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Abstract E T

Objective: This study aimed to determine the opinions of physicians treating elderly patients in palliative care units in government and private
health institutions about the problems experienced and the solution proposals for these problems.

Materials and Methods: From qualitative research designs, a single case design was adopted. The study group consisted of 16 physicians determined
using the maximum variation, convenience, and criterion sampling methods from purposive sampling methods. The data obtained using the
“personal information form" and the “interview form", were analyzed using descriptive and content analysis methods.

Results: In the palliative care process, problems related to chronic diseases were most common in elderly patients, followed by problems related
to neuropsychiatry and pain, respectively. While routine treatment proposals came to the fore in solving problems arising from chronic diseases,
medication and related specialist support were emphasized to solve problems caused by pain, oncology, and the gastrointestinal system.

Conclusion: Because elderly patients in the palliative care process experience multiple problems, it is recommended that physicians adopt an
individualized approach, including a comprehensive evaluation with an interdisciplinary team, to solve these problems.
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and their family (caregiver) in the terminal period of any life-
threatening illness, focusing on reducing the problems and
increasing the quality of life (5).

Introduction

Today, with the increase in the average age worldwide, the care
of the elderly has become more important. Because individuals

have the right to spend their last days in quality and peace,
palliative care is considered among the most important human
rights today (1).

The Latin word “palliate (palliare)" means protective or inclusive.
"Palliative” means "mitigating, soothing, or temporary remedy"
in English (2). Palliative care is a medical concept that does
not have a single generally accepted definition (3). It has
been defined differently in different sources and its definition
has changed over time (4). According to the widely accepted
definition, palliative care is an approach in which appropriate
medical treatment methods are offered simultaneously to
meet the physical, psychosocial, and spiritual needs of patients

Consistent with the criteria determined by the World Health
Organization, each country has created a plan and strategy
regarding the palliative care process according to the country's
health system, culture, beliefs, and needs. In Turkey, the first
palliative care practices began in the 1990s (6). In 2010, the
Ministry of Health developed a palliative care organization
model, and as of the beginning of 2010, 10 palliative care centers,
most of which are located within university hospitals, have been
established. According to the latest data, palliative care services
are provided with 5,302 beds in 396 health institutions under
the Ministry of Health in Turkey (7). In addition, this service is
provided in care centers affiliated with the Ministry of Family
and Social Services.
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At the institutional level, the palliative care process begins
with diagnosis and covers holistic and humanistic care, and
functional and emotional care and support. Palliative care, a
multidisciplinary healthcare service, requires team effort. The
palliative care team, whose aim is to increase the quality of
life rather than life expectancy (8), includes physicians (family
physicians, anesthesiologists, algologists, oncologists, surgeons),
nurses, pharmacologists, dietitians, psychologists, social service
specialists, and grief counselors (9). The most important group in
the team-providing palliative care services are physicians with
the responsibility for diagnosis, treatment, and organization (6).

Thisstudy aimed to determine the opinions of physicians treating
elderly patients in palliative care units in government and
private health institutions regarding the problems experienced
in the palliative care process and the solution proposals for these
problems, and whether there are differences and similarities
between the opinions of physicians in the two groups.

Materials and Methods

This study has a qualitative approach in which a single case
study design from qualitative research designs was adopted. The
study was conducted between January 2023 and March 2023.

Participants

One government institution and two private institutions with
palliative care centers were included in the study. The study
group consisted of 16 physicians who were determined using
maximum diversity, easy accessibility, and criterion sampling
methods from purposive sampling methods. Eight physicians
were working in government institutions and eight were in
private institutions. The number of beds in the palliative care
service in the government institution was 18, whereas the total
number of beds in the two private palliative care centers was 74.
The number of patients hospitalized in palliative care services
per month is 30 in government institutions and 10 in private
institutions. The inclusion criteria were working in palliative care
centers/services of government and private health institutions
in the city where the study was conducted and volunteering
to participate in the study. The exclusion criteria were being
employed in the relevant centers but not volunteering to
participate in the study.

Data Collection and Analysis

The data were obtained using the "personal information form”
and "interview form" developed by the researchers. Personal
information forms were used to determine the characteristics
of the participants, whereas the interview form was used to
investigate the opinions of the participants about the problems
experienced in the palliative care process and the solution
proposals for these problems. The preparation of data collection
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tools followed the stages of preparing possible questions
according to the conceptual framework, presenting the forms
to expert opinions, making the necessary corrections according
to expert opinions, conducting the pilot testing, and giving the
final shape to the forms.

