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Abstract

Context: Globally, about 85% of palliative care need is unmet. Africa accounts for 20% and 52% of adult
and pediatric palliative care burden worldwide, respectively. Nigeria has progressing palliative care
provision and meets only 0.2% of national need.

Objectives: To describe extant literature detailing palliative care knowledge, implementation, medicine
availability, education, policy, vitality, and research in Nigeria, propose areas for future scientific inquiry,
and inform interventional targets.

Methods: Arkey and O’Malley design for scoping reviews reported per the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses Extension for Scoping Reviews guidelines. PubMed, Embase,
Cochrane CENTRAL, Web of Science, Scopus, and African Index Medicus were searched in January 2024
and updated in December 2024. Full-text, peer-reviewed articles in English describing palliative care in
Nigeria were included.

Results: Of the 6,116 search results, 290 underwent full-text review and 59 satisfied inclusion criteria.
Most studies examined palliative care knowledge, attitudes, and practices while few evaluated
implementation practices or interventions. Palliative care awareness in Nigeria is low; however patients,
family caregivers, and healthcare professionals have expressed interest in expanded education,
infrastructure, and culturally-appropriate delivery models. Persistent challenges include opioid availability,
delayed referral, inconsistent education, insufficient institutional and federal policy, and absent professional
validation.

Conclusions: The gaps in palliative care in Nigeria identified by this review can inform interventional
targets for national acceptance and equitable delivery. It is critical to prioritize multi-level policy changes
to expand access to high-quality palliative care services and mitigate the growing burden of suffering among
the seriously ill.

Keywords: Palliative care, palliative medicine, terminal illness, Africa, scoping review, serious health-
related suffering

Key Message

This scoping review describes existing palliative care literature in Nigeria, predominantly characterized by
knowledge and attitudes, with few interventional studies. Federal and institutional policies are needed to
regulate quality care implementation, mobilize funding resources, increase access to essential pain
medicines, and develop and implement education standards for the healthcare workforce.
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Introduction
In 2021, there were an estimated 73.5 million people globally with serious health-related suffering (SHS)
amenable to palliative care and 80% of that burden existed in low- and middle-income countries (LMICs)
(1). Serious illness disparities between LMICs and high-income countries (HICs) have grown rapidly and
consistently in prior decades. In fact, from 1990 to 2021, SHS across 21 medical conditions rose by 83%
in LMICs compared to a 46% increase in HICs (1). By 2060, 83% of deaths with SHS will occur in the

world’s poorest countries, where access to palliative care infrastructure and services is most scarce (2).

The World Health Organization recognizes palliative care access as a component of comprehensive
healthcare and universal health coverage is considered an ethical and financial responsibility of health
systems (3), yet access across the African continent is severely limited (4-8). Africa accounts for an
estimated 20% and 52% of adult and pediatric palliative care need worldwide, respectively. In 2013, Nigeria
met about 0.2% of the country’s palliative care need, an estimate based on access to legal and
internationally distributed opioid morphine equivalents (i.e., opioids) (9). From 2017-2025, there was an
increase in palliative care services in Africa (10). Most recent data estimate about 4.4% of the palliative

care need in LMICs is met through specialist services (10).

Hospice Nigeria began in 1993 by Mrs. Olusola Fatunmbi, a nurse who was inspired by her encounter with
palliative care in London (11). She partnered with Dr. Anne Merriman to expand access, however efforts
to engage the Nigerian government were deterred until 2003 (12). Some of the earliest hospital-based pain
and palliative care units were established at the Federal Medical Centre in Abeokuta, Nigeria in 2006 and
University College Hospital in 2007 (13,14). Since then, multiple palliative care units have been formed,;

however, widespread service coverage and integration remain limited.

