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FOREWORD  

The Government of the Republic of Zambia through the Ministry of 

Health’s aspirations is Health for All Zambians without our people 

suffering financial hardship as they access health services. The 

Vision 2030 for Zambia, National development Plan and the 

national health strategic Plan 2017 – 2021 all places premium of 

ensuring that our people are healthy and productive. However, without comprehensive 

Palliative care services integrated into our health care system, this development aspiration 

will remain a pipedream.   

Our Focus on attaining Universal Health Coverage, is anchored on Health Systems 

Strengthening using an integrated community based Primary Health Care approach. Its 

therefore an imperative that improved service delivery spans across the continuum of 

care namely promotive, preventive, curative, rehabilitative and palliative care services. It 

is clear for Zambia that while other components of the continuum of care have received 

attention over the years, Palliative care services have not had comprehensive and detailed 

strategic direction to inform implementation of evidence based high impact interventions.  

Palliative care is still a developing “approach,” both within and beyond primary health 

care. It is a relatively new specialty compared to other disciplines or specialties. Filling 

the 80% public health palliative care gap with all deliberate speed, particularly in low- 

and middle-income countries (LMIC), could give an extraordinary boost improving the 

health and well-being of our people. Palliative care provides comprehensive care for 

people living with life-threatening illnesses and starts from diagnosis, continues 

throughout the disease trajectory, and provides bereavement support after death. It 

incorporates the principles of hospice care, provides supportive care and supports 

patients and families at the end of life. 

Today, an important window of opportunity has opened to catapult palliative care up the 

global, regional and country health agenda. The publication of the United Nations 
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Sustainable Development Goals, a set of targets that have defined global health priorities 

from 2015 to 2030 has given the palliative care agenda unprecedented urge.  The 

Sustainable development goals have 17 goals and 164 targets. The health goal, SDG 3 

which is to “ensure healthy lives and promote wellbeing for all at all ages”, has 

13 sub targets. The Sustainable development goals do not however explicitly mention 

palliative care but target 3.8 on achieving universal health coverage should be interpreted 

to include the whole continuum of care spanning promotive, preventive, curative, 

rehabilitative and palliative care. The development of this national Palliative Care 

strategic plan will provide the much needed strategic direction and spur efficient and 

effective service delivery across the life course. This Plan emphasizes facilitation and 

creation of an environment that enables individuals with life limiting conditions, and their 

families to improve the quality of their lives. It aims at the development of palliative care 

structures, which include supportive mechanisms at all levels of health care.  

It’s my expectation that policy makers, supervisors and implementers will fully utilize this 

document to contribute to improved health and well-being of our people. 
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Executive Summary  

Palliative care is defined by WHO as “an approach that improves the quality of life of 

patients and their families facing the problems associated with life-threatening illness, 

through the prevention and relief of suffering.”  

It is still a developing “approach,” both within and beyond primary care. It is a relatively 

new specialty compared to respiratory, renal, or cardiac medicine, for example. Filling the 

80% public health palliative care gap with all deliberate speed, particularly in low and 

middle income countries (LMIC), could give an extraordinary boost both to the world’s 

material and spiritual economies. 

However, an important window of opportunity has opened to push palliative care up the 

global health agenda: the publication of the United Nations (UN) Sustainable 

Development Goals (SDGs), a set of targets that has defined global health priorities from 

2015 to 2030. The SDGs has 17 goals and 164 targets. The health goal, SDG3, which is 

to “ensure healthy lives and promote wellbeing for all at all ages”, has 13 sub targets. 

The SDGs do not mention palliative care but the target on 3.8 on achieving universal 

health coverage should be interpreted to include the whole continuum of care spanning 

from health promotion, disease prevention, curative, rehabilitative and palliative care. 

Secondly, essential medicines for palliative care were included in the 18th WHO Essential 

Medicines List in 2013. Thirdly, in May 2014, the World Health Assembly (WHA) passed 

a landmark resolution urging member states to support access to essential medicines, 

and to strengthen palliative care as an integrated component of universal health coverage 

throughout the life course, stating that palliative care is an ethical responsibility of health 

systems. 

However, poor access to effective palliative care remains a global public health failing, 

with almost 20 million people requiring end-of-life palliative care services globally every 

year.  
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Challenges include: 

� Absence of Palliative Care policy  

� No legislation to protect other health care workers in the prescription of opioids 

� Absence of an advocacy voice for palliative care  

� Lack of a platform for engagement of non-state actors in the provision of PC 

services 

� Most PC services are being provided by non-governmental organizations (NGO), 

faith-based organizations (FBO), or community-based organizations (CBO) with 

no built-in sustainability mechanisms 

� PC services not integrated at all levels of the healthcare system 

� Inadequate and disjointed provision of PC services in Zambia due to financial and 

education barrier 

� Absence of an advocacy voice for palliative care 

 

This NPCSP aims at ensuring equitable access to high-quality palliative care services 

through a system that is responsive to the needs of people with life-limiting illnesses, 

their families and other caregivers. This shall be achieved through organizational 

structures and coordination mechanisms that support a conducive environment for 

comprehensive provision of palliative care. 

This Plan emphasizes facilitation and creation of an environment that enables individuals 

with life limiting conditions, and their families to improve the quality of their lives. It aims 

at the development of palliative care structures, which include supportive mechanisms at 

all levels of health care. Further, this NPCSP provides for the creation of an 

implementation structure supervised by the MoH Palliative Care Unit. The rationale for 

this initiative is to ensure that people with life limiting illnesses participate in improving 

their quality of life, as well as their quality of death. To achieve this, there is need for 

adequate health financing; qualified health work force; integration of palliative care 

services into the existing health systems; adequate essential commodities, proper health 

infrastructure and equipment; and leadership and governance. 
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1.0 Introduction  

1.1 SDGS GLOBAL AND REGIONAL HEALTH FOCUS 

Improving access to and quality is a global health priority. This is in view of the fact that, 

worldwide, less than 20% of palliative care need is now met, mostly in the advanced 

democracies, although quality and service vary wildly even there. Palliative care is still a 

developing “approach,” both within and beyond primary care. It is a relatively new 

specialty compared to respiratory, renal, or cardiac medicine, for example. Filling the 80% 

public health palliative care gap with all deliberate speed, particularly in low and middle 

income countries (LMIC), could give an extraordinary boost both to the world’s material 

and spiritual economies. 

Palliative care defined by WHO as “an approach that improves the quality of life of 

patients and their families facing the problems associated with life-threatening illness, 

through the prevention and relief of suffering” has been largely absent from the global 

health dialogue and consequently a low priority for donor investment. 

However, an important window of opportunity has opened to push palliative care up the 

global health agenda: the publication of the United Nations (UN) Sustainable 

Development Goals (SDGs), a set of targets that has defined global health priorities from 

2015 to 2030. The SDGs replaced the Millennium Development Goals adopted by 193 

countries including Zambia in 2000. Those goals had minimal mention of improvement of 

quality of life or palliation of symptoms, and cancers, heart disease, and other non-

communicable diseases often requiring palliative interventions were totally absent. 

Despite the lack of attention and investment, positive developments have occurred in 

promotion of palliative care in the past 20 years. 

At the global policy level, three important advances have been made. First, in 2000, 

palliative care was included in the UN's International Covenant on Economic, Social and 

Cultural Rights, which says: “States are under the obligation to respect the right to health 
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This shall be achieved through. The Ministry of Health will be responsible for the 

implementation of this strategic plan, which will be heavily supported by a number of 

key stakeholders. 

The implementation of this strategic plan will be guided by an implementation plan which 

will be devolved through a consultative approach by 2021. The Implementation Plan will 

identify activities, accountability, and timing for progress within a six -year timeframe. 

These activities will be subject to revision based on outcomes from annual Monitoring 

and Evaluation activities. 

To improve partner support and advocacy, the Zambia Hospice and Palliative Care 

Alliance (ZAHPCA) will be formed by members of the various health professional 

associations, religious groupings, and the civil society organizations currently registered 

in Zambia. 

This strategic plan is expected to reduce overall cost of healthcare while simultaneously 

providing improved quality of life for patients. Evidence shows that palliative care, 

whether provided through hospice, hospital-based, or home-based models, results in 

reduced hospital and total healthcare costs (Smith, 2014; Penrod, 2006; Brumley, 2007). 

In this regard, hospital admissions, emergency department presentations, and 

unnecessary treatment or treatment that is not aligned with the patient’s goals are 

avoided.  

The total cost of implementing this strategic plan has been estimated at USD 

8,462,141.41. Resource mobilisations will require pulling together of natural, physical, 

human, social and financial resources for a programme through donations and 

partnerships. In view of the foregoing, for this plan to be successfully implemented, it 

will be critical for MOH to mobilize and strengthen partnerships with the other key 

stakeholders, including other relevant government departments. 
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by, inter alia, refraining from denying  or limiting equal access for all persons to preventive, 

curative and palliative health services”. 