The study was approved by the Medical Research Ethics
Committee of Ege University (approval number: E-99166796-
050.06.04-994509, date: 17.11.2022) and was conducted in
accordance with the principles of the Declaration of Helsinki.
Necessary permissions were obtained from the health directorate
and private care centers of the city where the research was
conducted. Before the interview, the interviewee was informed
about the purpose of the study, the informed consent form
was read, and written consent was obtained. In addition, the
interviews were tape-recorded by taking verbal consent.

Statistics

Descriptive analysis and content analysis methods were used.
Analysis of data included coding the data into the conceptual
framework, presenting the data, and interpreting the data. The
findings were grouped under six themes: pain, gastrointestinal
system, nutrition, oncological diseases, chronic diseases, and
neuropsychiatry. Tables with codes and frequency (frequency of
physicians' opinions in government institutions/frequency of
physicians’ opinions in private institutions) values for the problems
and solutions within the scope of each theme were created. For
example, the value (4/5) in the table indicates that 4 of the
relevant theme or code reflects the opinion of physicians working
in government institutions, whereas 5 reflects the opinion of
physicians working in private institutions. To support the findings
with direct quotations, participant statements were included.
During the analysis process, direct quotations were numbered to
represent the institutions and rankings of the physicians GP1,...,
GP8 for physicians working in government institutions [GP1,..., GP8
for physicians working in government institutions (G: Government
institutions, P: Physician) and PP1,..., PP8 for physicians working in
private institutions (P: Private institutions, P: Physician)].

Validity and Reliability

To ensure validity, personal information and interview questions
were prepared in accordance with the main and subcategories
of palliative care. To ensure reliability, the consistency obtained
from analyzing the data at two different times was calculated
as. Eighty nine using the percentage of agreement formulas.
A value of 70% and above indicates the reliability of a study
(10,11).

Results

Eight physicians were working in government institutions, 8
were in private institutions, 7 were female, 9 were male, and 12
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were married. Five participants aged between 24 and 58 years
were specialist physicians and 11 were general practitioners.
The seniority of the participants varied between 6 months and
36 years, and the working period in the palliative care service
ranged from 2 months to 14 years. Only one participant was
permanently working in the palliative care service and only one
stated to receive palliative care training.

Our study findings are tabulated and interpreted below within
the framework of the sub-problems of the research (Table 1-6).

When the problems related to pain and suggestion proposals were
examined, they mostly concentrated on general pain, joint pain,

and bone pain. General pain-related problems were experienced
more in government institutions, and narcotic analgesics
were suggested as a solution. Joint pain problems were mostly
experienced in private institutions, and painkillers were proposed
as a solution (Table 1). Sample expressions are given below:

"Our patients mostly express general pain. Bone and joint pain
are also common conditions. In this case, we preferred painkillers
and narcotic agents. Sometimes we can provide physical therapy,
algology or psychologist support” (GP3).

“We encounter complaints in different parts of the body and
joint and bone pains, which are quite intense. In addition to

Table 1. Problems related to pain in the palliative care process in government and private health institutions and solution proposals

Problem (f)

Proposal (f)

General pain (7/5)

Narcotic analgesics (7/1), painkillers (6/2), physiotherapy (1/5), algologist support (4/1), alternative
medicine (3/2), algorithm based treatment (3/1), exercise (-/2), psychologist support (1/-), neurologist
support (1/-), related expert support (-/1)

Joint pain (6/6)

Painkillers (6/3), physiotherapy (1/5), algologist support (4/-), narcotic analgesic (3/-), exercise (-/3),
massage (-/2), neurologist support (1/-), related expert support (-/1), alternative medicine (-/1),
algorithm based treatment (-/1), hot/cold application (-/1)

Bone pain (6/3)

Pain

Painkillers (6/-), physiotherapy (1/3), algologist support (3/-), narcotic analgesic (3/-), hot/cold
application (-/2), massage (-/2), exercise (-/2) neurologist support (1/-), alternative medicine (-/1),
positioning (-/1), algorithm based treatment (-/1)

Wound pain (2/4)

Painkillers (2/3), narcotic analgesic (-/2), algorithm based treatment (-/1)

Post-surgical pain (-/4)

Algorithm based treatment (-/2), painkillers (-/1), narcotic analgesic (-/1), physical therapy (-/1)