In response to the unmet need, the Federal Ministry of Health incorporated palliative care into the National

Cancer Control Plan of 2018-2022 and published a National Policy and Strategic Plan for Hospice and
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Palliative Care in 2021, yet the objectives have not been realized (15,16). Persistent inhibitors to palliative
care include insufficient workforce, poor referral pathways, incongruent cultural views toward end of life
care, lack of institutional funding, low affordability of care, and inaccessible opioid medications (17,18).
Though progress is insufficient to meet national level need, there has been ongoing expansion of palliative
care services through home-based care programs, increased training opportunities, and nationwide
awareness campaigns (14,16,19,20). A recent survey of five palliative care programs across Nigeria
demonstrate that all provide inpatient, outpatient, and home-based services as well as routine palliative care

team education, but most face challenges due to lack of physical space and hospital administration support

@21).

Given the urgent need to alleviate SHS in Nigeria through improved availability of palliative care, a robust
assessment of the landscape of palliative care is needed. We therefore conducted the first scoping review
examining the literature to characterize the state of palliative care in Nigeria, including available services,
training, and gaps. The findings of this review can guide future research and implementation of programs

to bridge the gap in palliative care access in Nigeria.

Methods

A scoping review was chosen for this subject to capture the breadth of literature available on palliative care
in Nigeria, and thereafter map areas for future scientific exploration. The Arksey and O’Malley framework
for scoping reviews was used (22). Data is reported per the preferred reporting items for systematic reviews

and meta-analyses scoping review extension (PRISMA-ScR) (23).

Search strategy
The search strategy for this review was developed by a biomedical librarian at Memorial Sloan Kettering

Cancer Center, in the United States and a consultant surgeon at Obafemi Awolowo University in Nigeria.
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In January 2024, the following electronic databases were searched: PubMed, Embase, Cochrane
CENTRAL, Web of Science, Scopus, and African Index Medicus. There was no publication date restriction.
Searches were re-run in December 2024 to account for any newly-published studies missed in the initial

search.

The search strategy consisted of 2 concepts. First, terms for palliative care such as “palliative care,”
“comfort care,” and “end of life care” were searched. Second, terms for Africa or Nigeria such as “Nigeria”,
“West Africa”, and “sub-Sahara Africa” were searched. See Supplement Table 1 for further breakdown of

search terms and their combinations.

Study selection

Retrieved articles were uploaded to Covidence for removal of duplicates and screening. Each article was
independently reviewed by two reviewers at both the title/abstract level to determine whether it satisfied
the inclusion criteria (options: yes, no, and maybe). Articles in the “maybe” category proceeded to full-text
review by both reviewers. Any conflicts during title/abstract and full-text screening were solved by a third

reviewer.

Articles were included if they explored any aspect of palliative care in Nigeria. Included articles were full-
text, peer-reviewed articles, written in English. Abstracts, editorials, conference proceedings, grey
literature, and articles not yet accepted for publication were excluded. Articles were excluded if palliative
care was not the main subject or a specific topic, or if they had limited or no information regarding Nigeria.

Articles focused on acute post-operative pain, palliative radiation or surgery were excluded.

Data extraction
Data from eligible articles was collected in an electronic spreadsheet. The following information (if

applicable) was extracted from each article: author(s), year of publication; type of publication; pillar(s) of
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palliative care addressed; details of strategy; study type; study location; study aim(s); study population and

sample characteristics; methodology/methods; key findings and conclusion.

Data analysis and presentation

Given that palliative care development and access in Nigeria remains in a nascent stage, we first sought to
appraise the literature based on stakeholders’ knowledge, attitudes, and practices to explore how they
understand and engage palliative care. The state of palliative care will then be analyzed relative to a
framework adapted from the World Health Organization public health palliative care strategy and previous
scoping reviews of palliative care in Africa (5,24,25). These pillars are implementation, medicine

availability, health care policy, education, vitality, and research.

Publication data regarding target audience, study design, and location, were analysed using descriptive
frequencies and counts. Gaps in the literature, effective implementation strategies, and areas of further
research in how to effectively improve palliative care in Nigeria were identified using previously published

approaches in sub-Saharan Africa (25).