Second, essential medicines for palliative care were included in the 18th WHO Essential 

Medicines List in 2013. Third, in May, 2014, the World Health Assembl y (WHA) passed a 

landmark resolution urging member states to support access to essential medicines, and 

to strengthen palliative care as an integrated component of universal health coverage 

throughout the life course, stating that palliative care is an ethical responsibility of health 

systems. 

However, poor access to effective palliative care remains a global public health failing, 

with almost 20 million people requiring end-of-life palliative care services globally every 

year. A similar number also need su ch care in the year before their death. About 80% of 

these people live in low-income and middle-income nations mainly in Africa and 1.2 million 

of them are children. Most of the demand for palliative care services is associated with 

the ever-increasing burden of chronic and non-communicable disease. HIV/AIDS, 

diabetes, and neurodegenerative diseases present an enormous need for palliative care, 

especially in low-income countries and populations. Cancer is a leading cause of morbidity 

and mortality worldwide, with an estimated 14.1 million new cases and 8.2 million deaths 

in 2012. It is projected that by 2030, mortalities from cancer worldwide will rise to 13.2 

million. 

Furthermore, pain control is essential but largely unavailable even in cases of severe 

injury, acute infections, and epidemics (eg, Ebola) and the fallout of natural disasters, in 

which cases often end in death. Despite this widespread need, only 20 countries (8·5%) 

have integrated palliative care adequately into their health-care system. 

The SDGs has 17 goals and 164 targets. The health goal, SDG3, which is to “ensure 

healthy lives and promote wellbeing for all at all ages”, has 13 sub targets. The SDGs do 

not mention palliative care but the target on 3.8 on achieving universal health coverage 

should be interpreted to include the whole continuum of care spanning from health 

promotion, disease prevention, curative, rehabilitative and palliative care. The SDGs 
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present a historic opportunity for palliative care to become an integral part of this era-

defining agenda, central to the subsequent global health discourse. 

1.2 IN THE COUNTRY’S NATIONAL DEVELOPMENT AGENDA 

The Government of the republic of Zambia has prioritized health as a key economic 

investment to spur the country to become a prosperous middle-income country by 2030. 

The National Health Strategic Plan (NHSP) 2017-2021 is anchored on a National 

Transformation Agenda, which recognizes the importance of the health sector in 

improving national productivity.  Investments in the health sector w ill be treated as inputs 

toward raising overall productivity and hence contributing to economic growth.  

The focus for the NHSP shall be on attaining Universal Health Coverage using the primary 

health care approach. Underpinning the approach is health system strengthening across 

the continuum of care and spanning promotive, preventive, curative, rehabilitative, and 

palliative health services. The investment in the health sector shall be informed by key 

pillars of a functional health care system, namely service delivery, human resource for 

health, health management information and research, medical products, vaccines, 

supplies, health infrastructure, equipment, transport, financing, leadership, and 

governance.  The NHSP uses a model that incorporates underlying socio-economic factors 

impacting health behaviors.  The socio-economic determinants model postulates that 

poor social and economic factors impact health throughout an individual’s life; these 

factors could be isolated at the personal, societal, and physical environment levels.   

1.3 LEGAL, POLICY AND REGULATORY FRAMEWORK 

The plan is closely linked to the Zambian Constitution, which is the supreme Law of the 

land.  The Constitution guarantees the right to life and right to health.  It also guarantees 

other fundamental human, social and economic rights to the population, which have 

direct and/or indirect impact on the key determinants of health.  

Following the repeal of the National Health Services Act of 1995 (NHSA-1995), the health 

sector has been operating without an overarching legal framework.  The development of 
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a new act to guide provision of health services is however underway and should be in 

place by the end 2020. Further, the existing overall national health policy was developed 

in 2010 though efforts are underway to review it. These will provide a comprehensive 

policy and legal framework for implementation of this plan.  In addition, there are various 

health related pieces of legislation for addressing specific aspects of health.  The 

Government will continuously review the needs and gaps for specific health related 

legislation, and develop appropriate legislation necessary for enforcement of particular 

aspects of health, in support of the NHSP 2017-2021. 

The Ministry of Finance and National Planning (MOFNP) has developed the Performance 

Assessment Framework (PAF) for monitoring the implementation of the Seventh National 

Development Plan.  The MOH will ensure that implementation of this plan is appropriately 

aligned to all critical national policy and strategic frameworks, including the PAF, so as to 

ensure coordination. 
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2.0 Situation Analysis 

2.1 CARE IN GLOBAL CONTEXT 

The provision of palliative and end-of-life care for patients with progressive disease is 

inadequate in almost every country in the world. It is estimated by the WHO that annually 

over 40 million people worldwide could benefit from PC services. The large majority 

(78%) of these people live in low- and middle-income countries, and the need is rapidly 

increasing due to rising rates of non-communicable diseases (NCDs) (WHO, 2018). It is 

estimated that the rate of cancer in Africa will rise by 400% by 2050 (Fraser, 2018). Sub -

Saharan Africa has seen a slow growth in PC service provision. Only five African 

governments provided formal PC services in 2004. However, by 2015, about 50% of 

African countries had some form of formalized national PC service delivery (Rhee, 2017). 

Still, most PC is provided by non-governmental organizations (NGO), faith-based 

organizations (FBO), or community-based organizations (CBO) with no built-in 

sustainability mechanisms, as the PC services are not integrated at all levels of the 

healthcare system. Unfortunately, sub-Saharan Africa continues to experience high 

disease prevalence and the presentation of disease is more often at late stages, making 

PC even more needed. Therapeutic resources are limited, and poverty continues to be a 

major barrier across the continent. 

2.2 PALLIATIVE CARE IN ZAMBIA 

Historically, PC in Zambia was primarily propagated through the HIV/AIDS epidemic by 

NGOs, FBOs, and CBOs. PC services were provided by hospices, where ill people were 

nursed in an effort to provide a more comfortable and manageable environment in the 

last few hours, days, or weeks of their lives. In many cases, financial difficulties drove 

many patients to hospice. Over time, hospital-based and home-based PC models were 

piloted with varying levels of success and sustainability.  

Like other sub-Saharan African countries, Zambia has experienced a shift towards 

increasing numbers of NCDs such as cancer, diabetes, cardiovascular disease, and chronic 
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respiratory disease. In addition, HIV and other infectious disease rates remain high. 

Chronic illnesses are complicated by these infections despite significant improvement in 

healthcare services. With a population over 18 million and growing, Zambia’s 

responsibility to care for the aging and dying will only become more substantial with time 

(REF). 

As of 2016, Zambia ranked alongside Zimbabwe and Malawi at “Level 4a” in terms of PC 

service provision (meaning “hospice-palliative care services are at a stage of preliminary 

integration into mainstream service provision”) (APCA, 2016; Rhee, 2017). However, both 

Malawi and Zimbabwe have had national palliative care strategies for many years, 

whereas Zambia has experienced several integration obstacles and is only now approving 

a formalized strategic plan.  

Currently PC services do exist, but they are disjointed, the largest barriers being financial 

and education. The Cancer Diseases Hospital (CDH) in Lusaka, and the Livingstone 

Central Hospital (LCH) in Livingstone have functional PC teams.  At Livingstone Central 

Hospital the team with St Joseph’s Hospice and St Francis’ home-based care (HBC) unit. 

This PC team routinely performs free home visits for terminally-ill patients identified as 

needing symptom management, spiritual counseling, and social work services. 

2.3 PALLIATIVE CARE ALLIANCE ZAMBIA (PCAZ) 

The Palliative Care Alliance Zambia (PCAZ) existed between 2005 to 2013 before halting 

its activities due to lack of funding. PCAZ, which was externally funded during the height 

of the HIV epidemic, was the country’s centralized leader in providing direct PC training, 

capacity building, and technical support for various PC efforts. Founded in 2005, increased 

PC awareness among healthcare workers, integrated PC in pre-service nurse training, it 

conducted a national PC situational analysis (2010), and began working towards national 

standards in PC provision. 

In 2010, various Zambian hospices joined PCAZ in founding the National Palliative Care 

Technical Working Group (NPCTWG), created to function as a strategic link between the 

MOH and all PC service providers. The NPCTWG members included: MOH directorates 
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from public health, clinical care (i.e. nursing, education, physiotherapy, and pharmacy), 

and policy; PCAZ; Cancer Diseases Hospital (CDH); Chainama College of Health Sciences; 

University of Zambia (UNZA); HPCZ; General of Nursing Council of Zambia (GNCZ); Drug 

Enforcement Commission (DEC); Zambia Medicines Regulatory Authority (ZAMRA); 

Zambia Inter-faith Networking Group; a hospice representative; the United States Agency 

for International Development; and the Catholic Relief Services. 

This working group drafted a strategic framework which was not formally adopted or 

implemented, but the meeting propelled growing countrywide recognition of PC as a 

specialty and as a service to be offered. Unfortunately, PCAZ was not a formal 

government agency, and when its funding cycle was complete in 2012, PC leadership was 

not transferred or integrated into the MOH. Lack of funding to PCAZ negatively affected 

PC advocacy in Zambia. 
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2.4 STATE OF THE COUNTRY’S HEALTH SYSTEM INVESTMENTS AND 

FUNCTIONING 

2.4.1 HEALTH WORKFORCE 

Health workforce continues to be a major theme in the drive to achieve Universal Health 

Coverage and to deliver health services to as close to the family as possible. In line with 

the legacy goal to recruit 30,000 health workers by end of 2021, by 2019, a total of 

21,654 front line health workers had been recruited and deployed to different parts of 

the country since 2017. 

