic model effectively, we invited an internal expert panel with abundant clinical and
work experience at the Ministry of Health, Labour and Welfare (MHLW) in Japan or in
the public affairs of cancer palliative care. The seven internal expert panel members
comprised one physician, three nurses, one pharmacist, one medical social worker
(MSW), and one patient representative.

To formulate and propose specific policies, the internal expert panel and research team
conducted brainstorming sessions to identify policies expected to work for each short-
term outcome, and classified them into policy categories under the guidance of MI. MI
and YU (the 1% author) categorised the minor policies attached to the major policy
categories, which were labelled ‘requirement for designation (RD)’, ‘basic plan (BP)’,
‘financial support (FS)’, and ‘others’. This was because the national health policy for
cancer in Japan is dependent on the Basic Plan to Promote Cancer Control Programs
(BP) in conjunction with the Cancer Control Act [27]. BP should be reviewed and

revised every six years based on several national surveys, and requirement of

10



203

204

205

206

207

208

209

210

211

212

213

214

215

216

217

218

219

220

221

222

223

224

225

226

government-designated cancer hospitals (RD) (DCH) is based on the BP. The
government manages and disseminates quality oncology care in conjunction with BP,
RD, and specific FS to DCHs.

We thought that it would be difficult to reach consensus if the policy proposals were
too detailed, so we developed the proposals at the level of the direction of the policies.
Therefore, we did not define resources and inputs (e.g. budget estimation or required
labour power), which are important elements in the logic model [53, 62]. Finally, the
categorisation and contents of specific policy proposals and logic models were used to
confirm logical consistency and MECE.

Study design and sample size

To evaluate the validity of the proposed policies, we employed the Delphi survey to
ensure consensus among the external expert panel [60, 61]. This was because the
current research participants required consensus and experienced complex issues that
required expert input with prominent insight into cancer palliative care.

Selection of the external expert panel members

The external expert panel members were recruited using purposive and snowball
sampling, which is commonly employed at Delphi survey since probability sampling
techniques (such as random sampling) can be unsuitable method to identify the expert.
[60, 61]. The selection criteria for non-patient representative panel members were as
follows: 1) people with more than five years of experience in clinical, research,
education, and administrative work related to cancer palliative care, or people who had
more than three years of experience in awareness-raising, press, educational, or policy
evaluation activities of health affairs; and, 2) people who understood the purpose of the

research, had insights into cancer palliative care policies. In addition, we thought that

11
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Patient and Public Involvement (PPI) was important for deciding upon the cancer
palliative care policies, and the following people were included as patient
representatives: 1) people who have had cancer themselves, or those whose
family/relatives within third-degree kinship have had cancer; and 2) people who
understood the purpose of the research, had insights into cancer palliative care.

Although the panel size for the Delphi method varies in the literature, it is generally
recommended to have at least 20 members [60, 61, 68]. Due to the nature of this
research in relation to national health policy, we aimed to recruit more than 50 people,
balancing occupations, facility characteristics, and regions, to suit a nationwide survey.
Considering a response rate of approximately 80% based on previous studies, the
minimum recruitment number was 62 [61].
Survey development process

We developed an anonymous questionnaire using Google Forms, including a logic
model and a policy proposal. The external expert panel members were asked whether
the proposed policies should be included to achieve the outcomes of the logic model. To
maintain independency, expert panel members were asked to respond based on their
own ideas, and the responses were anonymized. Responses were rated on a 5-point
Likert scale (where 1 = should definitely be excluded, 2 = should be excluded, 3 =
neither, 4 = should be included, and 5 = should definitely be included). We asked for
answers aided by free text description to provide comments regarding correction or
adding of the policies. In addition, because of the nature of the current study with PPI,
abundant annotations such as descriptions of technical terms were added, and only

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

Based on the previous literature and the results of the pilot survey, we developed pre-
defined consensus criteria: more than 70% of the panel members rated 4 or 5 [60, 61].
During each round, the data were confirmed by the research team and the internal expert
panel, correction and decisions regarding items to be included in the next round were
made. From the second round onwards, the anonymised and summarised results of the
previous round were disclosed to the external expert panel and requested to be
reviewed. The round was terminated when all proposals met the consensus criteria with
no major comments. The Delphi survey was conducted between November 2021 and
February 2022.

Process appropriateness and exploratory evaluation of policy priority

To ensure the validity of the survey, we verified the appropriateness its survey through
the panel (e.g. usability of the survey form, explicitness of the questions,
appropriateness of information input, and whether there was any arbitrariness) in the
first round.