Neuropathic pain (-/2)

Physical therapy (-/2), painkillers (-/1), related expert support (-/1), algorithm based treatment (-/1)

Gastrointestinal pains (-/2)

Painkillers (-/1), narcotic analgesic (-/1), massage (-/1), exercise (-/1)

Vascular pain (-/2)

Painkillers (-/1), narcotic analgesics (-/1)

Positional pain (-/1)

Painkillers (-/1), positioning (-/1), hot/cold application (-/1), massage (-/1)

Regional pain (-/1)

Painkillers (-/1), narcotic analgesics (-/1)

the relevant theme or code

f: Frekans, (....[....): Number of physicians working in government institutions supporting the relevant theme or code/number of physicians working in private institutions supporting

and solution proposals

Problem (f)

Table 2. Problems related to the gastrointestinal system in the palliative care process in overnment and private health institutions

Theme Code

Solution (f)

Constipation (8/7)

Medication (5/4), exercise (2/6), surgical intervention (2/2), laxative agents (2/2), dietitian support
(4/-), massage (1/-), nutritional support product (2/-), follow-up fluid balance (-/1), increasing oral
fluid intake (1/2), consultation (/1)

Diarrhea (2/6)

Dietitian support (1/4), medication (1/3), follow-up fluid balance (-/2), increasing oral fluid intake
(~/2), consultation (-/1), hygiene (-/1)

Gas and bloating (3/4)

Medication (2/3), dietitian support (1/3), exercise (-/1), consultation (-/1)

Indigestion (4/-)

Dietitian support (3/-), exercise (1/-)

Oral/dental problems (-/3)

Gastrointestinal system

Daily oral care (-/3), dentist support (-/2)

Dyspepsia (2/-)

Medication (2/-)

Low oral intake (1/-)

Dietitian support (1/-)

Acid reflux (1/-)

Medication (1/-)

the relevant theme or code

f: Frekans, (..../...): Number of physicians working in government institutions supporting the relevant theme or code/number of physicians working in private institutions supporting
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painkillers, physical therapy, and hot-cold applications, we
perform alternative medicine applications such as mesotherapy
and ozone" (PP2).

The problems related to the gastrointestinal system were
constipation, diarrhea, gas, and bloating. Additionally, the
problems and solutions in government and private health
institutions were similar in terms of constipation, bloating, and
gas, whereas they differed in terms of diarrhea and oral/dental
problems (Table 2). Sample expressions are listed below:

“The most common gastrointestinal problem in bedridden
elderly patients is constipation. Additionally, we encountered

diarrhea, gas, and bloating complaints. In this case, we applied
treatments such as medication, dietitian support, laxative
agents, and increasing oral fluid intake" (GP4).

“The most common condition we encounter is constipation.
Therefore, we recommend dietitian support, drug combinations,
laxative agents, increasing oral fluid intake, and in-bed exercises
(PP4).

The problems related to nutrition and solutions were
concentrated on swallowing difficulties, loss of appetite,
chewing problems, nutritional disorders, and weight loss.
Within the context of nutrition, the problems and intensities

Table 3. Nutritional problems in the palliative care process in government and private health institutions and solution proposals

Code
Solution (f)

Theme
Problem (f)

Swallowing difficulty (6/5)
nurse support (-/1)

PEG (5/3), dietitian support (4/3), nutritional support product (4/1), nasogastric nutrition (1/3), enteral
nutrition (3/-) oral aqueous food (1/1), parenteral nutrition (1/1), nutrition monitoring (1/-), specialist

Loss of appetite (5/4)

Dietitian support (1/3), nutritional support product (1/2), vitamin-mineral supplement (1/-), weight
monitoring (-/1), specialist nurse support (-/1), psychologist support (-/1) )

Chewing difficulty (4/5) nurse support (/1)

PEG (1/2) nutritional support product (1/2), enteral nutrition (1/-), weight monitoring (-/1), specialist

Nutrition

Nutritional disorder (4/4)

Dietitian support (2/2), nutritional support product (1/2), peg (1/1), specialist nurse support (-/1), snack
(~/1), nutrition follow-up (-/1)

Weight loss (3/4)

Nutritional support product (2/1), dietitian support (1/2), vitamin-mineral supplement (1/-),
psychologist support (-/1), snack (-/1), weight monitoring (-/1), specialist nurse support (-/1)

Temporary swallowing function

(-/2)