Results

Search Results

A total of 6,116 studies were identified from the database search. Publication dates ranged from 1997 to
2024. Duplicates were identified among 2,856 records, resulting in 3,260 which underwent title and abstract
screening. Of these, 290 underwent full text review. The PRISMA diagram provides additional detail about
the search results at each stage (Figure 1). A total of 59 total studies were deemed relevant to the research
questions and are included in this review. Table 1 summarizes each study methodology, target population,

and key findings.
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Knowledge, attitudes, and practices was a key theme discussed in 42 studies (26-67). Interventions aimed
to improve palliative care through either education or treatment were presented in 7 studies (20,68-73). The
overall landscape of palliative care through the lens of implementation, medicine or treatment availability,
education, policy, and vitality themes was described in 9 studies (7,12,14,74-79). Additional study types

included a book chapter (80).

Study Designs

The 59 studies in this scoping review included 55 (93.2%) original research articles (14,20,26-77,79), 3
(5%) review articles (7,12,78), and 1 book chapter (80). Study designs are depicted in Table 2. Among the
55 original research articles, there were 24 quantitative studies (26-28,37-39,41-50,52,58,62-64,66, 76,77),
22 qualitative studies (29,31-36,40,51,53-56,59-61,65,67,71,74,75,79), 2 mixed methods (30,57), 1
randomized controlled trial (72), and 6 quasi-experimental education interventions (20,68-71,73).
Quantitative studies included 23 cross-sectional surveys (26-28,37-39,41,43-50,52,58,62-64,66,76,77) and
1 retrospective cohort study (14). Qualitative studies included 18 interviews or focus group discussions
(29,31,32,34,40,42,51,53-56,59-61,65,67,74,79) and 4 longitudinal ethnographic observation studies

(33,35,36,75).

Study Locations

Of the 59 reviewed studies, 5 (8.5%) were conducted across multiple geopolitical zones in Nigeria
(20,49,65,71,73) and 4 (6.7%) did not have a specific study location (7,12,78,80). Single-site regions
included southwest (20) (14,26-29,39-42,45-47,515,57,61,62,64,67,68,77), southeast (17) (30-36,43,50,58-
60,66,72,74,75,79), south-south (7) (44,52-56,69), northwest (4) (38,48,63,70), north central (2) (37,76).

There were no studies conducted in the northeast.

Study Populations
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Research was conducted across a variety of stakeholders. Patients, caregivers, and community members
were included in 20 studies (14,27,29-31,39-41,44,49,51,52,55,56,58-60,72,73,77) whereas healthcare
workers, trainees, and health institution administrative leadership were included in 27 studies
(20,26,28,32,33,37,38,42,43,45-48,50,54,57,62-67,68-71,76). A total of eight studies included a mix of
healthcare professionals, patients, and caregivers (34-36,53,61,74,75,79). Four studies did not include a

targeted research population as these included three reviews (7,12,78) and a book chapter (80).

Knowledge, Attitudes, and Practices

Palliative Care

Patients, Caregivers, and Community Members' Perceptions of Palliative care

Patients and caregivers in Nigeria report limited overall knowledge of palliative care and a lack of
awareness of available palliative services regardless of socioeconomic status, level of education, religion,
or geographic location (27,39,49). However, despite low levels of palliative care knowledge and limited
access to available palliative care services, attitudes toward the utility of palliative care are generally
positive (27). Because patients and caregivers understand how palliative care may enhance quality of life
and provide hope, they strongly support more palliative care services and the expansion of hospice

infrastructure, including in-home and in-patient hospice services (27,49).

Psychosocial, spiritual, financial, and physical concerns can arise following a serious diagnosis, leaving
patients and caregivers feeling a lack of agency in making informed decisions about their care
(29,49,52,65). Poor disclosure practices by the provider, such as partial disclosure of diagnosis or prognosis,
and unclear delineation of provider roles, can contribute to patient distress, a poor understanding of their
illness, premature termination of care, and missed clinical appointments (35,53). In addition, patients’

socioeconomic status, health literacy, social networks, and the structural organization of the health care
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delivery system they seek care in, can influence whether and when a patient or caregiver seeks palliative

care, and how they experience it (33).