Furthermore, to clarify the priority of each proposal that reached consensus in the third
round, we evaluated the policies with high priority in the RD, BP, FS, and others
categories. This was because Japanese government encourages to evaluate the policy
priority in conjunction with the limited administrative resources [69]. Therefore, we
asked the external expert panel to evaluate each policy proposal using a Likert-type

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

Data analysis
13
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Descriptive statistics were used to summarise the data using Microsoft® Excel® 2019

MSO (version 2111; Microsoft, Redmond, WA, USA).
Results
Proposal of draft policy

Figures 2 and 3 provide an overview of the logic model, policy proposals, and
conceptual diagrams. The logic model was divided into three major conceptual
categories: ‘care-delivery at cancer hospitals’, ‘community care coordination’, and
‘social awareness of palliative care’. In total, the short-, medium-, and long-term
outcomes consisted of eight, five, and one outcome(s) and twenty, sixteen, and seven
indicators, respectively. There were 18 and 45 major and minor policy proposals. Of
these, 13, 14, 12, and 6 minor policy proposals were regarding RD, BP, FS, and others,

respectively.
Expert panel characteristics and response rates

A total of 64 external experts were included nationwide (Table 1). The external expert
panel comprised physicians, nurses, pharmacists, MSWs, patient representatives, and
others. There were three Delphi rounds, and the first, second, and third round response

rates were 98.4% (63/64), 96.9% (62/64), and 96.9% (62/64), respectively.
First Delphi round

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

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

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

to interview caregivers (4-8-1I) was converted to BS since clinical fees cannot be

14
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calculated for participants other than patients in conjunction with the Japanese health

insurance system. In total, 46 policy proposals made it to the second round.
Appropriateness of the Delphi survey process

The appropriateness of the Delphi survey was evaluated at the end of the first round
(Figure 4). In total, 88.9% (56/63) and 85.7% (54/63) responded that the survey was
easy to use and understand, respectively. Regarding the information input (e.g.
annotation and attachments), 93.7% (59/63) responded that it was appropriate and only

9.5% (6/63) responded that it was arbitrary.
Second Delphi round

The results of the second round are shown in Supplementary Table 3. There were no
policy proposals that did not meet the consensus criteria. Two novel policy proposals

categorised as BP (4-10-IV) and FS (4-8-1I) were added. Since there were two policy

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

[, 4-6-I1I), they were integrated. In total, 47 policy proposals made it to the third

round.
Third Delphi round and exploratory evaluation of policy priority

The results of the third round are presented in Tables 2—5. Researchers decided to
terminate the Delphi round because there were no policy proposals which did not meet
the consensus criteria and/or elicited major comments from the expert panel. Policy
proposals related to FS tended to have a higher consensus and priority than those related
to RD. As for proposals related to BP, issues familiar with HCPs, such as caregiver

care, community care coordination, and palliative care training tended to have higher
15
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consensus and priorities, and peer support tended to be lower. Overall, HCP palliative

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

Discussion

This study developed a logic model of a national health policy regarding cancer
palliative care and proposed the direction of policies to make the logic model function
efficaciously. Furthermore, by issuing high-priority policies for each category, these
materials potentially support discussions on which policies should be prioritised in
future government councils regarding national cancer palliative care policies.

First, the expert panel welcomed the proposition of national health policies for cancer
palliative care using logic models. Previous studies have described the status of cancer
palliative care policies in various countries, and it has been reported that high-income
countries, including Japan, tend to have all, "national strategy or plan specific to

nn

palliative care," "reference to palliative care in national law" and "person/desk/unit in a
government department" compared to low-income countries [19]. However, literature
on how to plan and evaluate them is limited nonetheless of the national income status
[19, 22-24]. In addition, in adherence with the current practices of policy evaluation in
Japan, evaluation was performed using indicators, as shown in Figure 2 (e.g., “cancer
patients’ experience survey”, “opinion polls”); however, the policy acting on each
indicator was not defined. The expert panel pointed out that the evaluation by the logic
model has limitations in reflecting the practical efforts that cannot be measured in

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

logic model.
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Staffing and education have been consistently agreed upon and prioritised. Previous
studies have shown that the lack of HCPs and educational opportunities regarding
palliative care are serious barriers to the delivery of palliative care [38-41]. Evidence of
clinical trials in the provision of palliative care presupposes abundant human resources
and ample educational opportunities, and the role of the government in implementing
these findings seems pivotal [7-9]. Moreover, expanding nationwide palliative care
education and training for nurses and pharmacists, as well as palliative care education
prior to post-graduation, can be ensured only by the government.

Although peer support and information and communication technology (ICT) distress
management systems are expected to be solutions to the limitations of clinical
resources, they have consistently exhibited lower consensus rates and priorities.
Possible reasons for this may be the lack of evidence and implementation strategies. As
a similar intervention for peer support, lay health worker interventions have been shown
to have promising efficacy in various settings [70-72]. These lay health workers are
structurally trained, but peer supporters’ interventions may have problems regarding
variance, quality, and uneven distribution of peer supporters in each community. In
addition, ICT distress management systems such as ePRO are being actively
implemented in many countries along with robust evidence, but their cost-effectiveness
and sustainable implementation strategies also remain unclear [73-78]. However,
because these proposals met the consensus criteria of this study, it is considered that this
did not indicate a negative evaluation from the expert panel. Further research is required
to overcome these challenges.