The Ministry has continued with the recruitment of frontline workers needed to achieve 

greater capacity to handle cases, and therefore resulting in considerable decline in 

hospital referrals. The Ministry of Health has continued to prioritize training of health 

personnel in order to significantly increase the number of health workers graduating from 

training institutions to mitigate the critical shortages of qualified health workers. 

The specialized nature of PC requires a standardized national approach in order to 

increase the number of service providers and ensure equity of access for all Zambians. 

Any scaling-up of PC services will require human resource capacity building, and this is a 

key strategic objective of the NPCSP. It is critical to ensure there is appropriate 

knowledge, skills, and attitudes among all service providers, including other members of 

the interdisciplinary team such as social workers, pharmacists, physiotherapists, and 

clergy. Efforts must be made to increase awareness about PC among patients, families, 

and the general public. With the implementation of advanced training programs within 

Zambia for nurses, clinical officers, and physicians, the MOH must recognize the 

credentials of PC health workers based on their training (Appendix 9.4) 

In order to increase the production of health workers, Levy Mwanawasa Medical 

University was operationalized with a total of 3,076 students enrolled in different health 

programs.   In addition, the Ministry plans to train 500 specialists by 2021, out of which 

336 are already undergoing training. 
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Currently (as of 2019), there are no formal education pathways within Zambia for a 

healthcare worker to become specifically trained in PC provision. The University of Zambia 

(UNZA) has an undergraduate curriculum in PC, however, there are currently no lecturers 

to lead the courses. There are ongoing efforts to soon integrate PC education in pre-

service training curricula for health professionals at the nursing and physician level. 

Due to inadequate trained healthcare workers in PC, it has been a challenge to provide 

quality PC services. Zambia has about 20 trained health workers in PC countrywide and 

other health care workers have been motivated to specialize in PC due to limited numbers 

of funded positions. Challenges include: 

� Inadequate trained healthcare workers in PC 

� Inadequate funded positions in PC 

� Inadequate Lecturers in PC 

2.4.2 COMMODITIES 

Effective PC services require access to symptom-relieving medications and resources that 

prevent or slow the process of physical deterioration. Therefore, the provision of essential 

commodities (drugs and medical supplies) is vital in the management of palliative care 

patients. Availability and access to essential drugs and other medical supplies is a critical 

factor in ensuring efficient and effective delivery of palliative care services. Moreover, 

many chronic conditions of palliative care patients are usually characterised by physical 

pain, as such pain management drugs are a very essential part of palliative care patient 

management. Therefore, continuous and steady supply of pain management drugs is vital 

for the improvement of the quality of life of the patient.  

The supply of drugs in Zambia has not been adequate. In 2012, Zambia had a reported 

mean consumption of morphine of 0.0033 mg/capita, ranking it 22nd among 25 reporting 

sub-Saharan African countries (PPSG, 2014). While paracetamol (acetaminophen) was 

found to be virtually always available in Zambia, the following medications were out of 

stock at shockingly high rates: ibuprofen (18%), codeine (64%), fentanyl (91%), 

oxycodone (91%), senna (64%), basic steroids (27%), and amitriptyline (55%) (Utter, 
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2019). In response to the challenge of drug availability, the MOH has continued to review 

and update the essential medicines list that guides product selection and availability. In 

order to improve the effectiveness of procurement services, the Government has initiated 

the transfer of the procurement functions from the MOH to MSL. 

However, despite the importance of drugs and pain management in palliative care, there 

are challenges faced in ensuring that the pain of patients is well managed. The major 

challenges are:   

� Ineffective pain control due to inadequate essential Palliative Care medications 

� Misconceptions about the use of opioids among prescribers and patients 

� Restrictions on opioid prescribers, as only physicians are allowed to prescribe 

opioids 

� There is also a challenge of poor nutritional status of some patients 

2.4.3 INFRASTRUCTURE & EQUIPMENT 

The national target on health infrastructure is to significantly improve on the availability, 

distribution and condition of essential infrastructure and equipment so as to improve 

equity of access to essential health services. In this regard, the government will continue 

construction of health facilities as a way of expanding access to health services. Provision 

of quality health services requires modern and reliable equipment. Care Services will 

therefore, create PC units within the already existing infrastructure in all health facilities 

and equip them with the needed equipment such as oxygen saturators and ventilators, 

hospital beds, wheelchairs, walkers, crutches, blood pressure, monitors, lifts, and dialysis 

units. 

2.4.4 LEADERSHIP AND GOVERNANCE 

Leadership and governance are critical factors in ensuring efficient and effective direction 

and management of the health sector. The National Health Policy of (2012) and the 

National Health Strategic Plan 2017-2021 recognizes the need to improve palliative care 

services at all levels of care. To support this policy direction, the NPCSP has been 
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developed that outlines the strategies to be implored aimed at improving the provisions 

of palliative care services. However, there is need to develop a dedicated National 

Palliative Care Policy which is currently not available.  

In Zambia, PC was primarily propagated through the HIV/AIDS epidemic by NGOs, FBOs, 

and CBOs. PC services were provided by hospices, where ill people were nursed in an 

effort to provide a more comfortable and manageable environment.  

Currently PC services do exist in Zambia but they are disjointed, the largest barriers being 

financial and education. The Cancer Diseases Hospital (CDH) in Lusaka, and the 

Livingstone Central Hospital (LCH) in Livingstone for instance have functional PC teams.  

At Livingstone Central Hospital the team works with a St Joseph’s Hospice and St Francis’ 

home-based care (HBC) team. The PC team routinely performs free home visits for 

terminally-ill patients identified as needing symptom management, spiritual counseling, 

and social work services. The team is self-funded, and only two members of the team 

have formal PC training, which they obtained from Uganda. 

The government created PC service positions in the civil service and a national coordinator 

was appointed. Until now however, there were no further nationally -coordinated PC 

efforts despite PC services being included in the National HIV/AIDS Strategic Plan, the 

National Cancer Control Strategic Plan, and the National Health Strategic Plan. Challenges 

include: 

� Absence of Palliative Care policy  

� No legislation to protect other health care workers in the prescription of opioids 

� Absence of an advocacy voice for palliative care  

� Lack of a platform for engagement of non-state actors in the provision of PC 

services 

� Most PC services are being provided by non-governmental organizations (NGO), 

faith-based organizations (FBO), or community-based organizations (CBO ) with 

no built-in sustainability mechanisms 

 PC services not integrated at all levels of the healthcare system 
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� Inadequate and disjointed provision of PC services in Zambia due to financial and 

education barrier 

� Absence of an advocacy voice for palliative care 

2.4.5 HEALTH FINANCING 

Health Financing is a critical component in health systems as it determines the production, 

coverage, delivery and utilization of health services. There is high demand for palliative 

care due to cancers, congenital abnormalities, cerebral palsy, complications of non-

communicable diseases, and aging population among others necessitating the need for 

additional financing to support provision palliative care services. 

The Government has shown commitment to health as demonstrated through a growing 

health budget in absolute terms and in per capita terms. The Government allocation to 

the health sector in nominal terms has been increasing even though the share of the 

health sector budget to national budget has been decreasing over the past five years. 

The proportion of the MOH budget to the national budget was 9.3% in 2019 and 8.8% 

in 2020. 

The Ministry of Health has remained committed in supporting palliative care service 

provision as demonstrated in the Zambian National Health Strategic Plan (NHSP) for 

2017-2021 where USD 470,276 was allocated over the five-year plan. Similarly, the 

National Cancer Control Strategic Plan for 2016-2021 allocated ZMW 1,466,134 (USD 

133,285) for PC service provision. However, supp ort for Palliate Care from cooperating 

partners through government system has not been adequate. The main challenges as 

regards to provision of palliative care are as follows: 

� Absence of a dedicated budget line for PC in the yellow book 

� Inadequate budget allocation to programmes supporting the implementation of 

PC services from treasury 

� Inadequate investment in PC from Cooperating Partners 
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2.4.6 SERVICE DELIVERY 

Palliative care is defined as an “approach that improves the quality of life of patients and 

their families facing the problems associated with life-threatening illness, through the 

prevention and relief of suffering by means of early identification and impeccable 

assessment and treatment of pain and other problems, physical, psychosocial and 

spiritual” (WHO 2002).  Palliative care therefore provides comprehensive care for people 

living with life-threatening illnesses and starts from diagnosis, continues throughout the 

disease trajectory, and provides bereavement support after death. It incorporates the 

principles of hospice care, provides supportive care and supports patients and families at 

the end of life. The key challenges to providing palliative care at all levels have been: 

� Limited trained human resource to provide palliative care 

� Lack of guidelines to support palliative care provision 

� Limited of integration of palliative care in the existing health system 

� Limited community structures to support palliative care 
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2.5 SWOT ANALYSIS  

2.5.1 WEAKNESS 
TABLE 1: SWOT ANALYSIS - WEAKNESS 

SYSTEM WEAKNESS BASELINE DISADVANTAGE PROPOSAL 

Human Resources Inadequate trained 

healthcare workers 

30 healthcare workers 

(includes medical doctors, 

nurses and midwives, 

physiotherapists, clinical 

officers & social workers) 

 

Unable to provide quality 

palliative care services 

10% of HCWs obtained 

specialized palliative care training 

at various levels  

 

100% of HCWs to be oriented in 

palliative care.  

