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Palliative care (PC) focuses on the body, mind, and spirit and can also provide pain and symptom relief, clarifying and focusing the provision of care on the patient's desires and goals, and helping them understand their disease and its treatment plans. Although PC is widely recognized for its applicability near the end of life or during terminal illness, it is also applicable and beneficial for patients with diseases in their earlier stages. Near the end of life, palliative care often focuses on providing continual symptom management and supportive care. Although palliative care has been noted to improve some life expectancy, its primary aim is to improve quality of life via focusing on the comfort of the patient, maintaining dignity, reducing intensive care utilization, and avoidance of expensive hospitalizations. One major challenge to quality of life for patients in PC is the physical and functional decline that occurs with disease progression. These issues can be addressed by specialized PC physiotherapy. Uniform provision of high-quality PC services (and physiotherapy in palliative care) faces substantial challenges in resource-challenged settings, including low- and middle-income countries. When properly integrated into PC teams and adequately supported, physiotherapy within PC can address common symptoms (pain, breathlessness, weakness) and assist patients to remain in an adapted home setting to optimize their quality of life, safety, and dignity.
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Introduction

The role of palliative care (PC) is rapidly growing among patients with life-threatening illnesses to alleviate their symptom burden and improve quality of life (QoL). Palliative care is a multidisciplinary, holistic healthcare approach that helps patients and their families who are dealing with issues related to life-threatening or life-limiting illnesses be able to live better lives (1). This care approach aims to reduce suffering through the early detection, accurate diagnosis, and proactive treatment of pain and other issues, whether they be psychological, spiritual, or physical (1). The global challenges of an ageing population and chronic diseases are increasing the demand for high-quality palliative care.

The quality of life of patients and their families facing life-threatening and chronic illnesses should be a primary consideration during the management of their advancing medical conditions. Although palliative care services are often considered to follow the approach of hospice or end-of-life care, PC includes patients who do not necessarily have a terminal illness and/or a life-threatening illness, as well as those who continue to pursue curative treatment (2–5). End of life is defined as the period when a person’s advanced illness increases the likely result of death within the short term, leaving them without possibility of recovery (6). Although there is rarely a formal rule for eligibility for palliative care, an anticipated remaining life expectancy of 4–6 months or less is a common timeframe to engage with palliative care practitioners (7). In addition, palliative care practitioners focus on clarifying and aiming care towards the patient's life wishes and care goals while also helping them to understand treatment plans within the context of the reality of their medical situation.

A team-based approach is used in palliative care to help both patients and caregivers. It provides a network of support and leverages the various unique skills of the team members to enable patients to lead as full lives as possible until their death. Palliative care encompasses a variety of services provided to patients and their families by a range of experts, all of whom have equally vital roles and responsibilities. These professions include physiotherapists, doctors, nurses, support workers, paramedics, pharmacists, and volunteers. As palliative care is most effective in a team-based approach, Belgacem et al. (8) proposed that palliative care can be envisioned as a triangular relationship of equal participation between patients, informal caregivers, and healthcare providers to enhance the QoL of patients and caregivers as well as minimizing caregiver burden.

A critical barrier to coordinating and providing end-of-life care is inadequate communication; early discussion of prognosis and end-of-life care options helps facilitate earlier entry into hospice and palliative programs (9). Although challenging, one of the important tasks of the palliative care team is to provide thorough education on the disease trajectory and clarifying the anticipated risks and benefits of treatments. A common misconception held by patients and families is that enrolment in palliative care services hastens a person's death; however, evidence demonstrates that this is not the case and in fact may increase the lifespan as well as improving the quality of remaining life (10, 11). These gains in QoL are associated with focusing on patient comfort, maintaining dignity, preserving functional capacity, reducing intensive care unit stays, and avoidance of expensive and uncomfortable hospitalizations.