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

resources and inputs related to policies. This was because this study aimed to present
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the major direction of the policies and not propose a detailed policy design. This is
expected to be considered by the future government council, based on our proposals.
The second limitation is the limited information input. Although the information input
was composed of scientific evidence and open resources from the government and
evaluated as appropriate by the panel, the information we provided potentially
influenced the judgement of the expert panel due to the limited quality and quantity of
the information input. Third, there was no mention of how to measure the causal
relationship between policies and outcomes. By proposing a logic model, we were able
to present the causal structure of policies and outcomes. However, it is necessary to
develop a method to clarify the causal relationship by adjusting for confounding and
bias. The last was external validity. In foreign countries or local governments, caution
should be exercised when extrapolating our model. However, the development process
of the logic model proposed here can be applied to cancer palliative care policies in

other countries or settings.

Conclusion

A national health policy logic model has been developed to accelerate the cancer
palliative care delivery. Further research is warranted to verify the study design to

investigate the causal relationship derived from the logic model.
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Figure captions
Figure 1. Overview of the current Delphi survey process

Figure 2. Conceptual schema of the policy proposals

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

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

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

healthcare professional; ICT, information and communication technology.

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

panel members

Table titles

Table 1. Characteristics of the external expert panel members

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

designated cancer hospital.

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

designated cancer hospitals

Footnote: Abbreviations. DCH, government-designated cancer hospital; ICT,
information and communication technology; NRS, numerical rating scale; RD,

requirement for designation.

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

Programs

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

technology; NRS, numerical rating scale.
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Table 4. Final policy proposals list regarding financial support

Footnote: Abbreviations. BP, basic plan; DCH, government-designated cancer hospital;
MEXT, Ministry of Education, Culture, Sports, Science and Technology of Japan; NRS,

numerical rating scale.

Table 5. Final policy proposals list regarding the others

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

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

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

REporting DEIphi Studies (CREDES)

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

Footnote: Abbreviations. BP, basic plan; DCH, government-designated cancer hospital;
FS, financial support; HCP, healthcare professional; ICT, information and
communication technology; MEXT, Ministry of Education, Culture, Sports, Science
and Technology of Japan; MHLW, the Ministry of Health, Labour and Welfare; RD,

requirement for designation.

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

FS, financial support; HCP, healthcare professional; ICT, information and
communication technology; MEXT, Ministry of Education, Culture, Sports, Science
and Technology of Japan; MHLW, the Ministry of Health, Labour and Welfare; RD,

requirement for designation.
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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) .

f

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

f

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) .

.

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




Cancer treatment hospitals // Home care, community network, and
= / administrative offices
% ’

4-10 Early coordination of community care
] 4-11 Consultations on palliative care from other institutions
Cancer Consultation & Support Centre | 4-12 Close relationships among community healthcare workers

4-7 Encouraging the use of cancer consultation and 4-14 Cancer consultations
support centres from remote locations

2.8

Palliative Care Centre

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

4-3 Outpatient placement of full-time HCPs to manage distress
4-8 Ensuring opportunities for discussions between patients and

HCPs Patients and caregivers x Q%’
/ =
/
/
¢ ! 4
Peer supporters
. 4-15 Providing information on
— ~ 4-9 Facilitation of peer support activities palliative care in the community
- 4-13 Facilitation of bereavement care
\ Oncology Unit v |