Commodities Inadequate/erratic 

supplies 

  

15% of expected supplies 

Lack of essential PC 

medicine list 

Poor quality of services 

 

To have an essential PC medicine 

list 

 

Improve on medicine and 

medical supplies availability to 

80% 

Infrastructure and 

equipment 

Inadequate 

infrastructure and 

equipment 

Inadequate infrastructure 

and equipment 

Challenges to provide and 

improve existing palliative 

care services 

Reassign existing space and 

reorganize work schedule 

 

Rehabilitate/construct fit for 

purposes infrastructure 

 

Procure equipment 

Financing No dedicated 

budget line for 

palliative care 

services 

No PC budget line in the 

health budget 

Cannot rollout or implement 

services 

Create a budget line for PC 

services 

 

Integration in pc on existing 

programs 

 

Lobby partners for support 
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TABLE 2: SWOT ANALYSIS – WEAKNESS (SERVICE DELIVERY) 

 

 

 

SYSTEM WEAKNESS BASELINE DISADVANTAGE PROPOSAL 

 

 

 

 

 

 

 

 

 

 

 

Services 

 

 

 

 

Coverage 

 

Most patients that need PC 
are not receiving it 

Mainly cancer patients 

about 30% 

 
Less than 5% of 
health facilities offer 
PC 

Poor patient outcomes 
due poor pain and 
symptom management 
and inadequate PC 
services  

Cover over 50% of all health 

services facilities to provide 

PC services 

Quality Low levels of knowledge, 

attitude and perception of 

PC on either the HCW or 

the patient 

 

Lack of PC commodities                                             

 

 

Lack of PC equipment and 

infrastructure 

Less than 1% of 
HCWs understand the 
principles of PC 
 
 
 
Frequent stock-outs of 
drugs 
 
Only the Cancer 
Diseases Hospital has 
adequate 
infrastructure  

Poor patient outcomes 
due poor pain and 
symptom management 
and inadequate PC 
services 

Orientation of all staff in PC 

 

Community sensitizing of PC 

 

Training of HCWs in PC 

provision 

 

Advocate for PC services 

 

Include other patient groups 

in people seeking services 

Demand Demand is low Low awareness of PC 
by health workers and 
the public 

Lack of PC services in 
most facilities, and late 
referral of patients 
needing PC 

Orientation of all staff in PC 

 

Community sensitizing of PC 

 

Advocate for PC services 

 

Include other patient groups 

in people seeking services 
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2.5.2 STRENGTH 

TABLE 3: SWOT ANALYSIS - STRENGTH 

 

 

 

 

 

 

 

 

 

SYSTEM STRENGTH BASELINE ADVANTAGE PROPOSAL 

Human Resource Availability of 

Health 

Professionals 

trained in Palliative 

Care 

 

 

 

Palliative Care 

services available 

in various centres 

in the country.  

30 healthcare workers 

(includes medical doctors, 

nurses and midwives, 

physiotherapists, clinical 

officers & social workers) 

 

 

Third level hospital are 

providing some form of PC 

Trained health professionals 

can orient others in PC 

 

Available palliative care 

teams can provide learning 

experiences to new PC 

teams, which can help in 

rolling out and integration of 

Palliative care in the health 

care system  

More health professionals to be 

trained in palliative care at all 

levels 

 

More health professionals to be 

trained in palliative care at all 

levels 

 

Establishment of Palliative Care 

units to ensure the integration of 

palliative in the health care 

system.  

Infrastructure Existence of health 

facilities 

 

Presence of first to tertiary 

Level Hospitals in all the 10 

Provinces 

Availability of infrastructure 

provides a readily available 

environment for the 

provision of palliative care 

services 

Improvement in the utilisation of 

existing infrastructure  
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TABLE 4: SWOT ANALYSIS – STRENGTH (SERVICE DELIVERY) 

 

 

SYSTEM STRENGTH BASELINE ADVANTAGE PROPOSAL 

 

 

 

 

 

 

 

 

 

 

 

Services 

 

 

 

 

Coverage 

 

Palliative care services are 

being provided in some 

institutions across the 

country 

Tertiary level hospitals We have an 

opportunity to expand 

the provision of 

palliative care services 

to many patients  

 

 

 

More health professionals to 

be trained in palliative care at 

all levels 

 

Increase the number of 

palliative care teams and 

units to cover all hospitals in 

the country 

Quality Some palliative care teams 

have action plans and a 

follow up system which 

ensures the provision of 

quality services to Palliative 

care patients 

 

Availability of protocols 

Tertiary level hospitals Available palliative care 

teams are able to 

facilitate the provision 

of pain management 

and other services 

which improve the 

patient’s quality of life  

 

Create and implement a 

monitoring system to ensure 

quality provision of palliative 

care 

 

Establishment of Palliative 

Care units to ensure the 

integration of palliative in the 

health care system 

Demand There is high demand for 

palliative care due to 

cancers, congenital 

abnormalities, cerebral 

palsy, complications of 

non-communicable 

diseases, and aging 

population 

13,831 new cancers 

cases annually 

 

Rising case fatality 

rates for stroke, 

chronic-Kidney 

diseases etc 

We have an 

opportunity to expand 

the provision of 

palliative care services 

to satisfy demand 

Establish a structure for 

palliative care from national 

to community level 
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2.6 STAKEHOLDER ANALYSIS  
 

TABLE 5: STAKEHOLDER ANALYSIS 

STAKEHOLDER ROLE OF STAKEHOLDER CURRENT STATUS INTEREST 
IN ISSUE 

INFLUENCE POSITION IMPACT 

Other government line 

ministries and 

departments  

Information in curricula on healthy 

lifestyles & education 

 

Build sport facilities and promote 

community space to encourage 

physical activity, sports, and recreation 

– Local Government, Youth and Sports 

Control tobacco use and alcoholism – 

Home Affairs, Local Government, 

Agriculture 

 

Promotion of sport/physical activity. 

Youth and Sport, Local Government 

 

Food security and safety – Agriculture 

 

Enforcement of specific legislation and 

regulations relevant to palliative care – 

MoH  

 

Ensure that taxes accruing from 

tobacco, alcohol, and unhealthy foods 

are disbursed directly to the health 

sector – Ministry of Finance, 

Commerce, Information and 

Broadcasting  

Existence of inter-

ministerial 

communication that 

assists policy 

approval  

High High Supportive High 
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The faith-based  Provision of affordable health services 

to the general public, including cancer 

prevention, diagnosis, treatment and 

care, within the national health policy, 

regulatory and strategic framework  

To include cancer care and control in 

current prioritized strategies 

 

Attend to cancer patients, refer 

patients to the next level, and provide 

palliative care 

Mission hospitals 

supporting the 

government in the 

provision of health 

care services 

High High Supportive Positive 

Private health 

institutions   

Provision of private commercial health 

services to the general public, 

including cancer prevention, diagnosis, 

treatment and care, within the national 

health policy, regulatory and strategic 

framework 

Diagnose and refer 

to CDH those 

patients who are 

unable to afford 

private care 

Low Low Supportive Positive 

Traditional health 

practitioners/herbalists 

Dissemination and enforcement of 

cancer information in communities and 

referral to health facilities 

Recognise early symptoms and 

encourage referral to health facility or 

liaise with community health workers  

Not empowered with 

cancer information 

and services 

available 

Patients are delayed 

at this level and 

present very late at 

the public health 

facilities 

High High Moderately 

supportive 

Positive 

International 

community  

Provision of financial and technical 

support to the sector within the 

established policy, strategic 

framework, and priorities 

Some are providing 

technical and/or 

financial support 

High High Supportive Positive 
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Traditional/ 

community leaders  

· Dissemination and enforcement of 

cancer awareness and provision of 

information and referral to facilities 

Not empowered with 

cancer information 

and services 

available 

High High Supportive Positive 
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3.0 Country’s Health System 
Framework 

3.1 STRATEGIC VISION AND MISSION 

 

Attain Universal Health Coverage through Health Systems Strengthening using an 

integrated community based primary health care approach. Focus is on sustained 

improved service delivery across the continuum of care and across the life course.   

3.1.1 VISION 

A Zambia in which people with life-limiting illnesses and their families and caregivers have 

equity of access to a high-quality palliative care service system that is responsive to their 

needs. 