The model of care used to deliver the palliative care services can affect the quality of the care received by the patient. A qualitative study by Sagha Zadeh et al. (12) identified six key domains that organizations and practitioners should focus on to optimize quality of life in palliative care: (1) an organization's philosophy and mission; (2) organizational policies; (3) caregivers’ behaviours and practices; (4) symptom management; (5) facility design, operation, and management; and (6) patient, family member, and caregiver experience. Although comprehensive, direct contact (e.g., providing the service directly vs. directing another healthcare provider to deliver the services) PC services provided 9 months before death demonstrated improved caregiver satisfaction and odds of having a home death (as opposed to dying in a nursing facility), earlier PC services (initiated up to 24 months before death) also improved patient QoL, symptom management, and patient satisfaction (6). A key component of comprehensive PC services is education on the role and delivery of end-of-life care; when healthcare providers, patients, and informal caregivers are educated on PC, there is an improvement in patient symptom control and caregiver QoL (13).

High-quality PC is often complex and resource-intensive and the interdisciplinary care, compassion, and empathy required may be challenging to consistently and uniformly provide in health systems, organizations, or nations with limited resources. This may be especially impactful in nations with developing economies, where access to and delivery of high-quality PC may be restricted by limited funding, availability of qualified providers, and restrictive regulatory policies. These barriers may be further exacerbated for services that may not be commonly considered to be directly associated with disease management, such as physiotherapy for physical disability and progressive limitations to activities of daily living (ADLs) with chronic or advancing diseases. Uncontrolled symptoms and progressive disability are typical in all life-limiting conditions, especially in the months preceding death (14). Functional decline is one of the most distressing symptoms that patients with life-threatening or chronic diseases will experience (15). The purpose of this article is to provide perspectives on barriers and methods to providing access to physiotherapy for patients receiving palliative care in nations with developing economies.



The role of physiotherapy within palliative care

The physical aspects of progressive illness frequently manifest as physical discomfort or pain; mobility and gait instability; coordination and balance challenges; muscle strength and flexibility deficits; limited physical activity tolerance; and easy fatigability. In light of these physical changes and subsequent impairments to ADLs in a previously active individual, physiotherapy can provide key support for patients in palliative care and their families (1). The holistic approach of physiotherapy can address common symptoms such as pain, fatigue, and dyspnoea, and thereby may improve functional capacity to retain/regain independence and dignity. Furthermore, palliative physiotherapy can assist patients in managing symptoms such as coughing and breathlessness. The restoration of movement and function may also assist in reducing the risk of injury/illness, promoting physical activity, and avoiding possible disease complications (16–18). However, in situations when function cannot be enhanced or restored, physiotherapy can help preserve function, teach adaptability, and help prevent potential adverse effects of illness or treatment.



The value of palliative care physiotherapy

Patients enrolled in palliative care are assisted by physiotherapist interventions by learning self-care techniques and how to engage in meaningful activities through comprehensive evaluation and patient-centred treatment planning. Physiotherapists are skilled in functional assessment, communication, and movement analysis. They can help maintain or improve function when medical deterioration is inevitable and can help mitigate the shift towards functional decline (14). Aspects of physiotherapy such as symptom management, communication, care coordination, as well as counselling and education can be provided depending on the unique needs of each patient. Physiotherapy within PC can be utilized to provide functional rehabilitation, exercise prescription, and manual handling, as well as non-pharmacological pain and symptom management (15). Functional rehabilitation can be utilized to preserve or enhance physical independence, reduce dependence on caregivers, and promote physical activity and exercise by addressing gait, balance, transfers, and positioning. Non-pharmacological symptom management include interventions for pain, fatigue, lymphedema, and breathlessness. Exercise prescription includes individualized regimens designed to increase or preserve muscle mass and range of motion to translate into functional performance and controlling symptoms. Finally, assessment of manual handling aims at teaching caregivers and other medical professionals safe methods to assist with mobility tasks, ADL performance, and safe, comfortable positioning.



