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Background: Paying attention to palliative care has accelerated in Iran in the last 
10 years. Considering the trend of aging, increasing burden of chronic diseases 
and increasing health costs, planning and development of palliative care is 
necessary in the future. This study was conducted with the aim of explaining 
the alternative scenarios of palliative care in the health system of Iran until the 
horizon of 2030.

Methods: This study was a multi-method scenario planning with a qualitative 
using multiple methods design, which was conducted in 3 phases in 2018–
2020. In the first phase, a list of driving forces was extracted using qualitative 
interviews and literature review. In the second phase, all factors identified in the 
previous phase were examined in terms of degree of uncertainty and cross-
impact analysis, and two key uncertainties were extracted. In the third phase, 
based on two key uncertainties, four future scenarios of palliative care were 
formulated, validated and scenario strategies were presented.

Results: The results indicate two uncertainties, including “governance of palliative 
care in the health system” and “acceptance of palliative care by society,” based 
on which, four scenarios with the names “climbing to the top,” “excruciating 
climb,” “edge of the abyss” and “The bottom of the valley” were compiled.

Conclusion: The development of palliative care in health system of Iran is 
faced with serious uncertainties that it is necessary to focus the developmental 
activities of palliative care on the two axes of acceptance by society and need 
for coherent governance by considering all the dimensions and influential 
components by ministry of health. The application of the results of this research 
can provide reasonable options for effective interventions and implementation 
of this category of services to the beneficiaries of palliative care.
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Introduction

The World Health Organization (WHO) defines palliative care 
(PC) as an approach that improves the quality of life of patients and 
their families in the face of life-threatening problems, through the 
prevention and relief of pain and suffering, with rapid diagnosis and 
evaluation and treatment of pain and other physical, mental and 
spiritual problems (1). The concept of PC was included in the 
definition of universal health coverage in 2012 (2). In 2014, the PC 
resolution at the World Health Assembly emphasized the need for 
continuous care, at all levels, with emphasis on primary care, 
community and home care, and universal coverage programs (3). This 
year, WHO asked its members to formulate policies to ensure the 
integration of evidence-based, effective and equitable PC in national 
health services as an element of continuous care (4). PC is one of the 
main components of a comprehensive response to non-communicable 
diseases (NCDs) and should be included in the chronic care of all 
operational plans of countries. However, in 2019, only 50 % of the 
world’s countries reported PC policies in NCD action plans (5).

Iran as a country that located in the eastern Mediterranean region 
(EMR) with a low-middle income economic status will face two major 
challenges of increase in the older adult population and the burden of 
chronic diseases (6). Also it is predicted that the population of 65 years 
and above will reach 8,849 per hundred thousand people in 2030 from 
5,272 in 2019 (7). Also, mortality from NCDs has increased by 14.5% 
in the last 20 years (8). This issue will increase the costs imposed on 
the health system and patients’ families, as well as dissatisfaction and 
burnout of health system employees. These demographic and 
epidemiological changes require health system of Iran to adopt with 
these changes, one of which is the expansion of PC services on a large 
scale in the country (1).

In the last 10 years, PC has received more attention in EMR (9). 
The 2015 Quality of Death Index examined PC worldwide and ranked 
Iran as a country that located in EMR at the bottom of this 
scale (10). In 2020, the Global Atlas of PC classified Iran in A3 
group (11).

In 2013, Iran’s Ministry of health (MOH), in line with its 
development plan (12), developed a comprehensive national program 
of palliative and supportive care for cancer in the country (13). Also 
with the establishment of the nursing deputy in MOH in 2013, this 
deputy developed counseling centers, nursing services at home, the 
regulations for long-term care centers and hospices and long-term 
care centers (14) and planned a pilot plan for the establishment of PC 
for cancer patients for 4 volunteer centers, and compiled home care 
service packages for insurance coverage (14).

However, PC services are still in their infancy and are available 
only in a limited center in major cities. In Iran, most people and their 
families prefer to receive health services at home, but near death, they 
tend to receive these services in hospitals (15). The expansion of PC 
in Iran is faced with challenges such as weak coherent governance, 
weak infrastructure, weak awareness of society, and poor supply of 
narcotic drugs (1).