Relational care, which emphasizes emotional connection, mutual understanding, and the affirmation of
patient dignity, is particularly valued, with ideal caregiving described as a process of “knowing, revealing,
and humanizing” (61). Easily accessible palliative care services, opportunities for social interaction, and

accurate provider communication are also valued (29).

Healthcare Workers’ Perceptions of Palliative Care

Healthcare providers in Nigeria, regardless of discipline or speciality, report limited knowledge of palliative
care, particularly in pain management and key communication areas such as delivering bad news,
discussing prognosis, and involving families in patient care (37,43,45,65). There are a number of
misconceptions that have been identified among healthcare providers. These include that palliative care is
“aimed at life prolongation” or that palliative care is “primarily disease-oriented” rather than person-
oriented, suggesting a misunderstanding of its holistic, person-centered approach focused on relieving
suffering and enhancing quality of life, rather than solely managing disease (37). And whilst many
healthcare providers are confident in providing pain and symptom management, confidence in diagnosing
dying and in patient communication, such as initiating end-of-life conversations is low, especially among

younger, less experienced providers (65).

Pharmacists and social workers are often underutilized members of the palliative care team, citing
unawareness of their roles and limited, if any, involvement in interdisciplinary clinical activities such as

team meetings or home visits (28,32).

Level of training is a major determinant of palliative care knowledge and confidence across cadres (62,70).

However, lack of infrastructure and limited workforce are also essential determinants and can negatively
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affect service delivery (33,54). Healthcare providers can also face barriers such as cultural stigma associated
with palliative care services, issues surrounding timely referral pathways, patient denial of diagnosis, and
limited resources (42,54). Despite these barriers, health workers express strong interest in receiving

palliative care-specific training (37,62).

Palliative Care Practice Models and Perceived Barriers to Implementation

Several studies describe or propose models of care that include inpatient and outpatient components, 24-
hour staffing through shift patterns, and integration of social workers and pharmacists to support
counseling, adherence, and resource mobilization across the cancer continuum (28,32,33). Incorporating
palliative care into primary care is seen as feasible and desirable, given the trust patients place in
community-based providers. However, implementation is limited by unclear delineation of roles and inter-
professional distrust between facility-based providers and community health workers (29). Home-based
palliative care is another practice model that is seen favorably for its potential to reduce emotional and

financial burdens.

Death and End-of-life Planning

End-of-life communication is intended to make sure that medical care and decision-making aligns with a
patient’s values and preferences. Although these discussions are essential to patient-centered palliative care,
healthcare providers often report feeling unprepared and general discomfort with these difficult discussions
(47,50,65,67). Other barriers to effective end-of-life communication include cultural taboos on dying and

fear of the impact on patients and caretakers (50,67).

Several studies report inadequate shared decision-making in palliative care provision in Nigeria. One reason
for this gap is that patients are not always fully informed (26,58,60). Studies show that while most

terminally ill patients desire to know their diagnosis and prognosis, providers often under-disclose due to
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concerns about emotional impact, lack of guidance, or assumptions about patient readiness (26,58,60).
Communication also tends to be performed by physicians, with nurses and relatives less frequently
involved, and is sometimes conducted in inappropriate settings, such as in the presence of strangers (59).
Healthcare providers tend to communicate prognostic information with high levels of optimism, which
leads patients to believe in the possibility of ‘God’s miracle for a cure,” despite their life-ending prognoses
(59). Another reason that shared decision-making is not fully integrated into clinics is that newly qualified
doctors report low confidence in breaking bad news and limited preparedness in diagnosing dying, shaped
by resource constraints, hierarchical norms, and religious-cultural beliefs that discourage openly discussing

death (65).