Physiotherapy interventions within palliative care

The achievement of the best possible QoL for both the patient and their families is a primary focus of palliative care physiotherapy (19). Evidence demonstrates that palliative physical therapy can improve the function, independence, comfort, mood, and QoL of patients (20). In addition to the physical benefits, physiotherapists can help patients optimize and preserve their dignity despite fluctuations or deterioration in their condition; this is done through direct therapeutic interventions as well as providing communication, education, and collaboration among caregivers and the interdisciplinary team. Although most commonly delivered directly by physiotherapists, the physiotherapist may engage other team members or institutional and community-based partners as an extension of palliative care physiotherapy, which may be especially relevant in resource-challenged settings. There is increasing support for rehabilitation within palliative care; the World Health Organization (WHO) European Region has published a policy framework for integrating rehabilitation into palliative care services (21). This landmark document is a clear statement of the benefits and role of rehabilitation professionals within palliative care and could be utilized by low- and middle-income countries (LMICs) to facilitate/influence policy on integrating rehabilitation into their national palliative care program.


Physical mobility, exercise, and fatigue management in chronic illnesses

Physiotherapists can provide their commonly accepted rehabilitative procedures including improving physical mobility (improving ambulation, aerobic capacity, and functional retraining), strengthening, range of motion, as well as balance and coordination. The process of functional retraining, endurance training, and participation in ADLs and physical activities may result in some temporary fatigue but is generally associated with improved QoL. Physiotherapists provide energy conservation and activity pacing guidance to facilitate patient participation in ADLs and compliance with prescribed disease treatment protocols. The skilled and strategic support of patient participation into daily activities can improve mood and self-efficacy as well as providing cardiopulmonary, cognitive, and musculoskeletal benefits. Physiotherapists can provide supportive care and preventative interventions to reduce the negative effects of immobility such as range of motion, positioning, and airway clearance techniques, which can affect multiple body systems including the musculoskeletal and cardiovascular system as well as mood and cognition.

Aerobic exercises essentially help recondition and improve physical fitness and are also relevant in the management of lymphedema. There is a robust and growing body of evidence for the safety and efficacy of exercise on aerobic capacity and muscular strength during and after completion of cancer treatment (22). In addition, progressive resistive and aerobic exercises have been found useful in contribution to overall health outcomes in HIV/AIDS. Exercise has been found to address the unwanted weight gains and improved the cardiovascular health in people living with HIV/AIDS (23, 24). The management of fatigue, a common symptom reported by patients in palliative care, is a point of focus by physiotherapists and is frequently treated by exercise and physical activity (25). Physical activity/exercise has demonstrated positive influence on functional independence, pain, and overall QoL (26). Muscle relaxation techniques can be initiated to enhance motor performance but may also improve sleep hygiene, both of which can improve fatigue.



Respiratory physiotherapy

As dyspnoea and shortness of breath are common symptoms of end-stage disease [e.g., lung cancer, cardiovascular disease, chronic obstructive pulmonary disorder (COPD)], physiotherapist interventions for this in palliative care include but are not limited to chest physiotherapy, autogenic drainage, education on breathing techniques, and pulmonary rehabilitation, commonly known as respiratory physiotherapy (27). To clear the airways and drain the lungs, chest physiotherapy may use deep breathing, percussion, vibration, postural drainage, huffing, or coughing. Autogenic drainage is a very controlled technique of breathing that uses various breath-exhalation depths and rates to transport mucus up the airways, causing a cough that may be voluntary or involuntary (28). Although it may be used independently by the patient, it does require practice, focus, and effort. The patient can also be taught Active Cycle of Breathing Techniques (ACBT), an active breathing method, to increase ventilation, mobilize secretions in the lungs, and eliminate excess pulmonary secretions. It consists of breathing control, deep breathing exercise (thoracic expansion exercises), and huffing or forced expiratory techniques. When taught properly, these techniques for respiratory physiotherapy are simple to learn, do not require any special equipment, and allow the patient to practice on their own without supervision. Because of this, the methods are inexpensive, particularly in areas with limited resources such as LMICs. These respiratory physiotherapy techniques can improve airway clearance, reduce breathlessness, and preserve and improve a variety of lung functions to optimize pulmonary gas exchange for optimal cellular function, including neurologic and muscular activities, all of which can improve health outcomes (29, 30). Pulmonary rehabilitation has been shown to be effective in improving lung function. Even in cases of chronic respiratory failure, such as advanced COPD, improvements have been reported (31). Pulmonary rehabilitation is considered to be standard of care for those with at least moderately severe COPD (32). The goal of pulmonary rehabilitation is for the patient to become more physically active, maintain independence longer, improve physical endurance, reduce dyspnoea, and improve patient involvement in disease treatment adherence (33). Patients with COPD who were undergoing pulmonary rehabilitation did not show any significant worsening in exercise tolerance, dyspnoea, and health-related quality of life (HRQOL) over a period of 7 years (34).