The achievements of these national programs were the very limited 
establishment of PC in health system of Iran, which has put many 

challenges and uncertainties in front of decision makers in this field. 
The lack of success in the National PC Program, has forced planners 
and policy makers to select plan scenarios and consider alternative 
futures. By limiting future uncertainties to a limited number of drivers 
and influencing factors, scenarios present simpler futures to policy 
makers, decision makers and stakeholders (14). Strategic decision-
making processes and forward-looking planning are also important 
issues that are mainly discussed by the stakeholders of the health 
system (16). However, the world of the future is full of changes and 
instability, and only those who can actively move toward them can 
endure these changes. The pace of change is so fast that traditional 
methods cannot keep up with it. Therefore, countries must be forward-
looking to deal with driving changes that affect all aspects of their lives. 
Public health foresight and, accordingly health and science 
foresight are essential in promoting health and solving related 
problems (17).

Foresight science has facilitated future studies and turned future-
oriented planning studies into science with precise principles and 
methods. The process of foresight helps to identify and introduce 
driving forces, analyze their direct and indirect effects in a dynamic 
system and determine the critical variables of planning for the future 
(18) and finally provides the necessary facilities for policy makers in 
a strategic and long-term context (19). It seems that providing a 
centralized action plan will not be a suitable solution for formulating 
and drawing the future of PC in health system of Iran. Therefore, the 
present study was conducted to explore future scenarios of palliative 
care in health system of Iran.

Methods

This was a scenario planning study that approved by the Ethics 
Committee of Baqiyatullah University of Medical Sciences (AS) with 
code IR.BMSU.REC.1397.021. The design of the study was qualitative 
using multi-method, which was conducted in 3 phases from 2018 to 
2020. To conduct this study, the steps of the deductive scenario 
analysis described by Van der Heijden were used (19). In the first 
phase, the external environment was examined to extract driving 
forces using literature review and qualitative interviews with policy 
makers. Then, in the second phase, the factors identified in the 
previous phase were ranked in terms of degree of uncertainty and 
impact rate, and two key uncertainties were explained. Finally, in the 
third phase, four future scenarios of palliative care were developed and 
validated based on two key uncertainties according to experts’ opinion 
(Figure 1).

FIGURE 1

Phases of scenario planning.Abbreviations: PC, Palliative Care; MoH, Ministry of Health; WHO, World Health 

Organization; NCDs, Non-communicable Diseases; PHC, Primary health care.
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Phase Ι: exploring the extraction of driving 
forces

In this phase, a list of influential driving forces was extracted using 
qualitative interviews and literature review.

Step 1—interview
Semi-structured interviews were conducted with 17 palliative 

care (PC) policy makers, decision makers, patient and their family 
caregivers based on purposive sampling (demographic data 
presented in Table 1). The interviews ended after reaching data 
saturation. The time of the interviews was 17 to 60 min. To conduct 
the interview, the researcher first introduced himself, the title, 
general and partial objectives, and the possible time of the interview 
to the participants. Then permission was obtained to record the 
interviews and refer again to the participants. The main question 
“How do you see the current and future challenges of PC in health 
system Iran?” was asked. Then, exploratory questions such as “Since 
the concept of PC was introduced in the country until now, what 
changes have you witnessed?” or “What needs to happen if the PC 
system is to be  fully deployed?” according to the experiences 
expressed by the participant, was asked. At the end, the participants 
were told that the researcher’s questions and topics were finished, 
if you have any other points or questions, please mention them. 
Immediately after conducting each interview, the interviews were 
written down and the interviews were reviewed several times to 
gain an understanding of the entire interview. The analysis of the 
handwritten interviews was done based on the five-step method of 
Framework analysis (18). The extracted codes were classified 
during the reduction and condensation process using MAXQDATA 
10 software (20). Credibility was done through two methods; 
member check and peer check. For member check, the interviews 

were read several times by the research team and checked with the 
participants after coding the interviews. Also they were asked to 
provide corrective comments about the codes. For peer check, the 
data was independently coded and categorized by the first author, 
and the extracted categorizes were analyzed. Then it was sent to the 
research team. In cases of disagreement, the discussion between the 
research team continued until reaching an agreement. When the 
authors disagreed, discussions and clarifications continued until 
agreement was reached. The study report presented using the 
consolidated criteria for qualitative reporting research 
(COREQ) (21).