In Nigeria, patient knowledge and engagement with advanced directives remains low. Among older
patients, understanding of end-of-life planning is often limited to arrangements for place of death, burial,
and property sharing rather than medical treatment decisions (40,41). Cultural beliefs, gender norms, and
religious traditions strongly influence end-of-life decision-making including advanced directives. For
example, in Yoruba culture, there is a socially accepted order or chain of command that determines who
makes and enforces end-of-life decisions and advance directives when the ill person can no longer do so.
Major decision-makers are typically the oldest male child, religious leaders, or legal practitioners (40,51).
Religious affiliation can also influence provider perspectives. For example, one study found Christian
nurses to be less likely than Muslim nurses to contest advanced directive benefits (64). Another significant
barrier to participating in end-of-life planning and the creation of advance directives is the perception that
end-of-life planning “beckons death,” (30). Some nurses hold the belief that advance directives hinder the
delivery of care to the dying and that euthanasia is a moral wrong (66). Also, patients are more likely to
engage in end-of-life planning only after experiencing the negative consequences that arise when a family
member dies without prior planning, including conflict over property, unpaid debts, or other financial

hardships (30).
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Despite these challenges, the majority of healthcare workers agree that patients should be informed about
prognosis and that withholding information during end-of-life planning can erode trust (45,70). Nurses' and
physicians’ perceptions of a “good death” emphasize clear communication, preparation for dying, and pain

control (46).

Both providers and patients agree telecommunication technologies like mobile phones can be used to
facilitate prognostic conversations, but technical infrastructural limitations like bandwidth, network

coverage, and stable power supply, still hinder broader adoption of digital tools (57,67).

Physical Environment

Environmental design in palliative care, defined as the physical, sensory, and social aspects of the spaces
in which a person receives care, is known to improve care outcomes, patient satisfaction, and continuation
of service uptake (36). However, in Nigeria, palliative care services are usually delivered in the inpatient
setting, an environment that is often noisy and crowded (36,64). Bad news and other sensitive conversations
can oftentimes be at the bedside (36). In Nigeria, healthcare providers find that overcrowding, inadequate
ventilation, and the absence of private areas limit their ability to deliver optimal palliative care services,

emphasizing the importance of infrastructure such as dedicated palliative wards and private areas (36).

Pain Management

Pain is a common and debilitating symptom among patients with life-limiting or life-threatening illness or
injury. It is often underdiagnosed and undertreated in LMICs. In Nigeria, the capacity to treat pain is limited
and mostly consists of over-the-counter analgesics or no treatment at all (44,63). Low rates of routine pain
assessment, perceived opioid toxicity, and lack of access to opioids contribute to Nigeria’s limited pain

treatment capacity (38,63). Another significant contributing factor identified is a knowledge gap among
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healthcare providers (38,63). There are misconceptions held by healthcare workers such as equating
palliative care to only pain management, that highlight the need for broader palliative care education (46).
There can also be a fear of serious drug side effects on the part of the provider, decreasing the likelihood of

them prescribing pain medication (63).

Certain groups, such as patients who use recreational drugs, often encounter stigma in clinical settings
increasing their likelihood of using traditional medicines as alternatives for pain management, sometimes
with adverse effects (56). The absence of formal regulation of ethnomedical therapies has also been cited

as a barrier to safe pain management (55).

Thematic Pillars

Implementation
Palliative care was first introduced in Nigeria in 1993, however dedicated palliative care units were not
established until over a decade later (12,14). The availability of palliative care services has since expanded
following the inauguration of the Hospice and Palliative Care Association of Nigeria (HPCAN) in 2007
(12). The organization has played a critical role in advocating for the expansion of resources, beginning
with a call to institute palliative care units in all tertiary care centers in Nigeria (12). As of 2022, there were

10 active palliative care programs throughout the county, half of which also offer pediatric services (73).

Palliative care is most commonly implemented as a combination of outpatient and inpatient services, either
as consultants or a hospice care unit (12,14). The core membership of palliative care teams includes doctors
and nurses while additional members such as social workers, pharmacists, clergy, physiotherapists,
dieticians, mental health counselors, and health educators are variable (14,76). Nurses and physiotherapists

are responsible for managing end-of-life symptoms and functional mobility (78,80). Psychosocial
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counselling, patient and caregiver education, and resource allocation are increasingly recognized as

essential palliative care services fulfilled by social workers and spiritual leaders (79,80).