/

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




Policy proposals

Indicators

| Medium-term outcomes

Indicators

Long-term outcomes

Indicators

Pallitive Care Self-Repored Pracices Scal Cancer patients”experience survey exsting
Standardisation of evaluation Domain of patient- and family-centred care (eg. | item “Are you asked about pain every time
4-1 ¢ v 211 [ty to understand thesuffering of th patient and 2.1 | youvisit the cancer hospital?: The
and recording of distress family) proportion of patients responding yes
DCHs' annual report regarding the proportion of Cancer patients” experience survey item
patients and caregivers whose distress was proposal: ‘Are you asked about emotional
Implementation of ICT for evaluated on a regular basis. distress when you visit the cancer hospital?”
4-2 distress management 12 Patients' and 212  The proportion of patients responding yes
caregivers' distress
2-1 is regularly Cancer patients” expericnce survey item
evaluated at the proposal: 'Are you asked about the ﬁnaﬂc\:l
N 5.4.3 | urden when youvist the cancer hospital
hospital. The proportion of patients responding yes
Cancer paients” experience survey existing item Cancer patents” xpericnce survey exisiing
. 'Was the information shared among the HCPs item: Did the HCPs talk to you about
43 Outpatient placement of full- 4. | VoIV in the treatment regarding you 3.1.4|COMinUinG work?: The proportion of
time HCPs to manage distress (patient)? The proportion of patients responding patentsresponding yes
Care Evaluation Scale-Patient Version and Care
. - Evaluation Scale Version 2.0: domain of
44 Promotion of palliative care 2 .| coordination and consistency (.. Thre is good
training programmes for HCPs o oy et memberssuch s
“Multidisciplinary care delivery evaluation scale
Palliative care education prior to for cancer reating hospitals (Development
4-5 N %23 | required)
post-graduation
Care Evaluation Scale-Patient Version
Domain o physicalcare by physicians and
2.2 | UISeS (e.g. Doctors and nurses have
adequate knowledge and skills to alleviate
physical symptoms of the patient).
[DCHs' annual report regarding specialised Care Evaluation Scale Version 2.0: Domain
Improving access to palliative palliative care services (e.q.status of outpatients : " of physicalcare by physicians and nurses.
P g ac patliatlv palliative care. paliative care team, and paliative Patients and their (e.0. Doctors and nurses have adequate
4-6 care depending on patients' 3 231 ivers receive |“**
N symptoms of the patent).
needs 22 appropriate
treatment and care Cancer patients’ experience survey existing
for their distress at item ‘Did the HCPs teat orcar fr distress
y 22:3|prompily?": The proportion of ptients
the hospital. responding yes
Cancerpatients’ experience survey fem Cancer patints” experience survey exstng
proposal: Did you receive the requisite item: Do you experience physical disress
support for social issues (such as such as pain?: The proportion of patients
224 | employment or financial issues) at the | responding yes
cancer hospital?": The proportion of patients
responding yes
'DCHS annual eportregarding the provision of Cancer patints” experence survey exsting
. easy-to-undersand information on pallative care item: Do you experience disress related to
47 | Encouraging the use of cancer |—— 32| 0 patients and caregivers. | cancer weaiment?: The praportion of
consultation and support centres paents responding yes
4
'DCHS'annual report (item proposal) regarding Cancer patients’ experience survey cxisting
heproportion of patients and caregivers who are item: Do you experience emotional
42 |aware that they can receive palliative care at the 1-3 | distress?: The proportion of patients
nosptal. responding yes
i Cancer patints” experience survey existing
Distress Uf a” item: ‘Do you experience difficulty in life
patients and their | |due o social issues such as employment or
1-1 caregivers are financial ssues)7: The proportion of
regive patients responding yes
Care Evaluaton Scale-Patient Version: Domain Cancer patints” experience survey exsting alleviated Cancer patints” experience survey exising
Ensuring opportunities for of help with decision making by physician (e.g item: "Do you have sufficient discussions item: “Are you satisfied with your current
" N . Consideration is taken to allow the patient to | with HCPs during the cancer treatment?": status?": The proportion of patients and
4-8 | discussions between patients and % gartiipat i th seection of e reatment Patients and their | [T provorton f paens andcareivers 4 aregvers responcing es
HCPs process). > response of yes
—| can
|
Care Evaluation Scale Version 2.0 Domain of i Cancer patients” experence survey exisiing (Cancer patients” experience survey existing
explanation to family by physician (e.g. communicate item: "Are there any HCPs who are easy to item: Do you feel you are spending daily
Facilitation of peer support Consideration s taken 10 allow the family to honestly and consult other than the physicians?”: The life as you want 107 The proportion of
4-9 activities 52 particpate i th selctio of reatmen). 2-3 appropriately with |**? oot s e -1 patents and caregivers responding yes
their HCPs at the
hospital and express Cancer patients” experience survey item Bereavement survey: proportion of people
i 1:"Ave you able (0 tll the HCPs with prolonged grief andlor epression
their distress proposa o
5. | bout your distess? " The proportion of
patents response of yes
4-10 Early coordination of community |
care
T number of ases in which the evaluation
results of distess at cancer reatment hospitals
. - were shared with community home care
4.11 | Consultations on palliative care 5.1 [Physicians, nurses, and longterm care workers
from other institutions
Care Evaluation Scale-Patient Version and Care (Cancer patients” experience survey i
Evaluation Scale Version 2.0, Domain of proposal:"Did you receive support o
Close relationships among 6 coordination and consistency (e.g. important palliative care in your area of residence?”:
4-12 N 262 [information was share even when the ttending 2.4 |The proportion of patients'and caregivers
community healthcare workers physician or nurse changed). . R response of yes
Patients and their
| Survey question: ‘Do you think the care. families can receive |Cancer patients” experience survey item
coordination between healthcare and welfre: 2.4 appropriate proposal:"Did you receive the requisite
- workers i good in your community? The - o : supportfor socilissues (such as
4-13 | Facilitation of bereavement care 252 proportion o heathcare and wefars workers palliative care in 2.2
responding yes their area of area ofresidence?”: The proportion of
N patents and caregivers response of yes
residence
(Cancer patents” xperience survey flem
proposal: "Did you receive information
2.3 regarding home care servces in your area
of residence?”: The proportion of patiets'
and caregivrs' esponse of yes
Proporton of establishment regarding
. medicaliwelfare work flows that deal with
4-14 | Cancer consultation from remote 7. |distress and social sues of cancer paients and
Jocations caregivrs at the secondery medical area
Namber of cancer patients who accessed he
Regional Comprehensive Support Centre
415 Providing information on 7 (secondary medical arez).
palliative care in the community
Cancer patients” experience survey tem
proposal: Do you have some people or contact
7 [P0 n your arenofresidence, it
whomiwherein you can consult about your
distress and/or social issues?: The proportion of
patents and caregivers responding yes
The Cabinel Ofice Opinion Poll Proportion of People can receive e Cabinet Offce Opinion Poll (e
. L people who answered that ‘opioid analgesics are : prop of people who
4-16 Social awareness of palliative g [P e cortcty. appropriate ettt " want o receive or
pallistive care sy
1 2.5 without hesitation
The Cabinet Office Opinion Poll: Proportion of when they or their q
- . people wha answered that‘opicid analgesics © ot know about of misunderstand palltive
4-17 | Palliative cancer care education 5. | WoUId reduce theduration ofsurvvar family member 5. | care which impede th clinical actvtes of