Step 2—literature review
The purpose of this step was to conduct a comprehensive literature 

review on factors affecting the future of PC. To access the international 
documents, the databases including PubMed, ISI Web of Science, 
Scopus, EMBASE and WHO website were searched. Also Farsi 
databases including Magiran, Scientific Information Database (SID), 
as well as the websites of the MoH, the Islamic Council, and 
universities of medical sciences were searched. The combination of 
Farsi and English keywords including; trends, “foresight of palliative 
care,” “scenario of palliative care,” “palliative care,” “end of life care,” 
hospice, “terminal care,” social, technological, economic, 
environmental, political were searched without time limitation. The 
inclusion and exclusion criteria of the text were determined based on 
the following three items; include social, economic, political, 
technological and ecological trends; are related to PC and published 
between 2000 and 2018 in Farsi and English. The extracted drivers 
were analyzed based on the STEEP model. The STEEP model is one 
of the most common methods of examining the external environment, 
which includes the first letters of the words social, technological, 
economic, environmental and political (22).

TABLE 1 Demographic information of interviewees.

Number Gender Experience (year) Interview duration (minute) Position

1 Female 10 25 Faculty member/researcher

2 Female 10 45 Vice-Chancellor of Charity Education/Physician

3 Female 7 40 General practitioner

4 Male 4 20 Charity manager

5 Male 14 50 Oncologist

6 Male 10 22 Specialist in Pediatric Oncology/Chairman of Charity Board

7 Male 8 15 Pain specialist

8 Female 10 26 Obstetrics specialist

9 Male 7 30 Faculty member/researcher

10 Female 6 60 Faculty member/researcher

11 Female - 25 Patient caregiver

12 Female - 30 Patient caregiver

13 Female - 40 Patient

14 Female - 45 Patient

15 Male 5 35 Clergyman/spiritual caregiver

16 Male 3 20 Faculty member/researcher

17 Male 5 35 Psychologist
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Phase II: synthesis

In this phase, all identified factors in the exploration phase were 
ranked in terms of uncertainty and impact rate. For this purpose, a 
questionnaire including influential factors was sent to 17 experts and 
they were asked to prioritize on a scale of 1 (low/weak) to 10 (high/
strong). Then the results were drawn on a 2*2 matrix as the impact/
uncertainty matrix. The X axis was uncertainty and the Y axis was 
uncertainty. In this matrix, the factors with the highest uncertainty 
and the highest degree of impact were identified as critical uncertainty 
in the upper right quadrant and were identified based on similarity in 
two categories of key uncertainty (Figure 2). These two extracted key 
uncertainties are the basis of matrix formulation.

Phase III: scenario development

In this phase, based on two key uncertainties, four future scenarios 
of PC were creatively developed and validated. In the evaluation of the 
validity of the scenario, the quality and characteristics of the scenarios 
are evaluated in relation to the goal. The scenarios developer may 
return them to the participants involved in the scenario developing 
process and ask them to review the scenarios. But sometimes it can 
also use people outside the scenario developing process. A simple 
survey aimed at identifying the main characteristics of a good scenario 
is suggested by Wiseman et al. as follows: decision-making power, 
plausibility, range of alternatives, differentiation, logical consistency, 
memorability, challenging to perception about future (23). These two 
key uncertainties were placed on the X and Y axis in two very negative 
and very positive states and create four quadrants (Figure 3).

Results

Phase I: extraction of driving forces

13 drivers were extracted from qualitative interview, 12 drivers 
from analysis of national documents (21), and 24 drivers from 
international documents.

Phase II: ranking of synthesis forces and 
explanation of two key uncertainties

The drivers extracted in the qualitative interview and review of 
national and international documents were placed in the form of the 
STEEP model (24). STEEP (Societal, Technological, Economical, 
Environmental, and Political) analysis looks at the relevant parts of the 
global trends for manufacturing and applies proven methodologies to 
evaluate the importance of technology research topics for scenario 
developed from a subset of the global trends (25). After preparing the 
table, it was made available to the experts. According to the opinions 
of the experts, 12 drivers got the highest impact rate and uncertainty 
score (Table 2). Based on the similarity, two key uncertainties named 
“governance of PC in the health system” and “Acceptance of PC by 
society” were extracted from the drivers.

Phase III: scenario development

Based on these two uncertainties, four scenarios named “climbing 
to the peak,” “exhausting climb,” “edge of the abyss” and “bottom of the 
valley” were creatively developed (Figure 4). The summary of the 
scenarios is presented in Table 3. Also, the results of evaluating the 
validity of the scenarios using the opinions of 12 experts showed that 
the scenario of climbing to the peak gained the most credibility. 
Therefore, it is suggested that this scenario should be  taken into 
consideration by policy makers and officials as reasonable options.