Home-based palliative care is an effective delivery model which aligns with cultural preferences of the
community (80). This was first formalized in 2006 by volunteers of the Center for Palliative Care, Nigeria
(14). The following year this was professionalized as a pilot program at University College Hospital among
patients with end-stage care and demonstrated widespread patient and family appreciation across the
spectrum of care (14). Home-based pain management, psychosocial counselling, and caregiver education
reduces physical and emotional burdens associated with end-of-life care (14,72). However, this model

remains rare due to limited staffing, lack of institutional and logistical support, and gaps in policy (53).

Although palliative care services in Nigeria predominantly target patients with cancer, there is a broader
need among all patients with life-limiting illnesses in Nigeria (77). This includes patients living with
HIV/AIDS, organ failure, hemoglobinopathies, trauma, or stroke (76,77,80). In health facilities where there
is dedicated palliative care staff, overall infrastructure was found to be inadequate due to insufficient
staffing and funding (12,76). Organizational barriers to effective practice models include a lack of

institution-wide policies guiding palliative care delivery and poor referral pathways (35,54).

Medicine Availability
Adequate pain management is a mainstay of palliative care services yet remains a challenge for existing
programs in Nigeria (7,14,74). Barriers to achieving adequate pain control include low supply availability,
lack of governmental or institutional policy to guide prescribing practices, and delayed referral to palliative
care (68,74). Although opiates are part of the World Health Organization analgesics ladder and on the
national essential drug list, availability remains sparse (76). Furthermore, lack of or delayed referral to
palliative care specialists leads to insufficient opioid prescribing practices and prolonged patient suffering

(74).
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Several recommendations to improve access to safe, equitable, and culturally-appropriate pain management
services have been proposed. They include formal training on pain and analgesic as part of medical
education, and institutional pain assessment protocols and prescription guidelines (38,48,55,63). In one
study, a two-day lecture course aimed to improve healthcare provider pain management knowledge led to

an increase in institutional morphine utilization (68).

Education
Widespread implementation is further hampered by inadequate workforce training, which is linked to
decreased provider confidence and decreased likelihood of referring patients to palliative care specialists
(29,37,65). The majority of interventional studies identified in this review aim to address this gap through

education initiatives targeted to doctors and nurses (20,69,70).

A significant increase in knowledge domains among providers occurred across a variety of session formats,
duration, and targeted trainee level (20,69,70). Healthcare providers occupy a dual role of student and
teacher, and, when acting as the latter, increase patient and caregiver preparedness to provide palliative care
(73). Beyond doctors and nurses, other members of palliative care teams, such as social workers, also
require formal training to navigate the challenges of medical communication, psychosocial counseling, and

complex social-cultural beliefs about end-of-life care and death (79).

Policy
Prior to 2021, Nigeria did not have a national policy governing palliative care, compared to other African
countries such as Uganda, Kenya, Zimbabwe, South Africa, Cote d’Ivoire, Rwanda, and Tanzania who had
integrated palliative care into broader government healthcare policies (7). A national strategic plan
mobilizes resources to support implementation, education, and medicine availability (80). In particular, a

reliance on external funding and lack of palliative care coverage in the National Health Insurance Scheme
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places significant financial constraints on healthcare institutions and patients (7,78). In some instances,
healthcare providers have used their own money to pay for patients’ palliative care treatment (74).
(Although Nigeria released a National Policy and Strategic Plan for Hospice and Palliative care in 2021,
none of the studies in this scoping review referenced or evaluated its implications. The relevance of this

policy will be further explored in the discussion).

Vitality
The Hospice and Palliative Care Association of Nigeria was established in 2007 to connect professionals
and advocate for the expansion of palliative care services (12). However palliative care services are not
recognized as a sub-specialty in Nigeria, which limits opportunities for formalized training or continuing
medical education (12). This lack of professional validation acts as a compounding barrier to program
initiation, implementation, and expansion. Furthermore, there are unique ethical and emotional challenges
encountered by palliative care professionals who could benefit from structured debriefing sessions to

mitigate burnout (33,78,79).