in schools

©

becomes a cancer
patient

palliative care services.": The proportion of
HCP'response of yes

The Cabinet Office Opinion Poll: Proportion of
people who answered that Paliative care should
be initated when cancer i diagnosed or when
cancer treatment s started'

The Cabinet Office Opinion Poll: Proportion of

594 |care includes emotional distress and issues of
employment and financial problems.

beople who answered that the ‘Scope of palliative




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?"

Strongly disagree

Disagree

Neither Agree Nor Disagree
Agree

Strongly agree



Table 1. Characteristics of the external expert panel members

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 10.9
70- 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 4.7
Tohoku 10.9
Kanto 21 32.8
Chubu 6 9.4
Kinki 10 15.6
Chugoku 6.3
Shikoku 7.8
Kyushu 125



Working environment

DCHs 45 70.3
Non-DCHs 7 10.9
Do not work at hospitals 12 18.8

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

Yes 8 12.5
No 56 87.5

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

Yes 31 48.4
No 33 51.6




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

. Priority NRS (95% 0
ID Group Policy proposals confidence interval) Consensus rate (%) Mean

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

4-3- | RD outpatient oncology units. In addition, a system in which pharmacists, psychologists and medical social workers can encounter 8.13 (7.64-8.62) 90.32 4.26
patients when required at the outpatient palliative care unit is desirable.

4.7 | RD Encguragemen.t t<? |nfo.rrp all cancer patients and caregl\./ers.r.egardlng t.he.use of cancer consultation and support centres from 8.08 (7.60-8.57) 95.16 437
the time of their first visit, to inform them about the availability of palliative care services

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

4-6- | RD (IjEir;frc:aL;rsagement to provide patients and their caregivers with information regarding the facilities to consult regarding their 7.89 (7.36-8.42) 98.39 447

4-6- I 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- | RD Encouragement of cancer counselling and support using ICT systems or telephone for people living in remote locations, away 7.60 (7.10-8.10) 90.32 424
from DCHs

4-11- | RD Erg::'l;ragement to disseminate information on palliative care consultations from non-DCHs and other healthcare institutions to 7.5 (7.05-8.04) 91.94 416

2711 RD Addmg m_formatlon provision rglated to usage of palliative care services' and ‘care coordination at DCHs and community' to the 7,50 (6.94-8.06) 90.32 416
operation list of cancer consultation and support centres

4-2-1l RD  Encouragement of the implementation of ICT systems at DCHSs to enhance distress management strategies 7.34 (6.81-7.87) 72.58 3.92

4-1-11 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- | 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

Priority NRS (95%

i 0
ID Group Policy proposals confidence interval) Consensus rate (%)  Mean

4-8-1V BP Encouragement of care delivery toward caregivers and promote related effective initiatives 8.56 (8.16-8.97) 95.16 4.32

4-10-1V BP Encouragement of community care coordination 8.50 (8.08-8.92) 100.00 4.45

4-4- | BP Correction of the_ completl_on target of the pallllatlve care training from 'all physicians involved in cancer treatment' to ‘all physicians, nurses 7.76 (7.22-8.30) 80.65 410
and pharmasists involved in cancer treatment

4-7-1V 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- | BP Engouragement_of aCtI\{ItIES to improve the image of palliative care as an essential clinical practice and ensure its acceptability among 7.69 (7.16-8.22) 87.10 493
patients and their caregivers as early as possible