Scenario 1: climb to the top
This scenario describes the most optimistic scenario as a PC 

utopia. In this scenario, PC has a specific Trustee. The activities are 
coherent and supporting laws have been passed in the parliament and 
MOH. Palliative services have a tariff. Basic health care package is 
included and insurances cover these services. There are three levels of 
health services, providing and referring patients from level one to level 
three. In remote areas, these services are provided using tele-palliative 
and mobile palliative technologies. Care centers such as clinics, care 
centers and hospices and home care provide a wide range of services. 
The awareness of society (policy makers, providers and people) is at a 

FIGURE 2

Scenario matrix.
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very high level. The process of demanding and supplying to society 
has been formed. The media is seriously educating the society; In a 
way that society has become aware of their rights. In this scenario, due 
to the high mortality rate of COVID-19, the need to provide palliative 
services, especially psychological and spiritual services, is very 
tangible. In this regard, the general managers of the health system are 
rapidly expanding palliative services and using the experiences gained 
from this pandemic in the development of palliative services.

Scenario 2: exhausting climb
In this scenario, the nursing deputy of MOH is the trustee of 

PC. The nursing deputy has effective cooperation with other deputy 
of MOH, insurance organization, and charity organization. However, 
PC laws have not yet been legislated. The use of communication 
technologies is not enough to reduce the burden of referrals to the 
emergency department of hospitals. Palliative services are not yet 
included in the basic package. The services are covered by some 

insurances. Initial plans for the integration of PC in the PHC and 
referral system between the deputy of nursing, the health deputy, and 
the treatment deputy have been made, but they have not been 
implemented. The regulations for the establishment of care centers 
have been announced by the Ministry of Health’s Deputy Director of 
Treatment, and centers in big cities have announced their readiness. 
Home care services have been activated by private centers. Society’s 
awareness, society’s persuasion to receive services from therapists and 
society’s demands have increased.

However, the distribution of services in the country is not enough 
and access to these services is limited in rural areas and small towns. 
The expansion of health and public health literacy related to PC and 
the community’s interest in receiving these services at the community 
level, the search and demand of people about the preferred place for 
end-of-life care and death caused the officials to think about the 
expansion of these services at the community level. On the other 
hand, due to the widespread spread of COVID-19, it seems that 

FIGURE 3

The matrix of scenarios based on two key uncertainties.

TABLE 2 Drivers and uncertainties shaping the scenarios.

Drivers Uncertainties

Changing the thought patterns of decision-makers regarding PC

Governance of palliative care in the health system

Improving inter-cooperation and coherence in policies

Sanctions and unilateral pressures

Inclusion of PC in the basic package of health services

Integration of PC into the health system

Expansion of outpatient services and long-term care

Establishing PC centers such as inpatient departments and hospices

Expansion of PC with the help of telehealth and health information technology

Expansion and promotion of home care services

Improving the knowledge and attitude of society toward caring for the dying person

Acceptance of palliative services by the communityExpanding health literacy and public health knowledge

Increasing people’s expectations by expanding knowledge and communication
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reaching the desired situation is facing challenges. A large amount of 
the budget of the health system is allocated to the treatment of the 
disease. People in the society have faced stigma and many 
psychological risks. Therefore, it is necessary to expand palliative 
services for patients and their families.

Scenario 3: the edge of the abyss
In this exploratory scenario, due to the spread of the pandemic 

and the serious effects of the pandemic on the health system, the 
country has faced a serious economic and social crisis. Incoherent 
activities have been carried out to relieve the pain and provide 
palliative services to the patients and their families, but it is not 
considered as the next service package provided to the patients. The 
health system is unable to provide routine services to the patients and 
adequate palliative services are not provided to the patients. However, 
few centers and sometimes charity centers provide these services to 
patients sporadically.