Dietitian support (-/2) nutritional support product (-/1), internal medicine specialist support (-/1)

Food refusal (/1)

Psychologist support (-/1), snack (-/1)

working in private institutions supporting the relevant theme or code

PEG: Percutaneous endoscopic gastrostomy, f: Frekans, (..../....): Number of physicians working in government institutions supporting the relevant theme or code/number of physicians

solution proposals

Problem (f) Solution (f)

Table 4. Problems related to oncology patients in the palliative care process in government and private health institutions and

Theme Code

General pain (4/9)

Algorithmic pain treatment (1/3), medication (1/1), narcotic analgesic (1/1), consultation (1/-),
psychologist support (-/1), psychiatrist support (-/1), neurologist support (-/1), physiotherapy (-/1)

Chemotherapy-related side

effects (4/3) (~/1), psychiatrist support (-/1)

Medication (1/2), consultation (1/-), specific treatment (1/-), dietitian support (1/-), psychologist support

Nausea (3/3)

Medication (1/2), specific treatment (1/-), dietitian support (1/1), consultation (1/-)

Nutritional disorder (2/2)

Parenteral nutrition (1/1), PEG (1/-), ng probe (1/-), nutrition monitoring (-/1)

Oncology patients

Loss of appetite (1/3)

Consultation (1/-), medication (-/1), nutrition monitoring (-/1)

Vomiting (2/1)

Specific treatment (1/-), dietitian support (1/1), consultation (1/-), medication (-/1)

Psychiatric disorders (1/2)

Socialization support (-/2), referral to a specialist (1/-)

Movement restriction (1/2)

Physical therapy support (1/1), psychologist support (-/1)

Radiotherapy-induced pain
(1/1)

Painkillers (1/1), narcotic analgesic (1/-)

Decubitus ulcers (-/1)

Wound care (-/1), oncologist support (-/1), psychiatrist support (-/1), psychologist support (-/1)

Neuropathy (1/-)

Neurologist support (1/-), algologist support (1/-)

fFrekans, PEG: Percutaneous endoscopic gastrostomy, ng probe: Nasogastric Probe (..../....): Number of physicians working in government institutions supporting the relevant theme
or code/number of physicians working in private institutions supporting the relevant theme or code
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experienced in government and private health institutions were
similar, but the solution proposals differed (Table 3). Sample
expressions are presented below:

"With regard to nutrition, we usually observe difficulty in
swallowing, loss of appetite, nutritional disorder, and weight
loss. As a solution, we recommend percutaneous endoscopic
gastrostomy (PEG) or enteral nutrition. We receive dietitian
support or recommend nutritional support products” (GP3).

“The nutritional problems we experience in elderly patients
include loss of appetite, difficulty in swallowing, chewing
problems, and weight loss. When necessary, we can recommend

nutritional support products, nasogastric nutrition, and
nutrition with PEG. We can obtain relevant specialist and

dietitian support” (PP6).

The problems experienced in the palliative care process of
oncology patients and solution proposals were concentrated
on general pain, side effects due to chemotherapy, nausea,
nutritional disorder, and loss of appetite. There was a difference
between government and private health institutions in terms of
the intensity of the general pain problem, whereas there were
similarities in terms of the intensity of other problems (Table 4).
Sample expressions are listed below:

solution proposals

Problem (f) Solution (f)

Table 5. Problems related to chronic diseases in the palliative care process in government and private health institutions and

Theme Code

Diabetes (7/8)

Routine treatment (3/5), laboratory (5/1), dietitian support (2/3), consultation (3/-), endocrine
support (-/2), neurologist support (-/2), psychologist support (-/2), positioning (1/-)

Hypertension (5/7)

Routine treatment (4/4), blood pressure monitoring (4/2), dietitian support (2/2), consultation
(3/-), endocrine support (-/3), neurologist support (-/3), psychologist support (-/2) positioning
(1/-), vitamin D support (-/1)

Cardiovascular diseases (5/6)

Chronic diseases

Routine treatment (3/3), cardiologist support (-/4) laboratory (3/-), dietitian support (2/1),
endocrine support (-/3), neurologist support (-/3), psychologist support (-/3), consultation (2/-),
radiology (1/-), positioning (1/-), ambulance support (-/1)

Osteoporosis (2/5) vitamin D support (-/1),

Routine treatment (-/4), gynecologist support (-/2), consultation (1/-), dietitian support (1/1),

Osteoarthritis (2/5)