4-15- 11 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- | 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

2-17-1] BP Encourager_nent to conduct cancer education workshops for faculty development to increase number of the external lecturers and promote 7.35 (6.85-7.86) 93.55 432
understanding of school teachers

4-15- | BP !Dlstrlbutl_on c_>f materlals_ and |_nf0rmat|0n regarding palliative care at comprehensive support centres, healthcare centres and city-/town-halls 7.32 (6.83-7.82) 96.77 431
in the region in cooperation with prefectures

4-16- 11 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

4-16-11 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

217111 BP Publish the list of external I_ecturers providing cancer education, who have completed the faculty development in prefectures limited to 6.82 (6.22-7.42) 85.48 415
prefectural board of education

4-9-1V 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) 83.87 411

4-9- 1l BP Ent_:o_u_raglng the dgvelopment_ of regional ge_neral consultation support centres in cooperation with prefectures to enhance peer support 6.52 (6.01-7.02) 80.65 398
activities for planning, operating and managing.

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

4-9-1l1 BP Encouraging the implementation of peer supporter training courses in cooperation with prefectures 6.34 (5.81-6.86) 88.71 411




Table 4. Final policy proposals list regarding financial support

Priority NRS (95%

i 0,

ID Group Policy proposals 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
4-3-11 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- 11 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- | 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_\/' . - . - . - . - . . -

Fs Increasing the sqbsmy limit of the cancer counselll_n_g and support centres, the implementation of more detailed incentives, and the appointment of several 8.03 (7.55-8.51) 88.71 419
4-14-11| counsellors and improvement of training opportunities.
4-10- | 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- 111 FS  Continued access to home care coordination fee and home care emergency conferences fee 7.95 (7.42-8.48) 93.55 4.35
4-8-1I Fs Revision qf the upper I|m|_t c_Jf the number of calculations six times per patient in the Cancer Patient Management Fee, Section C (e.g. medication guidance by 7.87 (7.30-8.45) 93.55 439

a pharmacist including opioid)

4-10- 11 FS  Revision of the upper limit to calculate the outpatient home cooperation guidance fee 7.87 (7.30-8.44) 91.94 431
4-12-1 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- | 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
4-3-11

FS  Establishment of a system of medical fees that encourages nurses to undergo palliative care-related training 7.37 (6.82-7.92) 85.48 411

4-8-V




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

. Planning and process

. Definition of consensus

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.

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 11 Line 239- Page 13 Line 272

Page 12 Line 252-261

Study conduct

. Informational input

. Prevention of bias

. Interpretation and processing of results

. External validation

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.

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.

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.

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.

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

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

Page 15 Line 321- Page 18 Line 377

Figure 1

Reporting

8.
9.

Purpose and rationale
Expert panel

10. Description of the methods

11. Procedure

12. Definition and attainment of consensus
13. Results
14. Discussion of limitations

15. Adequacy of conclusions

16. Publication and dissemination

This has been described on the page and in the lines mentioned in the right-hand-side column.
This has been described on the page and in the lines mentioned in the right-hand-side column.
This has been described on the page and in the lines mentioned in the right-hand-side column.
This has been described on the page and in the lines mentioned in the right-hand-side column.
This has been described on the page and in the lines mentioned in the right-hand-side column.
This has been described on the page and in the lines mentioned in the right-hand-side column.
This has been described on the page and in the lines mentioned in the right-hand-side column.
This has been described on the page and in the lines mentioned in the right-hand-side column.
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
Page 11 Line 217- Page 12 Line 237
Page 9 Line 158- Page 14 Line 275
Page 13 Line 252- 261

Page 13 Line 252- 262

Page 14 Line 276- Page 16 Line 319
Page 17 Line 362- Page 18 Line 377
Page 18 Line 378-381

