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In Bulgaria, the patient is entitled to palliative care in case of incurable disease with an unfavourable prognosis. Palliative care is
provided by the family doctor/GP and institutions. Literature on palliative care providing is scarce.The objective of the study was to
investigate the opinion of general practitioners, medical students, and other medical specialists working in institutions on palliative
care. Method. We have developed a structured questionnaire. Descriptive statistics have been calculated for all items. Differences
between groups have been compared using u-criterion. Level of significance was 𝑃 < 0.05. Data has been analyzed using SPSS v.
16. Results. A total of 518 respondents completed the survey. Lack of appropriate organisation and financing has been pointed out
by all participants. The GP’s role in palliative care providing has been described as a contradictory one. The criteria on the basis of
which the patients are eligible for palliative care have been arranged in the same way by all respondents, but GPs chose the longest
temporal indicator. Quality assessment has not been applied. 2/3 of respondents demanded palliative care training. Conclusion.On
the whole, the investigated groups differed to some extent in their opinion on palliative care both on conceptual and practical levels.

1. Introduction

In the last 20 years, demographic development in Bulgaria has
been characterized by population decline, a low birth rate, a
high mortality rate, and ageing population.

Health care reforms after 1989 have provided changes in
the structure and management of the health system; GPs
have been established as providers of primary care and
gatekeepers; the main financial source has been obtained
from compulsory health insurance contributions in National
Health Insurance Fund (NHIF). In spite of that fact, citizens
as well as medical professionals are dissatisfied and the need
for further reform is pronounced, particularly in view of the
low health status of the population.

The term palliative care includes both the philosophy
and organization of an approach that increases the quality of
health care in three directions: alleviation of suffering, com-
munication improvement, and coordination of care in dif-
ferent settings. Palliative care in Bulgaria is underdeveloped

regarding both community-based services and inpatient care;
it has been provided by general practitioners, health institu-
tions for out-of-hospital and hospital-based care, oncological
health centres, and hospices and financed by compulsory
health insurance. Moreover, the availability of palliative care
facilities is insufficient. In most cases, patients tended to stay
at family home, mainly because of financial reasons. Patients
directly pay nursing homes.Theonly clinical path in palliative
care is for oncological patients in terminal stages. Thus, in
general, palliative care is not organized well, and the role
of general practitioners and other medical and nonmedical
specialists in providing it is not established. Researches in
this field are insufficient and there is scarcity in the scientific
literature. The objective of the study was to investigate the
opinion of general practitioners, medical students, and other
medical specialists working in institutions, on palliative care,
focused on (1) organization, (2) GPs’ role, (3) identification
of patients, (4) quality, and (5) medical specialists’ training
needs in palliative care.
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2. Methods

We have developed a structured questionnaire, after the liter-
ature review, consisting of 30 items on investigated topics and
questions related to sociodemographic data.

To validate the question a pilot survey of 30 medical spe-
cialists was conducted. One month later they were asked the
same questions. The obtained high value of the coefficients
of internal coordination Cronbach’s alpha and coefficient of
Spearman-Brown (rsb = 0.952) and the low ones of item-total
correlations (𝑅 = 0.426) confirmed the reliability and validity
of the questionnaire.

Descriptive statistics (e.g., frequency, percentage) have
been calculated for all items.Differences between groups have
been compared using 𝑢-criterion. Level of significance has
been accepted at𝑃 < 0.05. Data has been analyzed using SPSS
v.16.4.

2.1. Characteristics of Sample. The questionnaire was spread,
once without remainder, among three groups of medical
specialists which had been chosen in order to collect different
points of view: (1) GPs, randomly selected 10% sample by the
list on a national level (total contracts with NHIF in primary
care in Bulgaria: 3963 for 2010); (2) all medical students in
their last year at Medical University Plovdiv, the alumni of
2009/2010 (𝑁 = 97); and (3) allmedical specialists working in
the institutions in Plovdiv region who provide palliative care
(employees in one hospital department and four hospices,
𝑁 = 129).

3. Results

Responding rate was 82.75%. The total number of analyzed
questionnaires was 518. The sociodemographic characteris-
tics of investigated groups have been presented in Table 1.

3.1. Organization of Palliative Care. Organizing and financ-
ing palliative care were pointed out as the greatest difficulties.
Studied groups are defined as an adequate organizational
form—specialized palliative care units (that should have the
resources to provide care at home, as well as in hospi-
tal/hospice setting).

On the whole, participants shared the opinion that the
home was the place preferred by the patients for palliative
care. General practitioners considered home care to be
of a greater significance, as compared to physicians from
institutions (𝑃 = 0.011) and nurses (𝑃 = 0.016), but not to
medical students (𝑃 = 0.15).

More than half of the general practitioners have chosen
health insurance as an appropriate source of financing,
whereas 23.55% of the group of other medical specialists have
given a priority to the state budget 5.