Routine treatment (-/3), dietitian support (1/1), consultation (1/-), vitamin D support (-/1)

Movement restriction (1/-)

Consultation (1/-), dietitian support (1/-)

Multiple drug use (1/-) Consultation (1/-)

the relevant theme or code

f Frekans, (...[...): Number of physicians working in government institutions supporting the relevant theme or code/number of physicians working in private institutions supporting

solution proposals

Problem (f) Solution (f)

Table 6. Problems related to neuropsychiatry in the palliative care process in government and private health institutions and

Theme Code

Depression (5/8)

Psychologist support (4/6), psychiatrist support (1/6), medication (1/4), family education (1/-),
medication use information (1/-), social activity (-/1), family psychologist support (-/1)

Fear of death (5/8)

Psychologist support (4/6), family psychologist support (2/3), medication (1/4), psychiatrist
support (1/4), consultation (1/-), medication use information (1/-)

Intense anxiety (4/6)

Psychologist support (4/4), medication (2/3), psychiatrist support (-/4), family psychologist support
(1/2), family psychiatrist support (-/2), consultation (1/-)

Loneliness (2/4)

Psychologist support (3/3), psychiatrist support (1/2), medication use information (1/-),
medication (-/1), social activity (-/1)

Neuropsychiatry

Delirium (2/2)

Medication (2/2), psychologist support (1/1), family psychologist support (1/1), consultation (1/-),
family education (1/-), social activity (-/1)

Sleeping disorder (1/3)

Medication (1/1), psychiatrist support (-/2), family education (1/-), psychologist support (-/1)

Intense hallucination (1/-)

Neurologist support (1/-), psychologist support (1/-)

Memory problems (1/-)

Medication (1/-), family education (1/-)

the relevant theme or code

f: Frekans, (....[....): Number of physicians working in government institutions supporting the relevant theme or code / Number of physicians working in private institutions supporting
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"General pain and chemotherapy-related side effects are
common problems in oncology patients. Nausea, vomiting, and
loss of appetite are common complaints. As in pain treatment,
we use painkillers and receive support from algologists and
neurologists” (GP1).

“The pain management of such patients is essential. These
patients may also have social and psychological needs during
treatment. In addition to drug treatment, socialization and
psychologist support may be required” (PP7).

When the findings related to the theme of chronic diseases
were examined, the problems and solution suggestions in
the palliative care process focused on diabetes, hypertension,
and cardiovascular diseases. The problems experienced within
the scope of this theme are more common in private health
institutions in general (Table 5). Sample expressions are given
below:

“Chronic diseases such as heart failure, hypertension, and
diabetes are generally in all our patients. We apply routine
treatments, follow-up, and consultation when necessary” (GP3).

“Chronic diseases are the underlying diseases of our palliative
care patients. These include hypertension, diabetes, and heart
disease. For the solution, we plan treatment in line with the
recommendations of our endocrine, neurology, gynecology, and
cardiology specialists” (PP4).

Within the scope of the neuropsychiatry theme, the problems
experienced in the palliative care process and solutions were
concentrated on depression, fear of death, intense anxiety,
and loneliness, which were more common in private health
institutions (Table 6). Sample expressions are presented below:

“Neuropsychiatric complaints are quite common. Depression,
fear of death, sleep disorders, and delirium are the most
common complaints. We often administer medication, and
when necessary, we receive support from a psychologist or
psychiatrist for the patient and his family" (GP8).

"l have observed sleep disorders, depression, anxiety, delirium
attacks, and fear of death. In this case, in addition to drug
treatment, we provide both psychologist and psychiatrist
support to the patient and his family" (PP7).

Discussion

When the results were evaluated in general, the most common
problems were seen to be due to chronic diseases in the
palliative care process, followed by neuropsychiatric and pain-
related problems.

In a study conducted by Goksel et al. (12), the most common
diagnosis of hospitalization in palliative care centers was
oncological diseases (35%), neurological diseases (22%), and
chronic diseases (11%), while pain was the most common
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symptom (25%). Although these results are similar to our
results, they differ in terms of the frequency of the problems,
which can be explained by the difference in the study groups of
the two studies.

The results of our study are consistent with the conclusion that
neuropsychiatric disorders such as depression and anxiety are
important problems encountered in the palliative care process in
a study conducted by Jacobsen et al. (13). These results suggest
that patients treated with palliative care need psychiatric
support throughout the process.