Scenario 4: the bottom of the valley
This exploratory scenario represents the most pessimistic possible 

scenario. In this scenario, policy makers have not yet realized the 
importance of PC. Supporting laws has not been legislated. Providers 
and receivers are not aware of the benefits of technologies. Visits of PC 
specialists are done in person. The remote areas do not have any access 
to services. PC is not integrated into the basic service package and 
there is no insurance coverage for the service. Only people with high 
financial status have access to services. Services are provided 
sporadically by charity centers. Patients in need of PC still visit 
emergency department of hospitals frequently. Outpatient service 
centers, long-term centers, hospital wards, and hospices have not yet 
been activated. Home care in big cities is limited to acute services. 
Awareness and knowledge of PC is limited to researchers, and there is 
no adequate information on PC and life-threatening illness. People are 
mostly interested in treatment rather than care. Health literacy related 

to end-of-life decision-making is at a disadvantage. In such a way, 
expensive treatments and numerous surgical procedures are still 
performed for people who need PC. People are poorly aware of their 
rights in the face of life-threatening illness and expect people to 
be treated until the moment of death. The demand-response process 
has not been formed. The spread of the COVID-19 pandemic was the 
main surprise that overshadowed the entire forecasting process. In the 
“Bottom of the Valley” scenario, a large part of the health budget will 
be  spent on dealing with this pandemic, and little attention will 
be paid to the expansion of PC in the country.

The wildcard of COVID-19

Wildcards are a group of events that have a very low probability 
of occurrence; but with their occurrence, the future will be greatly 
affected. The outbreak of the COVID-19 quickly affected all countries 
of the world. In such a way that the WHO introduced it as a global 
pandemic in March 2020. The pandemic is the most important health 
issue in Iran and all countries of the world. The outbreak of this 
pandemic had a serious impact on the current foresight projects. With 
the spread of this pandemic, a large part of the health service budgets 
was allocated to the control of this disease. An unprecedented 
economic recession has happened all over the world and in Iran. In 
addition, Iran was also facing the economic sanctions of the 
United States. The effects of these two challenges had serious effects 
on the health of the Iranian society. It seems that these two challenges 
of health system of Iran will face more serious crises in the future. It 
will also cause difficulties in allocating funds and passing laws in the 
parliament to support the provision of palliative services. The 
existence of concepts such as physical, mental, and spiritual care, care 
at the preferred place of the patient and his family, as well as the low 
costs of providing these services can raise the need to provide them 
on a large scale in the global pandemic conditions.

FIGURE 4

Two-by-two matrix related to two key uncertainties and formation of four scenarios.
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Discussion

The present study was conducted to develop the alternative 
scenarios of PC in health system of Iran until the horizon of 2030. The 
reason for choosing Horizon 2030 is to achieve sustainable 
development of health in the field of palliative care, which is mainly 
considered by various countries committed and non-committed to 
this international document for their planning. The results of this 
study were four alternative scenarios including “climbing to the peak,” 
“exhausting climbing,” “edge of the abyss” and “bottom of the valley.” 
Based on the opinions of the experts, it seems that the “climbing to the 
top” scenario is more likely to occur. In these scenarios, drivers have 
been considered for the development of scenarios that have different 
development in various scenarios. These drivers including incoherent 
governance, integration in the referral system and primary health care, 
technology, inclusion to the basic health package, creating care centers 
including hospice, clinic, home care, public awareness and health care 
providers’ awareness.

In Iran, as one of the countries of EMR, palliative care is 
inaccessible to most people in need. Overall, EMR has significantly 
fewer palliative care services than the other five WHO regions. No 
country in the region has achieved the integration of palliative care 
into MoH (26). So far, no such study has focused on the development 
of future scenarios of palliative care in the health system of different 
countries. Therefore, it is not possible to compare palliative care 
scenarios in the present study with other future scenarios in other 
countries. Hence, we focused on the drivers or indicators of shaping 
the future of palliative care.

According to the results of the present study, Khanali Majen has 
also mentioned the following directions for the development of 
palliative care in the future of Iran. These directions included; 
establishing a variety of palliative care centers, providing access to 
palliative care for all patients, preparation of standard care services 
package, development of an independent discipline, providing 
palliative care courses as part of the curriculum, and establishing 
international links for education and research (27). Also WHO 
introduced palliative care development indicators for countries in 
2021. Many of these indicators are similar to our extracted drivers. 

These indicators includes specialized palliative care programs for 
adults and children, existence of a national palliative care plan, 
inclusion of palliative care in the list of health services provided at the 
primary care, existence of national coordinating authority for 
palliative care, report and availability of essential medicines and 
opioid, proportion of medical and nursing schools with palliative care 
formal education, palliative care research, existence of groups 
dedicated to promote the rights of patients, their caregivers, and 
disease survivors, existence of national policy for advance care 
planning (28).