Figure 1




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

1D Group Policy proposals Consensus rate (%) Mean Number of comments Decision
4-0 Acceleration of EBPM using the logic model
4-0- | 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 Standardisation of evaluation and recording distress
4-1- | RD Proposing the i and of the use of a distress screening procedure 85.94 4.24 a7 Passed
4-1-11 RD Requesting DCHs to report the status of patients screened for distress (using the 4-1- | procedure), annually 8125 4.05 Passed
4-2 on of ICT for distress management
4-2- | 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
4-2-11 Others Encc of the optimisation of law and related to the utilisation of ICT to aid the implementation of the same in cancer hospitals 90.63 43 45 Passed
4-2-11 RD Encc of the on of ICT systems at DCHs to enhance distress strategies 78.13 4.02 Passed with modification:
4-3 Outpatient placement of full-time HCPs to manage distress
4-3- | 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
igl/‘ 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 49 Passed with modifications
4-3-11 FS Revision of the regulations so that the ‘cancer patient ion fee' can be for not only for inpatients but also 89.06 437 Passed
4-4 Promotion of palliative care training programmes for HCPs
:‘; ‘:‘ 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 Palliative care education prior to post-graduation
4-5- | Others Encouragement of pre-graduate training on palliative care in the core curriculum of medical, nursing, and pharmacy students 92.19 4.48 Passed
4-5-11 Others Encouragement of mandatory palliative care training in postgraduate clinical training for physicians, nurses, and pharmacists 90.63 4.38 40 Passed
4-5-111 Others Encouragement to establish departments of palliative care in medical universities 92.19 4.35 Passed
4-6 Improving access to palliative care depending on patients' needs
4-6- | RD Establishment of “distress reception” at DCHs to encourage the access to palliative care services 76.56 3.92 Passed with modifications
4-6- 11 RD The palliative care centre leads the management of palliative care delivery at DCHs 79.69 4.02 44 Passed with modifications
4-6-111 RD Announcing the availability of ‘distress reception” at DCHs 85.94 4.14 Passed with modifications
4-7E ing the use of cancer ion and support centres
4-7- 1 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
4-7-11 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 875 413 41 Passed
j-;v\‘u 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 Ensuring opportunities for discussions between patients and HCPs
4-8- | 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) 87.5 437 Passed
4-8-11 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
4-8-11l 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
4-8-1IV FS Removal of the restrictions on palliative care nt fees for patients only receiving opioid for pain 90.63 451 Passed
4-9 Facilitation of peer support activities
49-1 RD Encouraging the provision of a room to perform peer support activities at DCHs 81.25 4.05 Passed
4-9-11 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
4-9-111 BP Encouraging the implementation of peer supporter training courses in cooperation with prefectures 79.69 4.03 34 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 pi 81.25 4.08 Passed
4-10 Early coordination of community care
4-10- | 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
4-10-11 FS Revision of the upper limit to calculate the outpatient home cooperation guidance fee 875 422 32 Passed
4-10-11 FS Continued access to home care coordination fee and home care emergency conferences fee 85.94 4.19 Passed
4-11 Consultations on palliative care from other institutions
4-11- | RD Encouragement of palliative care consultations from non-DCHs and other institutions to DCHs 79.69 4 32 Passed with modification:
4-12 Close relationships among community healthcare workers
4-12- | 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 2 Rejected
4-12- 11 FS Continue financial support for the community palliative care coordination meetings and workshops 81.25 4 Passed
4-13 Facilitation of bereavement care
4-13- | BP of the d 1t of a b care program along with the existing peer support training programmes 76.56 3.89 34 Passed with modifications
4-13-11 Others Encouragement of research and development on b 1t care funded by the MHLW research grants 79.69 4.06 Passed with modification:
4-14 Cancer consultations from remote locations
4-14- | 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- | 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 30 Passed with modifications
4-15-11 BP of the coordination between the reception of the 4-15— @ and cancer hospitals, when patients with related needs emerged 93.75 425 Passed
4-16 Social awareness of palliative care
4-16- 11 BP Encouragement of social awareness related to palliative care through social networking services 85.94 4.24 3 Passed
4-16-111 BP Encouragement of social awareness related to palliative care towards patients screened for cancer 75 3.95 Passed
4-17 Palliative cancer care education in schools
4-17- 1 BP Encouragement of the dissemination of cancer education materials published by the MEXT to be used in school education 89.06 4.24 Passed
4-17-11 BP Encouragement to conduct cancer education workshops for faculty development and to increase the number of external lecturers 875 417 32 Passed
4-17-1l BP Publish the list of external lecturers involved in cancer education who have ensured faculty development in prefectures 76.56 3.94 Passed




Supplementary Table 3. Results of the second Delphi round in policy proposals

D Group Policy proposals Consensus Rate (%) Mean Number of comments Decision
4-0 Acceleration of EBPM using the logic model
4-0- | Others Encouragement of the use of logic models for planning and evaluating the national palliative care policies for cancer 93.75 427 24 Passed
4-1 Standardisation of evaluation and recording distress
4-1-1 RD Proposing the establishment and encouragement of the use of a government-standardised distress screening procedure 875 4.18 Passed with modifications
4-1-11 RD Requesting DCHs to report the status of patients screened for distress (using the 4-1- | procedure), annually 73.44 3.85 32 Passed with modifications
4-1-11 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 87.5 421 Passed with modifications
4-2 Implementation of ICT for distress it
4-2-1 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
4-2-11 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 875 429 34 Passed
4-2-1l1 RD Encouragement of the i ion of ICT systems at DCHs to enhance distress management strategies after assessing the effects of 4-2- I and 4-2- II 70.31 3.87 Passed with modification:
4-3 Outpatient nt of full-time HCPs to manage distress
431 RD Establishment of I;)CHs' novel requirements for 'ol{tpatient.pa.lliative carve'vto enc.:ourage the placement of full-time nurses at outpatient oncology units. In addition, a system in which pharmacists, psychologists and medical social workers 85.94 4.45 Passed