Similar to our study, in the studies conducted by Giiltekin et
al. (14) and Henson et al. (15), one of the reasons why patients
needed palliative care was pain. These results indicate that pain
is one of the most important problems in the palliative care
process.

In our study, in addition to the problems experienced intensively
in the palliative care process, nutrition, oncology, and
gastrointestinal system-related problems were also experienced.
Similarly, in a study conducted by Giiler Bayindir et al. (16) one
of the reasons for the hospitalization of palliative care patients
was found to be nutritional problems.

When the relevant literature is examined, the majority of
patients in palliative care centers were elderly people with
cancer which is consistent with our results (17-20). In a study
conducted by Komac et al. (21) the result that 33% of patients
in the palliative care service had oncology-related problems
supports our study results. This may be because palliative care
practices were initiated with the aim of reducing the pain and
care of cancer patients (22), as well as revealing the similarity
of the problems experienced in the palliative care process in
different societies.

In our study, disease-specific treatment came to the forefront in
the solution of problems arising from chronic diseases, whereas
medication and related specialist support came to the forefront
in the solution of problems arising from pain, oncology, and
the gastrointestinal system. Consistent with these results, in the
study conducted by Yilmaz and Bahat (23), the use of analgesics
was the most commonly used strategy in the management
of pain in older adults. In another study, Ankay Yilbas and
Celebi (24) stated that analgesics were frequently used with
antidepressant drugs to improve the quality of life by reducing
the level of pain felt by a terminal patient, and that psychiatric
support should be provided to patients without sufficient social
and familial support.

In our study, it was observed that dietitian support was adopted
for the solution of nutrition-related problems, and psychologist
or psychiatrist support was mostly adopted as a solution for
neuropsychiatry-related problems. In line with this result, the
study conducted by Kaya (25), suggested that patients in the
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palliative service should receive consultation support from other
clinicians, and support services should be provided to patients
and their relatives with psychiatrists, psychologists, moral
support units, physiotherapists, and social workers. Suggesting
similar solution proposals in our research and other studies on
the problems experienced in the palliative care process shows
the consistency of the research results.

Study Limitations

Our study has some strengths and limitations. The strength of
our research is that physicians, who are one of the stakeholders
of the palliative care team, which is a multidisciplinary health
service that includes functional and emotional care and support,
reveal their opinions in a holistic and in-depth manner regarding
the problems experienced in the palliative care process and
solution proposals. On the other hand, the limitation of the
research is the scarcity of physicians included in the study and
the research findings consisting only of physicians' opinions.

Conclusion

According to the results of our study, patients in the palliative
care process experience multiple problems, and an individualized
approach should be adopted as a result of a comprehensive
evaluation with a multidisciplinary team to solve these
problems. Multiple problems experienced in the palliative care
process result in multiple solution proposals, which reveals the
importance of cooperation between specialists and increasing
the number of physicians working in palliative care centers/
services. In addition, the acceptance of palliative care as a
specialty will make palliative care services more professional
and enable patients receive more qualified health care.

Acknowledgements

We thank the physicians who voluntarily participated in this
study.

Ethics

Ethics Committee Approval: The study was approved by the
Medical Research Ethics Committee of Ege University (approval
number: E-99166796-050.06.04-994509) and was conducted in
accordance with the principles of the Declaration of Helsinki.

Informed Consent: Informed consent was obtained from all
participants.

Authorship Contributions

Concept: A.GS., AK., Design: A.GS. AK., Data Collection
or Processing: A.G.S., AK. Analysis or Interpretation: A.G.S.,
Literature Search: A.G.S., AK,, Writing: A.G.S., AK.

Conflict of Interest: No conflicts of interest were declared by
the authors.

Financial Disclosure: This research received no external
funding. This study is related to the topic of a doctoral thesis.

References

1. Hebert K, Moore H, Rooney J. The Nurse Advocate in End-of-Life Care.
Ochsner J 2011;11:325-329.

2. Kabalak AA, Oztiirk H, Cagil H. End of life care organization; palliative care.
Yogun Bakim Dergisi 2013;11:56-70.

3. PastranaT, JiingerS, Ostgathe C, Elsner F, Radbruch L. A matter of definition-
-key elements identified in a discourse analysis of definitions of palliative
care. Palliat Med 2008;22:222-232.