3.1.2 MISSION 

To provide high-quality palliative care services to people with life-limiting illnesses, their 

families and caregivers through a multidisciplinary team-based approach and coordination 

across all settings. 

3.1.3 VALUES 

Compassion, Communication, Sensitivity, Consideration of individuality, Consent, 

Autonomy, Continuity of Care, and Creativity.  
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3.2 SECTOR PLANNING PRINCIPLES AND PRIORITIES 

3.2.1 PRINCIPLES 

The provision of palliative care will be guided by the following key principles:  

� Providing care to clients as close to family as possible by primary and secondary 

caregivers.  

� Ensuring standard quality care.  

� Protecting and upholding the interests and rights of both care providers and 

recipients of palliative care services.  

� Ensuring continued monitoring and evaluation of palliative care services.  

� Ensuring that palliative care is integrated into the healthcare system.  

� Ongoing training for palliative care providers with particular emphasis on pain 

and other symptom control including adherence support for those already on 

ART.  

3.2.2 PRIORITIES 

The four priorities will be:  

� Development of the national palliative care policy (as directed by the Zambia 

National Health Strategic Plan 2017-2021) 

� Investing in the education of policy makers, healthcare workers, volunteers and 

the public about palliative care services 

� Ensuring adequate drug availability through improved supply chains and legal 

reforms (e.g. laws applying to the prescribing of opioids) 

� Implementation and coordination of palliative care services across all settings. 
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4.0 Strategic Objectives & 
Interventions 

4.1 HEALTH SYSTEM INVESTMENTS 

This NPCSP aims at ensuring equitable access to high-quality palliative care services 

through a system that is responsive to the needs of people with life-limiting illnesses, 

their families and other caregivers. This shall be achieved through organizational 

structures and coordination mechanisms that support a conducive environment for 

comprehensive provision of palliative care. This is in line with the National Health Policy 

(2012), and the National Health Strategic Plan (2017) which both uphold the significant 

contribution of palliative care in improving people’s health. 

This Plan emphasizes facilitation and creation of an environment that enables individuals 

with life limiting conditions, and their families to improve the quality of their lives. It aims 

at the development of palliative care structures, which include supportive mechanisms at 

all levels of health care. Further, this NPCSP provides for the creation of an 

implementation structure supervised by the MoH Palliative Care Unit. The rationale for 

this initiative is to ensure that people with life limiting illnesses participate in improving 

their quality of life, as well as their quality of death. To achieve this, there is need for 

adequate health financing; qualified health work force; integration of palliative care 

services into the existing health systems; adequate essential commodities, proper health 

infrastructure and equipment; and leadership and governance. 

Adequate provision of palliative care in the country will be assured through the following 

intervention strategies:  

 

 

 

 

24



 

4.1.1 PROGRAMME AREA: HEALTH WORKFORCE 

  

 

 

 

 

 

 

 

 

OBJECTIVES STRATEGY 

4.1.1.1   To train and increase the 

availability of qualified Palliative Care 

workers in the country 

4.1.1.1.1 Need to train a cohort of Trainers 

4.1.1.1.2 Establish appropriate training for PC within 

Zambia 

4.1.1.1.3 Provide Standard Guidelines for Training at 

different levels (Appendix 9.4) 

4.1.1.2 To increase the number PC 

workers 

4.1.1.2.1 Lobby for the creation of a minimum of 10 PC 

positions per district 

4.1.1.2.2 Enhance Specialization of Health Care workers 

in PC 

4.1.1.3   To promote PC research 4.1.1.3.1 To establish a palliative care research fund  

4.1.1.3.2 To promote research as a means to further 

improve the efficiency and effectiveness of patient care 

and the healthcare system as a whole 

4.1.1.3.4 To promote corroborations with the National 

Health Research Authority (NHRA) & other entities 

4.1.1.3.5 To promote information sharing at local and 

international fora 
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4.1.2 PROGRAMME AREA: COMMODITIES 

OBJECTIVES STRATEGY 

4.1.2.1 To provide quality, safe, and 

affordable essential supplies to improve 

palliative care services at all levels of 

care  

  

4.1.2.1.1 Ensure that all levels of facilities have 

adequate stocks of essential medical and surgical 

supplies in order to provide safe and essential palliative 

care services  

4.1.2.2 To eliminate restrictions on 

opioid prescription by allowing non-

physician prescribers as well 

4.1.2.2.1 Recognize the prescription rights of any 

qualified physician and non-physician healthcare worker 

who has been appropriately trained in opioid use. 

4.1.2.3 To eliminate misconceptions 

about the use of opioids among 

prescribers and patients 

4.1.2.3.1 Conduct ongoing training about the proper 

use of opioids for healthcare workers who provide PC 

services, as well as provide IEC to PC patients to 

appreciate the role of opioids in pain management.  
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4.1.3 PROGRAMME AREA: INFRASTRUCTURE DEVELOPMENT & EQUIPMENT 

 
  

OBJECTIVES STRATEGY 

4.1.3.1 To create PC units at all levels 

of care 

 

  

4.1.3.1.1 To identify available space for the creation of 

PC units 

4.1.3.1.2 Renovate available space 

4.1.3.2 T To procure PC equipment 4.1.3.2.1 Procure/provide PC equipment  
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4.1.4 PROGRAMME AREA: HEALTH FINANCING 
 

 

 

 

 

 

 

 

 

 

 

OBJECTIVES STRATEGY 

4.1.4.1 To mobilize adequate financial 

resources for implementation of PC 

Services    

4.1.4.1.1 Create a dedicated budget line for PC services 

Implementation in the yellow book 

4.1.4.1.2 Integrate PC services in existing programs 

4.1.4.1.3 Lobby partners, private sector, CPs and 

various community organizations to complement funding 

to PC 

4.1.4.1.4 PCU to facilitate the allocation of funding for 

NPCSP 

4.1.4.1.5 Identify and priorities PC services and 

activities at all levels of service provision 

4.1.4.1.6 Quantify and cost Palliative care services and 

activities at all levels of service provision 

4.1.4.2 To enhance transparency and 

accountability in resource utilization 

4.1.4.2.1 Strengthen systems that incorporates partner 

budgets into the overall PC sector budget line at various 

levels 

4.1.4.2.2 Strengthen the system that links budget 

disbursement and expenditure to performance in order 

to inform PC service planning 
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4.1.5 PROGRAMME AREA: LEADERSHIP & GOVERNANCE 
 

 

 

 

 

 

OBJECTIVES STRATEGY 

4.1.5.1 To provide a policy and legal 

regulatory framework to facilitate 

provision of PC services 

4.1.5.1.1 Develop the national palliative care policy 

4.1.5.1.2 Create Palliative Care (PCU) coordinating 

structure to facilitate the provision of PC services across 

the country 

4.1.5.1.3 Advocate for the review of legislation to 

provide for other health care workers in the prescription 

of opioids 

4.1.5.1.4 Prioritize Investment in the education of 

policy makers, healthcare workers, and the public about 

PC services  

4.1.5.2 To provide a platform for 

engagement of key actors in the 

provision of PC services 

4.1.5.2.1 Establish a National Palliative Care Technical 

Working Group (NPCTWG), as a link between the MOH 

and all PC service providers 

4.1.5.2.2 Strengthen the provision of technical 

guidance and assistance in planning for PC 

4.1.5.3 To establish partner 

coordination mechanisms to support 

advocacy and provision of PC services 

4.1.5.3.1 Create a platform for multisectoral 

collaboration 

4.1.5.3.2 Strengthen partnerships with other 

government line Ministries, NGOs, public-private 

partnerships, FBOs for successful implementation of the 

NPCSP 

4.1.5.3.3 Create the Zambia Hospice & Palliative Care 

Alliance (ZAHPCA) to advocate for PC 

4.1.5.3.4 Create a platform for multisectoral 

collaboration 
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4.1.6 PROGRAMME AREA: DELIVERY OF PALLIATIVE CARE SERVICES 

OBJECTIVES STRATEGY 

4.1.6.1 To develop guidelines for PC 

service delivery 

4.1.6.1.1 To develop PC training guidelines 

4.1.6.1.2 To develop referral guidelines across the 

continuum of care 

4.1.6.2 To Integrate PC services in the 

existing health systems 

4.1.6.2.1 To establish national, provincial, district & 

health facility PC units 

4.1.6.3 To strength community 

structures for PC provision 

4.1.6.3.1 To Identify and strengthen existing HBC units 

4.1.6.3.2 To link HBC units with potential funders 

4.1.6.3.3 To train HBC providers in basics of PC 

4.1.6.3.4 To establish income generating activities for 

HBC 
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5.0 Implementation Arrangements 

5.1 MANAGEMENT FRAMEWORK 

This shall be achieved through. The Ministry of Health will be responsible for the 

implementation of this strategic plan, which will be heavily supported by a number of key 

stakeholders who will have a number of roles and responsibilities (Appendix 9.3). Each 

province has the responsibility of tailoring each intervention within its jurisdiction to meet 

its unique service provision challenges. The scaling up and integration of PC services 

across the Zambian healthcare system requires the establishment of stakeholder 

consensus, adequate financing, coordination of efforts, and processes by which to enact 

change for the sake of system improvement.  