3.2. Place and Role of General Practitioners. Only 18.55%
of the group of other medical specialists considered the
GP as a coordinator. There was a significant difference in
the standpoint of GPs (49.31%) and the physicians working
in institutions (14.32%) regarding the coordinating role of

Table 1: Characteristics of sample.

No. (%)
Total 518 (100)
GP 337 (65.05)
Medial students 84 (16.21)
Other medical specialists 97 (18.75)

Physicians 43 (8.30)
Nurses 54 (10.42)

Gender
Male 333 (64.28)
Female 185 (35.72)

Age
18–30 100 (19.31)
31–40 102 (19.69)
41–50 190 (36.67)
51–60 104 (20.08)
61–70 22 (4.25)

GPs’ practice location
Urban 20 000 inhabitants 206 (61.12%)
Suburban less than 20 000 inhabitants 83 (24.62%)
Rural 48 (14.24%)

Patients’ lists in general practices
Up to 1500 patients 182 (54.00%)

the GP, 𝑃 = 0.001 (𝑢 = 6.16), and the nurse (22.66%),
𝑃 = 0.001 (𝑢 = 4.42).

Only 2.06% of the other medical specialists stated that
they sustained active relations with the GP, whereas 88.65%
expected the GP to get in touch with them.

The “ideal” team for palliative care was described. The
highest percentage of the respondents pointed out the
psychologist (81.76%). The specialist in the disease profile
(81.21%), the nurse (79.00%), the carer (58.01%), the GP
(56.35%), and the social worker (45.30%) were the basis of
the team. The volunteers (28.72%), the clergyman (26.51%),
and the dietitian (22.65%) were stated at the end of this list.
The psychologist was defined by the GPs and students as the
person who had to break “the bad news” (24.30%), whereas
the other medical specialists pointed out in the first place the
specialist in the disease profile (55.24%), 𝑃 = 0.032. Part of
the GPs (56.37%) considered this to be their obligation, an
opinion that was not accepted by their colleagues (16.66%),
𝑃 = 0.001. Among the respondents who have chosen the
psychologist as the most appropriate specialist to talk about
death with the patient, the physicians from institutions stated
this opinion to a greater degree significant from a statistical
point of view, as compared to the GPs, 𝑃 = 0.015.

3.3. Identification of Patients in Need of Palliative Care. Com-
paring the criteria in identifying the patients for palliative
care all participants arranged the criteria in one and the same
way, namely, diagnosis, symptoms, and finally prognosis, 𝑃 =
0.094. According to a prognosis as the temporal criterion,
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other medical specialists pointed out the shortest period
of three months, whereas the GPs have chosen the longest
period—one year. A minimal part of the respondents have
used written scales (e.g., Karnofsky performance scale) to
assess the need of palliative care.

For assessment of pain and/or other principal symptoms,
the comparison of the answers of other medical specialists
showed that scales were more frequently used by those
working in hospitals (35.05%), as compared to those working
in hospices (6.18%), 𝑃 < 0.001 (𝑢 = 4.47). No significant
difference was found in the utilization of such scales by GPs
and other medical specialists, 𝑃 = 0.079.

3.4. Determination of the Quality of Palliative Care. As the
most important aspect of the quality of life, GPs prioritized
community support, whereas other medical specialists and
students psychological aspects.

No significant difference was found regarding the fre-
quency with which GPs and other medical specialists stated
that they assessed the quality of life of their patients (𝑃 =
0.530), which most frequently was done in a nonformal
conversation.

3.5. Need of Training in Palliative Care/Medicine. Almost
half of the respondents have taken a specialized course in
palliative care. More trained in the area were the nurses as
compared to GPs, 𝑃 < 0.001 (𝑢 = 3.68). Almost 2/3 of the
respondents have been of the opinion that additional training
in palliative care is necessary.

Identifying palliative care as a separate medical specialty
was pointed out as necessary by 48.07% of the group of
other medical specialists and students. No significant dif-
ference in the opinion of both groups studied was found
regarding this matter, 𝑃 = 0.083. However, considering the
subgroups, the GPs shared to a greater extent the opinion
that palliative medicine should be taught as an individual
specialty (40.46%), as compared to the physicians working in
institutions (23.80%), 𝑃 < 0.05 (𝑢 = 2.38).

4. Discussion

All respondents have agreed on the same difficulties in
providing palliative care—the organization and financing—
and all of them have shared the opinion that specialized units
for palliative care are needed.

The home is the place preferred by the patients for pal-
liative care. As expected, GPs attached a greater importance
to that preference, but the students attached an even greater
importance to it. The tendency of deinstitutionalization is in
agreement with the modern concept of palliative care.