Symptom and pain management

An important component of physiotherapy is reducing pain through direct interventions, coping strategies, and pain education. Biophysical agents (colloquially known as modalities) such as transcutaneous electrical nerve stimulation (TENS), cryotherapy, and superficial and deep heat treatments may be beneficial to reduce or control pain. As there is some concern related to electrical and thermal agents’ effects on diseases (i.e., spread of cancer from vasodilation), collaboration with the interdisciplinary team prior to application of these agents is imperative. Physiotherapists can provide education on avoiding symptoms triggers including proper positioning for comfort and ease with engagement of ADLs. In addition, this can increase restful sleep, which can result in improved mood and cognition and reduce the need for sedatives or opiate pain medications. Finally, stretching and joint mobilization techniques can ease joint immobility, prevent/relieve contractures, and improve the patient's ability to use extremities for ADLs and participation in recreational activities.

As lymphedema can be a debilitating and distressing symptom that may develop at any stage of the disease progression or at any point in the continuum of care, proactive expert management is warranted to reduce discomfort, allow for optimal participation in ADLs, and improve overall QoL. Proper assessment and management can commence once venous thrombosis and extensive nodal disease are ruled out or properly managed. Periodic screening, self-monitoring, and patient education are crucial for achieving early identification and improved management of lymphedema and should be included in the physiotherapist's long-term plan of care. Complete decongestive therapy (CDT) is standard of care and includes manual lymphatic drainage; compression bandaging or application of multi-level lymphedema systematic pressure bandaging; exercise; as well as skin hygiene and nail care.




Palliative care physiotherapy in resource-challenged settings


Resource-challenged settings

Palliative care services are beneficial for those who have life-threatening illnesses; however, providing PC services to this population is hampered by a number of issues in resource-challenged or -limited settings (35, 36). Non-communicable disease burden is rising sharply in LMICs. There is a large discrepancy between the availability and demand for PC in these resource-challenged nations (37). LMICs, according to the World Bank, are nations with gross national incomes between $1,136 and $4,465 (38). Approximately two-thirds of newly diagnosed cancer cases will occur in LMICs by 2035 (40). The healthcare systems of LMICs will be severely strained by this trend, as most of these nations have limited organizational and financial capacities to handle this increasing burden. In nations with limited resources, treating such diseases creates a significant demand on health services, driving up direct and indirect healthcare expenses.



Palliative care and physiotherapy in resource-challenged settings

There are over 40 million individuals globally who require PC; 80% of these individuals reside in LMICs, and only 12% of them receive PC (41). The majority of individuals who receive PC reside in high-income nations (42). The barriers to providing PC in general are especially impactful in resource-challenged settings such as LMICs. These barriers include limited availability of pain medications (e.g., morphine and other opioids) and other palliative treatments, resource limitations to develop a dedicated hospital palliative program/facility, restrictive or antiquated guidelines and regulations for a palliative service, and lower prioritization and perceived value of palliative care services (36, 37, 43–45). The burden of chronic diseases differs when considering LMICs vs. high-income nations, with increased incidence of HIV/AIDS, ischaemic heart disease, COPD, and tuberculosis in LMICs (46). As physiotherapy is not fully or consistently integrated into PC services, these barriers also affect the practice of palliative care physiotherapy resulting in care that is not efficient, economical, accessible, and equitable.

Some of these challenges facing PC provision and physiotherapy care within PC are as follows:


Personal barriers

The knowledge, attitudes, beliefs, skills, culture of patients and families, the general public, and healthcare professionals (HCPs) are the main focus of personal barriers. The most common issue influencing the provision of PC for patients is the limited knowledge of HCPs, families, and the general public of the role and impact of PC and its advantages for patients and healthcare systems (43, 47). Another issue is the inappropriate differentiation between PC and hospice/end-of-life care (47, 48).