The implementation of this strategic plan will be guided by an implementation plan which 

will be devolved through a consultative approach by 2022. The Implementation Plan will 

identify activities, accountability, and timing for progress within a six -year timeframe. 

These activities will be subject to revision based on outcomes from annual Monitoring 

and Evaluation activities. 

5.2 PARTNERSHIP FRAMEWORK 

Partnerships are a means to achieving a shared vision.  In Zambia, local and international 

collaborative networks have been established to improve the health care system. 

Strengthening communication, collaboration and partnerships at local and international 

levels will contribute to improving palliative care provision. 
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5.2.1 LOCAL PARTNERSHIPS 

5.2.1.1 SERVICE DELIVERY 

To improve partner support and advocacy, the Zambia Hospice and Palliative Care 

Alliance (ZAHPCA) will be formed by members of the various health professional 

associations, religious groupings, and the civil society organisations currently registered 

in Zambia. The professional organisations will include, but not limited to, the Zambia 

Medical Association (including its affiliates such as the Residents Doctors Association of 

Zambia, Medical Women Association of Zambia etc.), Zambia Union of Nurses 

Organization (ZUNO),  Zambia Society of Physiotherapy (ZSP), Pharmaceutical Society of 

Zambia (PSZ), Midwives Association of Zambia (MAZ), Zambia Oncology Nurses Society 

(ZONS), Nutritional Association of Zambia (NAZ), Paediatric Nurse Association of Zambia 

(PNAZ) and others. The health statutory institutions such as the Health Professions 

Council of Zambia (HPCZ), General Nursing Council of Zambia (GNCZ) and Zambia 

Medicines Regulatory Authority (ZAMRA) will also be incorporated. Further, academic 

institutions will be incorporated into ZAHPCA. Once established, the ZAHPCA will 

formulate the terms of references and some of their roles will be as highlighted in 

Appendix 9.3.2.   
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5.2.1.2 RESEARCH 

A sign of health for any professional development program is the generation of quality 

research. As PC training is expanded and services are integrated into the health system, 

and more patients are cared for, an environment ripe for research will grow. Multiple sites 

in Zambia have experience in international research across the healthcare spectrum. All 

research plans will be approved through the National Health Research Authority (NHRA). 

The PCU will coordinate the dissemination of both domestic and international research 

findings to PC practitioners. Research will be encouraged as a means to further improve 

the efficiency and effectiveness of patient care and the healthcare system as a whole. 

5.2.2 INTERNATIONAL PARTNERSHIPS 

The Ministry of Health and ZAHPCA will become members of international networks such 

as the African Palliative Care Association (APCA), the International Association for Hospice 

& Palliative Care (IAHPC), and the Worldwide Hospice Palliative Care Alliance (WHPCA). 

These organizations have supported the increase in integration of PC services in many 

countries. They work with governments and policymakers to ensure the optimum policy 

and regulatory framework exists for the development of palliative care across Africa. 

ZAHPCA will have access to grants, networking opportunities, technical assistance, 

research opportunities, educational resources, and a vast contact database.  

5.3 GOVERNANCE FRAMEWORK 

The Ministry of Health will lead in the implementation of this document. It shall establish 

various structures from community level to national level. It will work with other line-

Ministries to ensure the integration of PC at all levels of care. 
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6.0 Costing 

6.1 COSTING OVERVIEW AND ASSUMPTIONS 

The NPCSP costing aims to support strategic planning and evidence-based decision-

making by estimating the cost of scaling up PC. The NPCSP implementation budget is 

based on managed growth and programmatic sustainability.  While MOH is expected to 

contribute financially, the private sector and various community organizations will be used 

as complementary funding partners whenever applicable. International development 

partnerships will be contacted, and additional funds from grants will be sought.  

This strategic plan is expected to reduce overall cost of healthcare while simultaneously 

providing improved quality of life for patients. Evidence shows that palliative care, 

whether provided through hospice, hospital-based, or home-based models, results in 

reduced hospital and total healthcare costs (Smith, 2014; Penrod, 2006; Brumley, 2007). 

In this regard, hospital admissions, emergency department presentations, and 

unnecessary treatment or treatment that is not aligned with the patient’s goals are 

avoided. 

6.2 COSTS OF IMPLEMENTING THE NPCSP 

This strategic plan has been costed, based on activity-based costing approach. In this 

respect, the strategic plan was broken down into the strategic objectives. On this basis, 

the total cost of implementing this plan is estimated at USD 8,462,141.41 (USD 1.00 

to ZMW 22.2868). Resource mobilisations will require pulling together of natural, 

physical, human, social and financial resources for a programme through donations and 

partnerships. In view of the foregoing, for this plan to be successfully implemented, it 

will be critical for MOH to mobilize and strengthen partnerships with the other key 

stakeholders, including other relevant government departments.  
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6.3 PROJECTED AVAILABLE FINANCING AND FINANCING GAP 

Currently, though there are some partners who are playing various roles related to PC, it 

is difficult to quantify this support. In this respect, the only funding available to the PC is 

the Government grant, provided through the annual budget for MOH, infrastructure and 

the health workforce. 
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7.0 Monitoring and Evaluation 

Monitoring and evaluation of the implementation of the NPCSP will be conducted through 

appropriate existing and new systems, procedures and mechanisms. The MOH will be 

responsible for providing leadership on all matters concerning M&E. This will enable MOH 

to keep a close eye on PC activities and see if the implementation of these activities is 

leading to the achievement of set objectives. In order to keep track of the success in the 

implementation of the NPCSP, M&E will be done in all health facilities whe re palliative 

care will be provided. M&E will be coordinated and integrated into NPCSP interventions 

from the start. An integrated reporting system is a critical piece of M&E, as it 

systematically provides useful information to inform stakeholders on progress and 

challenges. Staff at all levels of the PC system will require various amounts of training to 

increase M&E capabilities. The PCU will have a dedicated position for the collection and 

organization of M&E data.   

The design of the monitoring tools will be done in collaboration with PC providers while 

the National Palliative Care Technical Working Group (NPC TWG) will be responsible for 

periodic review of the tools. 

The performance review process will be done in three stages: 

 Development of palliative care M&E Framework by 2022 

 Mid-term review in 2024 

 End term review in 2026 to inform on the next NPCSP (2027 – 2031) 
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9.0 Appendices 

9.1 RECOMMENDED ESSENTIAL PC MEDICATION LIST  

Each of the following medications is listed in the Zambian Essential Medicine List 2017. 

The PC medications not listed on the Zambian Essential Medication List are listed as on 

the “WHO Essential Medicine for Palliative Care” list. 

 

GENERIC DRUG 
NAME 

FORMULATION/STRENGTH USE IN PALLIATIVE 
CARE 

CURRENTLY ON 
ZAMBIAN 
ESSENTIAL 
MEDICINE LIST 

Amitriptyline 10mg; 25mg; 75mg tablets Neuropathic pain X 

Aspirin 100mg; 300mg; 500mg 
tablets 
50mg to 150mg suppositories 

Pain X 

Atropine 0.6mg IV Terminal breathing 
problems 

X 

Bisacodyl 10mg tablets Constipation X 

Calamine Lotion Skin drying, soothing X 

Carbamazepine 100-200mg tablets Neuropathic pain X 

Chlorpheniramine 4mg tablet Anti-histamine X 

Clotrimazole  500mg tablets/ Cream Anti-fungal X 

Codeine phosphate 15-30mg tablets Pain (WHO Ladder 2, weak 
opioid) 

X 

Cyclizine 15mg tablets 
50mg/mL IV 

Nausea X 

Dexamethasone 2mg to 4mg tablets 
2mg/5mL oral liquid 
4mg/mL injectable 

Anti-inflammatory, nausea, 
elevated ICP, neuropathic 
pain 

X 

Diazepam 2mg tablets 
5mg/mL injectable 

Anxiety, terminal 
restlessness, dyspnea 

X 

Diphenhydramine 12.5mg and 25mg tablets Insomnia, nausea, anti-
inflammatory, allergic 
reaction 

X 

Domperidone 10mg tablets Nausea X 

Fluoxetine 20mg tablets Depression, Anxiety  

Gabapentin 100mg to 600mg tablets Neuropathic pain X 

Haloperidol 2mg and 5mg tablets Agitation, nausea  

Hydrocortisone 1% cream/ointment Skin conditions X 
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Hyoscine 
butylbromide 

10-20mg tablets Colic (Visceral pain) X 

Ibuprofen 200mg to 400mg tablets Pain X 

Lactulose 15mg/10mL oral liquid Constipation, hepatic 
encephalopathy 

X 

Loperamide 2mg tablets Diarrhea X 

Metoclopramide 10mg tablets 
5mg/mL injectable 

Nausea X 

Midazolam 5mg tablets 
1mg/mL injectable 

Anxiety, terminal 
restlessness, dyspnea 

X 

Morphine sulfate 10mg IR tablets  
10mg/5mL oral liquid 
10mg/mL injectable 

Pain, dyspnea (WHO 
Ladder 3, strong opioid) 