Guideline recommendations for moving 
the PC toward better future

The first pillar of future of PC is coherent policy and governance. 
WHO has mentioned coherent policy making as one of the key pillars 
of PC development (28, 29). Having national policies leads to 
increased access to PC services, and successful and leading countries 
in PC services have a comprehensive and targeted policy framework, 
and PC is integrated into their health system (30). However, PC policy 
is done in different ways in various countries. In some countries, PC 
is a stand-alone program or a part of national health programs, and in 
others, it is a component of the cancer control program (31). In Iran, 
PC policy making is one of the serious challenges and several studies 
have addressed this issue (32). Therefore, it seems that coherent 
governance will be  one of the essential pillars of the future 
scenarios of PC.

Providing integrated services at different levels of the health 
system is another indicator of the future of PC. WHO has also 
acknowledged the integration of PC at different levels of service 
delivery in several reports (28, 29) and specifically the integration in 
PHC (33). The four countries of New Zealand, Canada, Australia, and 
England have different structures for providing services in a leveled 
manner in general services and specialized services (34). Ignoring the 
leveling and referral system causes abandonment of treatment, 
confusion of patients, unnecessary referrals and waste of resources 
(32). In Australia, PC services are provided in two ways: public and 

TABLE 3 Summary of scenarios at glance.

Scenario Bottom of the 
valley

Edge of the 
abyss

Exhausting 
climb

Climbing to the 
peak

Drivers

Changing the thought patterns of decision-makers Unchanged A little changed Somewhat changed Excellent

Coherent policy making Weak A little Good Excellent

Sanctions Not resolved at all Not resolved at all Somewhat resolved Resolved

Inclusion of PC in the basic package of health services Not at all Not at all Not at all Completely

Integration into the health system Undesirable A little A little Desirable

Outpatient services and long-term care Weak A little Somewhat Excellent

Inpatient departments and hospice Not at all A little Somewhat A lot

Telehealth and health information technology Not at all A little Somewhat A lot

Home care services Weak A little Medium Desirable

Knowledge and attitude of community Weak A little Good Desirable

Health literacy and public health knowledge Weak A little Medium Desirable

People’s expectations Weak A little Somewhat Completely
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private, where public services are available everywhere and specialized 
services are divided into three levels based on the population of the 
regions (35). PC in Italy is in the form of a regular care network that 
reduces admission to the emergency room and length of hospital stay 
and increases satisfaction (36). Also, several studies in the world have 
supported the integration of PC in PHC and several benefits have been 
reported. Alshammary et al.’s study pointed to improved access to 
primary PC, improved symptom control, adaptation to cancer 
treatment, improved quality of life, and overall satisfaction (37). 
Bakitas et al. have also mentioned improving the quality of life of 
patients and caregivers in advanced cancer care (38). In Iran, based on 
the model proposed by Heydari et  al. (39), incurable patients are 
identified and health care is provided reversely from specialized 
centers to patients’ homes. Also, the analysis of Iran’s upstream 
documents has explained the “requirements of integrating PC into 
primary health care” including the principles and bases, legislation 
and policy making, the establishment of the PC system and civil 
support. Therefore, it is recommended that the principles and 
foundations of this care be explained in the country and then the 
necessary infrastructure for this integration be  provided with the 
cooperation of government organizations, NGOs and charities with 
appropriate policies.

In order to include palliative services in UHC and providing 
insurance services, insurance organizations face many challenges, 
including economic challenges due to the multitude of insurance 
organizations, the overlap of the insured, and the lack of use of 
economic evaluations to cover service (40). The existence of home care 
and end-of-life care service packages in Canada and England has 
provided easy access to services at no cost. A service package is 
developed with the aim of increasing people’s access to health services 
and financial support for people (41). Policymakers and insurers 
should identify cost-effective services and provide adequate access to 
national packages. Obviously, without a clear definition of the tariff, it 
is not possible to provide these services.