Physiotherapists in resource-challenged settings such as LMICs often have limited knowledge of PC and inadequate training in their role on the PC team (49–52). According to Morrow et al. (50), physiotherapists manage patients in need of PC based more on their beliefs (including self-developed morals and values) than on knowledge. This might be the result of insufficient undergraduate and graduate training in PC physiotherapy (50, 52). Ihegihu et al. (53) observed that clinical physiotherapy students had poor knowledge of palliative care. Therefore, incorporating palliative care knowledge into entry-level educational programs appropriately may improve and maximize each student's comfort and skill with providing care to patients in PC (50), thereby increasing the workforce available to deliver PC physiotherapy.



Organizational barriers

Organizational processes, organizational culture, and inadequate or flawed infrastructure are examples of organizational impediments. The availability of PC in LMICs is hampered by organizational problems (44, 54). A lack of physical infrastructure (e.g., buildings, furniture, beds, and chairs) was cited as one of the main barriers to the provision of PC (44, 54). The delivery of satisfactory physiotherapy in palliative care may be hindered by profession-specific inadequate infrastructure, including insufficient space for physiotherapy clinical spaces (e.g., gyms) and therapy equipment.

There is a significant infrastructure shortage in community settings/rural areas where primary healthcare centres are located. The country's geography or residing in rural or isolated areas may make it more difficult to access PC services (47, 49). This makes it challenging for patients in need of palliative care who live in rural communities to get physiotherapy treatments when they need them, especially considering the advancing functional limitations these patients develop. Furthermore, in many developing nations there are few or no physiotherapists at the primary healthcare level due to the shortage of qualified physiotherapists (55).



Healthcare system barriers

Healthcare system barriers include problems with education, workforce development, service delivery, and organization-to-organization access. The biggest obstacle to the availability of PC has reportedly been identified as a lack of qualified or undertrained PC providers (56, 57). One aspect of this is the scarcity of physiotherapists (55), particularly those with training in palliative care (50, 58). HCPs lack of professional training programs, and basic staff training, is one of the gaps in the system. Odetunde et al. (52) found that just 19.2% of HCPs had received PC training, primarily in the form of lectures and short courses. Eke et al. (58) also reported in their study that as low as 10% of physiotherapists had previous training on PC, while Morrow et al. (50) reported that only 21% of physiotherapists had training in PC. Without proper training of physiotherapists in PC, it may be difficult to galvanize enough staff in this area of practice. Adequate training would create more awareness and understanding while stimulating the interest of physiotherapists in PC. Proper training would also provide physiotherapists with the required skill sets in the necessary competency areas to practice PC physiotherapy. This increased knowledge may indirectly influence the physiotherapists to consider practicing in PC physiotherapy, thereby positively affecting the PC physiotherapy workforce.



Policy and funding barriers

The foremost barrier to providing PC is considered to be the lack or shortage of funding (54). Research has also revealed that the absence of a comprehensive national PC plan (43, 54), inadequate or restrictive legislation and policy, a fragmented or weak healthcare system (43, 44), and lack of government support all have a negative impact on provision of PC to patients with cancer. In LMICs, there is often limited or insufficient health insurance coverage, thereby requiring that the impoverished people in these resource-constrained nations pay for healthcare services out of pocket, which may not be feasible or realistic. In LMICs, the average coverage for health insurance is 31.1%, with significant differences observed between national income categories (59). In lower middle-income nations, the average coverage of health insurance is 27.3%, but in low-income countries, it is 7.9% (59). Without sufficient payment means or insurance coverage for physiotherapy, patients requiring PC physiotherapy may find it difficult to get the required services. As many patients in LMICs are already impoverished, the resulting out-of-pocket spending for healthcare drives them further down the poverty line or forces them to not receive these vital services.





The future of palliative care physiotherapy

The role of PC physiotherapy in optimizing functional independence and improving quality of life in PC patients cannot be underestimated. Nonetheless, PC physiotherapy is currently underutilized in LMICs and other settings with limited resources. Efforts to improve uniform access to high-quality PC physiotherapy should prioritize developing strategies to overcoming the barriers and facilitating the preparation of physiotherapists and their integration into PC teams.