X 

Nystatin Oral rinse 
100,000 IU vaginal tablets 

Anti-fungal X 

Ondansetron 4mg and 8mg tablets Nausea X 

Oral Rehydration 
Salts (ORS) 

Individual-use packets Rehydration X 

Paracetamol/ 
Acetaminophen 

100mg to 500mg tablets 
100mg suppositories 
125mg/5mL liquid 

Pain (WHO Ladder 1, non-
opioid), Anti-inflammatory 

X 

Prednisolone 5mg tablets Anti-inflammatory uses X 

Promethazine 25mg tablets 
25mg injectable 

Nausea, pruritis X 

Senna 7.5mg tablets Constipation X 

Tramadol 50mg tablets Pain (WHO Ladder 2, weak 
opioid) 

X 
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9.2 BUDGET 

Ac�vity 2021 2022 2023 2024 2025 2026 Total (USD) 

        

Human Resource for Health  

 4.1.1.1.1       448,696.09                         -                           -            89,739.22                         -                           -         538,435.31  

 4.1.1.1.2          35,895.69                         -                           -                           -                           -                           -            35,895.69  

 4.1.1.1.3          35,895.69                         -                           -                           -                           -                           -            35,895.69  

 4.1.2.1.1            4,486.96                         -                           -                           -                           -                           -              4,486.96  

 4.1.2.1.2            4,486.96            4,486.96            4,486.96            4,486.96            4,486.96            4,486.96          26,921.77  

 4.1.3.1.1           44,869.61          49,356.57          54,292.23          59,721.45          65,693.59          72,262.95       346,196.40  

 4.1.3.1.2            4,486.96            4,486.96            4,486.96            4,486.96            4,486.96            4,486.96          26,921.77  

 4.1.3.1.3            4,486.96            4,486.96            4,486.96            4,486.96            4,486.96            4,486.96          26,921.77  

 4.1.3.1.4          11,217.40          12,339.14          13,573.06          14,930.36          16,423.40          18,065.74          86,549.10  

 4.1.3.1.5                         -                           -                           -                           -                           -                           -                           -    

 Sub-Total       235,565.45          75,156.59          81,326.17       177,851.91          95,577.88       103,789.57       769,267.57  

        

 Commodity  

 4.1.2.1.1       448,696.09       493,565.70       542,922.27       597,214.49       656,935.94       722,629.54    3,461,964.03  

 4.2.1.1.2             8,973.92            9,871.31          10,858.45          11,944.29          13,138.72          14,452.59          69,239.28  

 4.2.1.1.3           44,869.61          49,356.57          54,292.23          59,721.45          65,693.59          72,262.95       346,196.40  

 Sub-Total       502,539.62       552,793.58       608,072.94       668,880.23       735,768.26       809,345.08    3,877,399.72  

        

 Infrastructure  

 4.1.3.1.1          13,460.88          14,806.97          16,287.67          17,916.43          19,708.08          21,678.89       103,858.92  

 4.1.3.1.2          44,869.61          49,356.57          54,292.23          59,721.45          65,693.59          72,262.95       346,196.40  

 4.1.3.1.3            2,243.48            2,467.83            2,714.61            2,986.07            3,284.68            3,613.15          17,309.82  

 Sub-Total          60,573.97          66,631.37          73,294.51          80,623.96          88,686.35          97,554.99       467,365.14  
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Ac�vity 2021 2022 2023 2024 2025 2026 Total (USD) 

 Health Financing  

 4.1.4.1.1            4,486.96            4,935.66            5,429.22            5,972.14            6,569.36            7,226.30          34,619.64  

 4.1.4.1.2            8,973.92            9,871.31          10,858.45          11,944.29          13,138.72          14,452.59          69,239.28  

 4.1.4.1.3            3,365.22            3,701.74            4,071.92            4,479.11            4,927.02            5,419.72          25,964.73  

 4.1.4.1.4            2,243.48            2,467.83            2,714.61            2,986.07            3,284.68            3,613.15          17,309.82  

 4.1.4.1.5            2,243.48            2,467.83            2,714.61            2,986.07            3,284.68            3,613.15          17,309.82  

 4.1.4.1.6          26,921.77          29,613.94          32,575.34          35,832.87          39,416.16          43,357.77       207,717.84  

 4.1.4.2.1            2,243.48            2,467.83            2,714.61            2,986.07            3,284.68            3,613.15          17,309.82  

 4.1.4.2.2            2,243.48            2,467.83            2,714.61            2,986.07            3,284.68            3,613.15          17,309.82  

 Sub-Total          52,721.79          57,993.97          63,793.37          70,172.70          77,189.97          84,908.97       406,780.77  

        

 Leadership & Governance  

 4.1.5.1.1          35,895.69                         -                           -                           -                           -                           -            35,895.69  

 4.1.5.1.2            4,486.96                         -                           -                           -                           -                           -              4,486.96  

 4.1.5.1.3          17,947.84          19,742.63          21,716.89          23,888.58          26,277.44          28,905.18       138,478.56  

 4.1.5.1.4          17,947.84          19,742.63          21,716.89          23,888.58          26,277.44          28,905.18       138,478.56  

 4.1.5.2.1            4,486.96            4,935.66            5,429.22            5,972.14            6,569.36            7,226.30          34,619.64  

 4.1.5.2.2          89,739.22          98,713.14       108,584.45       119,442.90       131,387.19       144,525.91       692,392.81  

 4.1.5.3.1            4,486.96            4,935.66            5,429.22            5,972.14            6,569.36            7,226.30          34,619.64  

 4.1.5.3.2            4,486.96            4,935.66            5,429.22            5,972.14            6,569.36            7,226.30          34,619.64  

 4.1.5.3.3            4,486.96            4,935.66            5,429.22            5,972.14            6,569.36            7,226.30          34,619.64  

 4.1.5.3.4            4,486.96            4,935.66            5,429.22            5,972.14            6,569.36            7,226.30          34,619.64  

 Sub-Total       188,452.36       162,876.68       179,164.35       197,080.78       216,788.86       238,467.75    1,182,830.78  

        

 Service Delivery  

 4.1.6.1.1           35,895.69                         -                           -                           -                           -                           -            35,895.69  

 4.1.6.1.2          35,895.69                         -                           -                           -                           -                           -            35,895.69  

 4.1.6.2.1          22,434.80          24,678.28          27,146.11          29,860.72          32,846.80          36,131.48       173,098.20  

42



 

Ac�vity 2021 2022 2023 2024 2025 2026 Total (USD) 

 4.1.6.3.1                         -                           -                           -                           -                           -                           -                           -    

 4.1.6.3.2            2,243.48            2,467.83            2,714.61            2,986.07            3,284.68            3,613.15          17,309.82  

 4.1.6.3.3          67,304.41          74,034.85          81,438.34          89,582.17          98,540.39       108,394.43       519,294.60  

 4.1.6.3.4          26,921.77          29,613.94          32,575.34          35,832.87          39,416.16          43,357.77       207,717.84  

 Sub-Total       190,695.84       130,794.91       143,874.40       158,261.84       174,088.03       191,496.83       989,211.84  

                

 Total    1,230,549.02    1,046,247.11    1,149,525.73    1,352,871.43    1,388,099.35    1,525,563.19    7,692,855.83  

                

 Con�ngency (10%)       123,054.90       104,624.71       114,952.57       135,287.14       138,809.93       152,556.32       769,285.58  

                

 Grand Total    1,353,603.93    1,150,871.82    1,264,478.30    1,488,158.57    1,526,909.28    1,678,119.51    8,462,141.41  

 

 

 

 

USD 1.00 = ZMW 22.2868 (Bank of Zambia, 30 April 2021) 
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9.3 ROLES & RESPONSIBILITIES 

 

The integration of PC services at all levels of the healthcare system requires collaboration 

between various Ministries and healthcare service providers. To ensure successful 

implementation of NPCSP, various governmental and non -governmental entities will be 

key and their roles and responsibilities are outlined as follows:  

9.3.1 MINISTRY OF HEALTH PALLIATIVE CARE UNIT  

 

The MOH will create a Palliative Care Unit (PCU) under the Department of Clinical Care & 

Diagnostics, with leadership devoted to country-wide PC service provision. By having a 

seat within the MOH, the PCU will facilitate a favorable policy environment and collaborate 

closely with other Ministry departments for the integration of services. The MOH will 

therefore provide technical guidance and assistance with planning. 