One of the most important places of death is PC centers. These 
care centers provide translational services as a link between home 
and hospital. The most important desert centers include hospice, 
nursing homes, long term care facilities (LTCFs), consult clinics. 
In the last 10 years, European countries have greatly increased the 
number of care home centers in order to access health services 
(42). In recent years, there have been significant changes in the PC 
system in the form of a change in the place of care from hospital 
to home. Home care is one of the most desirable models of 
providing PC (43). Home-based PC has very beneficial effects on 
the physical, spiritual, psychological, social and economic aspects 
of patients and reduces the costs of the health system, shortens the 
length of hospitalization, reduces complications, continues care 
and prevents re-hospitalization of patients (44, 45). Also, the 
WHO has introduced home-based PC as one of the main elements 
of health systems in 2014 (46). Considering the increase in the 
older people and the carelessness of these people and the lack of 
need for acute hospital care, the necessity of such centers in Iran 
is serious.

The next indicator is telepalliative care and telemedicine. By 
using remote PC, services are extended equitably to the deprived 
and remote areas. According to Jabari et  al.’s study, PC is not 
provided in rural and remote areas; but it can be facilitated by 

using Family physician plan and with the help of computer 
systems (47). The Pinto study reported similar benefits for 
telehealth in PC as other health studies (48). Therefore, the 
implementation of telehealth appears to be a promising approach 
to address some of the challenges in providing and distributing PC 
(49). By providing health services to hospitalized people at home 
who cannot move, medical services can be transferred from the 
hospital or clinic to the home using communication technology 
(50). Therefore, the application of telemedicine is a better way to 
provide equitable PC.

Community acceptance of PC includes community and PC 
provider awareness and the role of media. Several studies have 
identified the lack of awareness and knowledge as a major barrier to 
the expansion of PC (51, 52). People in society still deny death. Talking 
about death and dying is still considered taboo (53, 54). This 
misconception of patients and their families about the concept of PC 
has been reported as a serious obstacle for public education (55). In 
line with the present study, McIlfatrick et al. have mentioned that it is 
essential to modify people’s attitudes toward PC in order to achieve 
care goals and greater community participation in PC and end of life 
(55). However, Cox et al. have noted that public attitudes regarding 
PC and end-of-life care are complex and ambiguous (56). Therefore, 
it is possible to change the society’s attitude with authentic educations 
that are appropriate to social trends, use of advertising posters, free 
discussions at the community level by health service providers in 
order to raise the awareness of the society.

In the current study, the media is an important indicator of the 
future of PC. From the point of view of medical sociology, how to 
examine health-related issues in the media is important (57). Media 
in the construction of identity and experience in the field of health 
is examined by medical sociologists (58). Van den Berg et al.’s study 
mentions that the influence of these media should not 
be underestimated when building the social image of PC (59). On 
the other hand, numerous studies have mentioned that modifying 
public perceptions of PC is the basis of improving knowledge and 
access to services, empowering people, and community participation 
in PC and end-of-life care. Efforts to improve public awareness of 
PC are possible by considering cultural, demographic (56, 60–62), 
ethnographic (63) and social structure characteristics, including 
dependency (61, 64).

In a systematic study, Li et al. (65) and Parajuli et al. (66) showed 
that nurses’ mastery of PC knowledge is not enough. Khanali-Mojen 
et  al. also showed that Iranian doctors and nurses have average 
knowledge and attitude toward PC (67). Therefore, it seems that the 
knowledge of PC providers in Iran, like in other countries, can be one 
of the serious challenges for the development of PC in the future.

Conclusion

Scenario planning provides various conditions of the future 
situation to the stakeholders. Using the scenarios depicted in the 
present study, the future needs of Iran’s PC will be explained and made 
available to managers, policy makers and beneficiaries of PC. In order 
to reach the optimal state, it is necessary to develop the quality and 
quantity of PC by establishing a clear responsibility, developing 
supporting laws, pricing and including the basic health package, 
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insurance coverage of services, integration in the three levels of health 
services using modern and developing technologies. Care centers 
should be done by increasing the awareness of society (policy makers, 
providers and people).

Limitation

Due to the multi-method nature of the study, first a qualitative 
study was conducted with experts. The qualitative study had 
limitations such as difficult access to policy makers. Also, developing 
scenarios had challenges. First, the experts were not familiar with the 
process of developing the scenario. For this challenge, we first held a 
workshop for them and taught them the process of scenario developing.

Future studies

After developing the future scenarios of PC, it is suggested 
that each of the desirable future indicators of PC include 
governance, integration in the referral system and PHC, 
technology, closed inclusion of the basic health package, care 
centers including hospice, clinic, home care, public awareness, 
health literacy and public health should be studied separately. 
Also operational and specific plans to achieve each indicator 
should be developed.
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