Palliative care physiotherapy should be incorporated into entry-level and postgraduate physiotherapy curricula to close the knowledge gap and address the personal barriers associated with providing this type of care. For the purpose of raising awareness and altering attitudes about PC physiotherapy, it is imperative that physiotherapists, the general public, and patients receive adequate and ongoing education. Adequate training for HCPs has been proposed as a method to improve the PC workforce and enhance the quality of care (54). Therefore, additional training for all physiotherapists in PC care could increase the workforce while improving the quality of service. Creating a dedicated/specialized career pathway for PC physiotherapists is crucial. This will attract and empower young physiotherapists to realize that PC physiotherapy is a promising, fulfilling, and secure career path.

For the organizational facilitators, planned improvements to the physical buildings of healthcare facilities can play an important role in the provision of physiotherapy services in palliative care settings. Consequently, it is suggested that policymakers work with regional, national, and global organizations to get funds for enhancing the delivery of healthcare, and these plans should include physiotherapy as indicated by the WHO European Region document Policy Brief on Integrating Rehabilitation into Palliative Care Services (21). LMICs should also develop a strategy for innovative health financing with a focus on their local peculiarities. Increased participation of physiotherapists in palliative care teams and settings will be made possible by including physiotherapy as a major stakeholder in national PC policy. Adopting a multidisciplinary approach to PC care, with the physiotherapist being a key member, will not only improve patient outcomes and QoL but decrease the burden on healthcare costs in the long term by reducing adverse events through early PT intervention in PC, patient and family education, and self-care. Palliative care physiotherapy services can be covered by health insurance, and this can be accomplished by advocacy, engaging stakeholders, and negotiating for coverage. Improving and expanding PC physiotherapy research may be a useful tool for facilitating policy.

Finally, due to difficulties with transportation or low incomes, the majority of PC services in resource-challenged settings/LMICs are received in the home. One way to increase access to PC for patients living in remote locations might be to include PC within primary healthcare services (60), including PC physiotherapy. This would make it easier for patients and their families who reside in rural locations to obtain comprehensive treatment without being burdened by excessive personal costs (61). This has the added advantage of reducing the risk of needing costly institutionalizations or hospitalizations due to inadequate care being received at home.



Conclusion

This paper discussed the challenges and potential facilitators for PC physiotherapy services in resource-challenged settings or LMICs. Clearly identifying the challenges at every stage might facilitate the availability of PC physiotherapy in these jurisdictions and serve as a framework for creating a model for PC physiotherapy service delivery. However, as the chronic disease population is different in LMICs than that of high-income countries, adaptations may need to be made when adopting policies or clinical guidelines originating in high-income countries. Palliative care physiotherapy is becoming increasingly adopted for treating patients globally; however, it is still not widely used in resource-challenged settings or LMICs. Developing strategies to enhance and integrate PC physiotherapy into healthcare systems in resource-constrained/low-income countries is made feasible by this examination of barriers and potential facilitators.



Call to action

We recommend the establishment of comprehensive PC centres (inclusive of physiotherapist services), especially at the community level; this will improve accessibility to service. Developing countries should invest in bridging the identified barriers by educating patients, informal caregivers, and healthcare providers on the core values of palliative care, its care philosophy and operations, as well as the promising fiscal and healthcare quality benefits. Physiotherapists will encounter patients with fluctuating or declining function, and therefore should make home and environmental modifications a necessary component of their care, including considerations for easy fatigability and energy conservation. Due to the high incidence of dyspnoea and breathlessness near the end of life, it is likely that pulmonary rehabilitation techniques are underutilized by PC physiotherapists in the care of COPD. Physiotherapists play an important and unique role within the multidisciplinary palliative care teams; their treatment interventions can enhance quality of life in chronic conditions and at the end of life. Developing countries need to provide increased financial and logistical support for training and inclusion of physiotherapy within PC, including adequately equipping and training physiotherapists in key areas of palliative care practice, and facilitate physiotherapists’ contributions to improving the quality of life for all patients facing life-threatening or advanced chronic illnesses.
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