1 coordinate all PC services across the country 

2 Develop operational linkages for the coordination of PC services with governmental 

agencies such as (but not limited to) the MOH, National AIDS Council (NAC), various 

cancer prevention and treatment agencies, ZAMRA, DEC, HPCZ, GNCZ, health 

professional associations, and health training institutions in Zambia provide 

leadership and technical guidance for implementation of the NPCSP 

3 facilitate the allocation of funding for NPCSP implementation  

4 lobby the creation of employment positions  

5 To create PC training programs 

6 Develop standards for PC provision at all levels of the healthcare system in line with 

the APCA’s Standards for Providing Quality Palliative Care Across Africa (APCA, 2010)  

7 Monitor adherence to the above established standards of PC provision 
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8 Establish appropriate training proms for PC within Zambia, including providing 

Standard Guidelines for Training at different levels of training 

9 Shall establish avenues for Continuing Medical Education for trained PC providers 

10 Ensure the availability of PC drugs for all in need, especially opioids 

11 Shall advise the regulatory bodies regarding public and private PC services and 

respite care 

12 monitor the activities of palliative care service providers through the collection of 

quarterly reports 

13 Maintain a database of palliative care including the number of specialists to serve as 

resource persons for technical support, training, service provision and other 

activities 

14 Shall review all M&E materials submitted to it Work with law enforcement, regulatory 

authorities, and health professional bodies to ensure the legal framework does not 

inhibit the needs of people with life-limiting illnesses 
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9.3.2 ZAMBIA HOSPICE AND PALLIATIVE CARE ALLIANCE (ZAHPCA) 

The Zambia Hospice and Palliative Care Alliance (ZAHPCA) will be formed by members of 

the various health professional associations and civil society organisations currently 

registered in Zambia. The professions will include, but not limited to, the Zambia Medical 

Association (including it’s affiliates such as the Residents Doctors Association of Zambia, 

Medical Women Association of Zambia etc.), Zambia Union of Nurses Organization 

(ZUNO), Zambia Society of Physiotherapy, Pharmaceutical Society of Zambia, Midwives 

Association of Zambia (MAZ), Zambia Oncology Nurses Society (ZONS), Nutritional 

Association of Zambia (NAZ), Paediatric Nurse Association of Zambia and others. The 

health statutory institutions such as the Health Professions Council of Zambia (HPCZ), 

General Nursing Council of Zambia (GNCZ) and Zambia Medicines Regulatory Authority 

(ZAMRA) will also be incorporated. Further, academic institutions will also be incorporated 

into ZAHPCA. Once established, ZMA will be the secretariat of ZAHPCA while PCU from 

MOH will be the chair.  

Some of the roles of ZAHPCA 

1 Shall form part of the membership of the National Palliative Care Technical 

Working Group (NPCTWG) 

2 Shall develop operational linkages with international agencies such as (but not 

limited to) the African Palliative Care Association (APCA), International Association 

for Hospice and Palliative Care (IAHPC), World Hospice and Palliative Care 

Association (WHPCA), the American International Health Alliance (AIHA), 

International Children’s Palliative Care Network (ICPCN), Centers for Disease 

Control and Prevention (CDC), and United States Agency for International 

Development (USAID).  

3 Shall assist the PCU with planning and organizational efforts for the promotion and 

implementation of PC at all levels of the healthcare system 

4 Shall oversee outreach and advocacy efforts to promote and spread the concept of 

PC to the public 
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5 Shall encourage the sharing of knowledge, resources, and practices between all PC 

service providers within the country 

6 Shall provide support to training institutions (i.e. nursing and medical) for the 

training of PC healthcare workers 

7 Shall conduct annual domestic and/or international conferences on best practices 

and update members on emerging local and national issues within PC 
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9.3.3TRAINING INSTITUTIONS (HEALTHCARE WORKERS) 

 

1 Shall oversee the addition of PC to curricula at all levels of training 

2 Shall provide lecturers and course directors for specific PC training material 

3 When appropriate, shall offer advanced degrees in PC provision as recognized in 

Zambia by the MOH and HPCZ 

4 Shall identify experiences for which interested students can obtain additional 

exposure and training within PC provision 

9.3.4 TERTIARY HOSPITALS 

1 provide tertiary PC services with a dedicated PC team  

2 have a palliative care specialist 

3 provide linkages with home-based care groups and district-level PC services for 

patients returning to their communities 

4 Maintain records and compile quarterly reports  

 

9.3.5 DISTRICT HEALTH OFFICES 

1 implement, coordinate, supervise, and audit PC services at all health facilities  

2 Establish linkages with all tertiary hospitals in order to facilitate ongoing PC 

services once patient transfer back to their communities 

3 coordinate PCU training and certification  

4 Allocate financial resources for PC services 

5 Appoint a officer to coordinate the implementation of PC service  

6 maintain records and compile quarterly reports for submission to next level 
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9.3.6 DISTRICT HOSPITALS 

1 Develop a PC team for PC service provision at the community level, and this team 

shall be responsible for identification, management, follow-up and referral of 

patients within the PC system 

2 garner volunteer support from the community to assist PC provision 

3 Track or monitor which patients in the community  

4 Maintain records and compile quarterly reports for submission to the District 

Health Office 

9.3.7 PHARMACY AND PROFESSIONAL REGULATORY BOARDS 

1 Shall regulate the procurement of opioid medications for PC use 

2 Shall review legislation on a regular basis to improve access to PC medications 

3 Shall be responsible for the availability and accessibility of all essential PC 

medications as outlined on the Essential PC Medications list (see Appendix 9.1) 

4 Shall assist the MOH in passing new regulations for trained non-physician mid-level 

providers to prescribe opioids, with the goal of improving access to appropriate 

pain control in settings where prescribing physicians are often in limited supply 

5 Shall report on the status of opioid use within Zambia quarterly by maintaining 

accurate records of all opioid prescriptions 

6 Shall monitor the quality of prescriptions for the PC medicines 
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9.3.8 PATIENTS, FAMILIES, AND COMMUNITIES 

1 Shall be actively involved in their own care and the care of their family members 

2 Shall collaborate with health professionals and the organizations providing PC in 

their catchment area 

3 Shall encourage community members to volunteer their resources and time for the 

provision of comprehensive PC services 

4 Shall be involved in establishing and reviewing palliative care services offered in 

their communities 

5 Shall advocate for increased access to PC services 
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9.4 TYPES OF TRAINING 

 

 

TYPE OF TRAINING STRATEGY INTERVENTION 

Community 
Health Workers 

Public knowledge of PC concepts and awareness of potential service provision is 
minimal in Zambia. Sensitization of local communities about the availability of PC 
should be undertaken through various media platforms. (Such as Drama, Radio 
Shows, broadcast interviews, etc.) The APCA offers a free resource, “Successful 
Advocacy for Palliative Care: A Toolkit” (“Making Headlines”), which offers 
interventions to sensitize and educate the public. For community caregivers, the 
strengthening of standardized training programs in PC concepts and basic care should 
be prioritized.  

Short Courses for 
existing Health 
Workforce 

Because no formal PC material has been integrated into any nursing or physician 
educational curricula within Zambia (APCA, 2016), the very few Zambian healthcare 
workers with formal PC training have obtained their training outside the country.  
 
The PCU will oversee the development of a Short Course PC curricula to be used for 
nationwide training of all post-graduate healthcare professionals, pharmacists, social 
workers, chaplains and psychologists with the goal of increasing PC service 
awareness and knowledge among current healthcare workers. A cohort of lecturers 
will be trained to facilitate the course, which will be offered by each District Health 
Office. In its “Planning and Implementing Palliative Care Services” guide, the WHO 
includes a detailed sample curriculum for a five-day course for physicians. A similar 
course and subsequent certification should be offered to each Zambian physician. 
 
The pursuit of formal post-graduate training will be encouraged for all interested and 
qualified healthcare providers.  

Pre-Service  The PCU will oversee the full integration of PC training into the curricula of all health 
professional schools within Zambia. The curriculum coordinators of each teaching 
institution will be advised to include PC concepts within dedicated lecture time, and 
the curriculum will be submitted to the PCU (with the support of regulatory 
authorities) for review on an annual basis. Lecturers will be identified by each 
institution. PCAZ and the PCU will provide educational resources for curriculum 
designers when necessary (the APCA offers a free, updated resource called “Palliative 
Care Core Curriculum” which includes multiple modules). When possible, institutions 
will create clinical exposure to PC for their students (e.g. a dedicated PC rotation at 
CHD for all UTH nursing and physician students).  

Undergraduate 
/Postgraduate 

Zambia has no accredited PC training course for post-graduate nurses or physicians 
(APCA, 2016) despite having seven medical school and several nursing schools. There 
are no dedicated PC professors within the country. Increasing advanced educational 
opportunities in PC will be of critical importance, as externally educating large 
numbers of PC providers (e.g. in Uganda or Kenya) is cost-prohibitive. The PCU will 
first coordinate the creation of a PC diploma course for healthcare providers within 
Zambia at the Levy Mwanawasa Medical University (LMMU), and the MOH will certify 
the diploma. Once feasible, the PCU will coordinate the creation of further advanced 
PC training certifications (e.g. a Bachelor’s and Master’s degree). Involving the 
appropriate regulatory bodies, such as the HPCZ and the GNCZ, will be critical from 
the outset of curriculum development. The PCU aspires to create a “Palliative and 
Hospice Medicine” fellowship for physicians who have completed their residency in 
Anesthesia, Surgery, Pediatrics, Family Medicine, Psychiatry, and Internal Medicine 
with its many subspecialties.  
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