4. Meier D, McCormick E. Benefits, Services, and Modes of Subspecialty
Palliative Care; Available at: 2015.

5. World Helath Organization. Available at: https://www.who.int/cancer/
palliative/definition/en/ (Accessed on April 16, 2023)

6. Sertdemir Batbas C, Yakar B, Pirincci E. Palliative care and hospice. STED
2021;30:136-143.

7. Saghk Bakanhgi Palyatif Bakim Hizmetleri. Available at: https://
khgmozelliklisaglik.gov.tr/svg/palyatif.php (Accessed on May 21, 2023)

8. WPCA (Worldwide Palliative Care Alliance). Global Atlas of Palliative Care at
the End of Life. London: WHO; 2014.

9. Shoemaker LK, Estfan B, Induru R, Walsh TD. Symptom management: an
important part of cancer care. Cleve Clin J Med 2011;78:25-34.

10. Miles MB, Huberman AM. Qualitative Data Analysis: An Expanded
Sourcebook. Thousand Oaks, CA: Sage Publications 1994.

11. Tavsancil E, Aslan AE. icerik analizi ve uygulama drnekleri. istanbul: Epsilon
Yayinlar 2001.

12. Goksel F, $Senel G, Oguz G, Ozdemir T, Aksakal H, Tiirkkani MH, Kiictik A, EGin
ME, Gultekin M, Silbermann M. Development of palliative care services in
Turkey. Eur J Cancer Care (Engl) 2020;29:¢13285.

13. Jacobsen R, Liubarskiene Z, Maldrup C, Christrup L, Sjggren P, Samsanaviciene
J. Barriers to cancer pain management: a review of empirical research.
Medicina (Kaunas) 2009;45:427-433

14. Giltekin M, Ozgul N, Olcayto E, Tuncer M. Tirkiye'de palyatif bakm
hizmetlerinin mevcut durumu. Tiirk Jinekolojik Onkoloji Dergisi 2010;13:1-
6. [Turkish]

15. Henson LA, Maddocks M, Evans C, Davidson M, Hicks S, Higginson 1J.
Palliative Care and the Management of Common Distressing Symptoms in
Advanced Cancer: Pain, Breathlessness, Nausea and Vomiting, and Fatigue.
J Clin Oncol 2020;38:905-914.

16. Giiler Bayindir A, Tuncer O, Demiralin MO, Erdogan i, Giindemir M, Isil AM.
Evaluation of palliative care patients: single center experience. Medical
Journal of Izmir Hospital 2020;24:207-212.

17. Morrison RS, Meier DE. Clinical practice. Palliative care. N Engl J Med
2004;350:2582-2590.

18. Adsersen M, Thygesen LC, Neergaard MA, Bonde Jensen A, Sjogren P,
Damkier A, Groenvold M. Admittance to specialized palliative care (SPC)
of patients with an assessed need: a study from the Danish palliative care
database (DPD). Acta Oncol 2017;56:1210-1217.

19. Gomes B, Pinheiro MJ, Lopes S, de Brito M, Sarmento VP, Lopes Ferreira P,
Barros H. Risk factors for hospital death in conditions needing palliative
care: Nationwide population-based death certificate study. Palliat Med
2018;32:891-901.

20. Robinson J, Gott M, Frey R, Ingleton C. Circumstances of hospital admissions
in palliative care: A cross-sectional survey of patients admitted to hospital
with palliative care needs. Palliat Med 2018;32:1030-1036.

21. Komag A, Elyigit F, Tiiremis C, Gram E, Akar H. Retrospective analysis of
hospitalized patients in Tepecik Training and Research Hospital Internal
Medicine Palliative Care Unit. FNG & Bilim Tip Dergisi 2016;2:1-3.

37



Sahan and Kilavuz. Problems for Physicians in Palliative Care

Eur J Geriatr Gerontol 2024;6(1):31-38

22. Kog¢ A. Palliative care in Turkish medical history. Journal of Anesthesia-
JARSS 2021;29:159-164.

23. Yilmaz O, Bahat G. Yaslida hastane temelli palyatif bakim ve hospis. (Editor:
Naharci, M. i.) Yaslinin Hastanedeki Seriiveni. 1. Baski. Ankara: Turkiye
Klinikleri 2019;32-44.

38

24.

25.

Ankay Yilbas A, Celebi N. Pain management and difficulties in palliative
care. Journal of Anesthesia-JARSS 2014;22:124-134.

Kaya A. Tiirkiye'de ve Diinya'da palyatif bakim. Acibadem Hemsirelik Dergisi
2015;82.