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

:: c FS Establishment of a system for medical fees that encourage nurses to undergo palliative care-related training 81.25 4.18 87 Passed
4-3-111 FS Revision of the regulations so that the ‘cancer patient r ilitation fee' can be for not only for inpatients but also ou 89.06 437 Passed
4-4 Promotion of palliative care training p for HCPs
4-4- 1 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 Palliative care education prior to post-graduation
4-5- | Others Encouragement of pre-graduate training on palliative care in the core curriculum of medical, nursing and pharmacy students 89.06 4.47 Passed
4-5-11 Others Encouragement of mandatory palliative care training in postgraduate clinical training for physicians, nurses and pharmacists 89.06 435 30 Passed
4-5-1l1 Others Encouragement to establish departments of palliative care in medical universities 85.94 4.37 Passed
4-6 Improving access to palliative care depending on patients' needs
4-6- | RD Encouragement to provide patients and their caregivers with information regarding the facilities to consult regarding their distress 93.75 4.44 Passed
4-6-11 RD The palliative care centre leads the management of palliative care delivery (including 4-6- I ') at the DCHs 81.25 4.03 Passed
4-6-111 RD Encouragement to provide patients and their caregivers with information regarding the facilities to consult regarding their distress 89.06 4.26 Deleted dueatsodd;pl:cate concept
4-7 Encouraging the use of cancer consultation and support centres
4-7- 1 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
4-7-11 RD Adding ‘information provision related to usage of palliative care services' and 'care coordination at DCHSs' to the operation list of cancer consultation and support centres 89.06 423 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 %0 Passed
j‘;v“” 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 Ensuring opportunities for discussions between patients and HCPs
4-8- | 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
4-8-1 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) 82.81 431 28 Passed
4-8-1ll BP Encouragement of care delivery toward caregivers and promote related effective initiatives 95.31 4.47 Passed
4-8-1V FS Removal of the restrictions on outpatient palliative care management fees for patients only receiving opioid for pain management 92.19 452 Passed
4-9 Facilitation of peer support activities
4-9- 1 RD Encouraging the provision of a room to perform peer support activities at DCHs 75 3.95 Passed with modifications
4-9-1 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
4-9-111 BP Encouraging the implementation of peer supporter training courses in cooperation with prefectures 84.38 4.00 22 Passed
4-9-IV BP Encouragement of peer support activities conducted by patient support groups 90.63 411 Passed
4-9-V BP Encouragement to improve peer support training programmes 89.06 4.10 Passed
4-10 Early coordination of ity care
4-10- | FS Revision to make the home care medical fee available (originally only provided to those unable to visit hospitals) for patients with terminal cancer 875 432 Passed
4-10- 11 FS Revision of the upper limit to calculate the outpatient home cooperation guidance fee 89.06 431 26 Passed
4-10-111 FS Continued access to home care coordination fee and home care emergency conferences fee 89.06 431 Passed
4-11 C ions on palliative care from other ir
4-11- | RD Encouragement to di i information on palliative care consultations from non-DCHs and other healthcare institutions to DCHs 875 4.16 16 Passed
4-12 Close i ips among community healthcare workers
4-12- | FS Continue financial support for the community palliative care coordination meetings and workshops 875 4.18 18 Passed
4-13 Facilitation of bereavement care
4-13- | BP Creating an environment where training on bereavement care is provided to peer supporters who wish to receive the training 78.13 3.97 2 Passed with modifications
4-13- 11 Others Encouragement of research to it igate the optimal jies on by care delivery through the Health and Labour Sciences Research Grants of the MHLW 84.38 4.19 Passed
4-14 Cancer ions from remote locations
4-14- | RD Encouragement of cancer counselling and support using ICT systems or telephone for people living in remote locations, away from DCHs 84.38 411 22 Passed
4-15 Providing information on palliative care in the i
4-15- | 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 89.06 432 2 Passed
4-15- 11 BP Encouragement of the coordination between the reception of the 4-15 — @ and cancer hospitals, when patients with related needs emerged 89.06 431 Passed
4-16 Social awareness of palliative care
4-16- | 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- 1 BP Encouragement of social awareness related to palliative care through social networking services 82.81 411 24 Passed with modifications



4-16-11 BP Encouragement of social awareness related to palliative care towards patients screened for cancer 82.81 4.02 Passed with modifications
4-17 Palliative cancer care education in schools

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

4-17-11 BP Encouragement to conduct cancer education workshops for faculty development and to increase the number of external lecturers 90.63 4.32 23 Passed with modifications
4-17-111 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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