In most countries, the word “hospice” is associated with
a variety of financial sources, and it is not considered
specifically to be a place for provision of palliative care only
[1]. Filbet compared in their study different approaches to
financing in relation to the place where palliative care was
provided [2]. As far as the appropriate source of financingwas
concerned, GPs insisted on health insurance, whereas other
medical specialists preferred the state budget.

Without directly denying the place occupied by the
GPs, the other medical specialists and students considered
their coordinating role as less important, which supplanted
palliative care to hospitals. Coordinating function is basic for
family doctors. In a study involving Belgian GPs, the latter
reported that their cooperation with specialized palliative
care teams was satisfactory [3]. In principle, palliative care
is planned, ensuring a clear understanding of the role of
each one included in the team [4]. GPs are familiar with the
patient’s context and specialized palliative care adds detailed
advice to the treatment of symptoms and direct provision of
care on the part of the nurses, including the spiritual aspects
[5]. The relationship between those providing primary care
and the palliative care specialists providing assistance in
home setting as well has positive consequences because it
improves the quality of medical care [6, 7]. There is no
continuity of care in our country, as well as established
relations between the health care institutions, the social
service units, and the psychological services.

In principle, the psychological aspect of palliative care
is accepted as an obligatory part and is determined as the
ability of medical specialists to encourage patients and family
members to discuss their thoughts, feelings, and apprehen-
sions. We live in a culture dominated by the cult of youth and
to a certain extent the topic of death is associated with fear
and is frequently pushed aside [8]. Almost half of the other
medical specialists stated that they have not discussed with
their patients matters related to death, although the process
of dying is medicalized in modern societies.

Although other medical specialists arranged the criteria
on the basis of which the patients are eligible for palliative
care in the same way as GPs do, other medical specialists
differed in their choice of a shorter period. At present there
is a tendency to prolong the period of time.The studies show
that in nononcological diseases in particular, apart from the
diagnosis, a combination of criteria should be used as well,
including performance status and clinical and laboratory data
[9].

Assessment of the quality of life is an obligatory com-
ponent of palliative care. Although the other medical spe-
cialists and students considered as the most important the
psychological aspect of quality of life, its spiritual aspects
remain in the last place for this group as well. The study
of Alexandrova reported actual lack of clergymen in the
teams providing palliative care. Provision of spiritual support
was offered by certain institutions in cooperation with the
local religious community [10]. Studies have been made in
this area using scales among a large number of patients; for
instance, the study of Kleeberg et al. involved almost 5,000
patients [11]. Our study confirms the fact that quality of life
is not systematically studied in either general practices or
institutions.

Communication with the patients receiving palliative
care is associated not only with the existential questions
of disease and death, but also with the whole process of
suffering/being ill. The health care system is focused on
aggressive treatment approaches, and suffering does not
receive sufficient attention [12]. Communicative skills are
acquired not only by accumulating professional experience,
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but also through guided training. These skills have bearing
not only on the communication between physician and
patient, physician and family members, but also on the in-
terdisciplinary relations within the team and with the com-
munity [13].

All studied groups reported a considerable need of
training in palliative care. This is confirmed by a number of
studies. Investigating the opinion of specializing physicians
in surgery and general practice, Celso et al. found that both
groups pointed out the importance of training in palliative
care [14]. Medical schools in the USA include an obligatory
basis on the so-called “care at the end of life” in their syllabus
[15]. The studies on such type of training in Europe show
that it is fragmented, not assessed formally, in spite of the
EU recommendations given in 1993, that training in palliative
care should be an integral part of training in medicine at a
student level, and that students should sit an examination
[16].

4.1. Limitation of the Study. On the base of the literature
review, we have developed a questionnaire, trying to explore
challenging aspects in palliative care field. The study has
been done with researchers’ questionnaire, because of the
lack of appropriate and validated instruments in Bulgaria for
research.

The sample of the study has been recruited both on
national (representative sample of GPs) and regional levels.
Having in mind that different medical specialists have an
impact on palliative care, we have widened the investigated
group, being able to ensure a comprehensive sample regard-
ing students and medical specialists working in hospices and
hospital palliative department on regional levels.

5. Conclusion

Lack of an appropriate organization and financing was
pointed out by all participants in the study. The attitude
among the medical community regarding the GPs’ role
and place in Bulgarian health care system is contradictory,
including their role in palliative care providing. The criteria
on the basis of which the patients are eligible for palliative
care were arranged, diagnosis, symptoms, and prognosis, in
the same way by all respondents, but GPs have chosen the
longest temporal indicator of a year. Quality assessment is
more frequently applied in the health care practice. More
needs to be done, taking into account the answers to the
questionnaire in this field. Additional palliative care training
has been demanded.

On the whole, the GPs, medical students, and other
medical specialists, working in institutions where palliative
care is given, differed to some extent in their opinion on
palliative care both on conceptual and practical levels.
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