Discussion

This scoping review demonstrates an extensive study of Nigerian knowledge, attitudes, and practices of
palliative care across multiple domains and stakeholder populations; however, literature supporting

effective palliative care implementation remains limited.

The majority of studies were cross-sectional and qualitative designs and reflects a field that is still in the
nascent stages of evidence generation, where descriptive and exploratory methods are needed to guide
understanding of palliative care service gaps. The low number of interventional or experimental studies
indicates a need for more rigorous evaluation of palliative care models in Nigeria and their effectiveness.

The geographic distribution of studies illustrates a regional imbalance.
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Most studies are concentrated in the southwest and southeast. The limited number of studies from the
northwest and north central and the absence of studies from the northeast indicates a gap in geographic
representation raising concerns about how well the current evidence being generated reflects national

palliative care needs.

Implications for Policy, Practice, and Research
This scoping review was strongly needed to identify the gaps in palliative care delivery given emerging
evidence of a widening global disparity in palliative care need and capacity, particularly across Africa. It
contributes to a greater understanding of the needs of patients, caregivers, and healthcare professionals,

informing future research to develop innovative, context-sensitive approaches to palliative care in Nigeria.

Policy and Health System Implications

To date, no systematic appraisals of palliative care literature in Nigeria have been published. Prior reviews
of palliative care in Africa have identified similar findings to those presented here (4,7). Continent-wide
barriers to palliative care services are also seen in Nigeria, namely limited knowledge of palliative care
among healthcare providers, patients, and caregivers, low medicine availability, unsatisfactory end-of-life
communication, inadequate training, and a lack of governmental policy and funding (4,7,25). Little progress
in Nigeria has been made to effectively address these barriers through evidence-based interventions,

inciting new urgency to strengthen palliative care efforts.

In 2025, Nigeria was characterized as ‘progressing’ in the global classification of palliative care
development according to World Health Organization indicators (81). This signifies the initiation of

palliative care development, but initiatives are inconsistent and isolated in their implementation (88).
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Compared to African counterparts, Nigeria was ranked ninth, behind Uganda, South Africa, Malawi,

Kenya, and Rwanda who earned an ‘established’ status (81).

External progress in palliative care efforts have been stymied by a lack of effective implementation. Most
recent evidence demonstrates an increase in public and private palliative care units throughout the country,
with an additional five institutions established as of 2023 (16). Despite the increase in quantity, the quality
of palliative care delivery continues to face significant challenges. There is lack of physical space for
treatment and consultation, technology for appointment scheduling, and high patient to staff ratios (21).
Achieving expanded access to palliative care services will require coordinated, multi-level interventions

across community, hospital, academic, and governmental sectors.

A 2024 World Innovation Summit for Health (WISH) and World Health Organization report on global
palliative care progress proposes multi-level interventions, to address measures for effective
implementation as well as quality monitoring systems for sustained accountability (82). Based on our
findings and in light of the Harding et al. report, we provide aligned recommendations to be considered in

improving palliative care access in low-resource settings globally (Table 3).

Bold strategies in national policies to establish a hospice unit in every oncology facility and integrate
palliative care education into health professional education have fallen short (15). Federal policy that is
focused on increasing access to palliative care services through workforce training, research, and locally-
informed, public education initiatives is required. Such policies would help guide national priorities and
standardize services across Nigeria. It could also mobilize resources, such as pain medications, ensuring
that treatment is more accessible, affordable, and aligned with international best practices. Of course,
dedicated funding mechanisms to support federal policy are essential. While inclusion of palliative care

within the National Health Insurance Scheme to improve affordability and access is a start, given that less



20
PALLIATIVE CARE IN NIGERIA

than 5% of Nigerians are enrolled in the National Health Insurance Scheme and most rely on out-of-pocket

payments, alternative financing strategies that are feasible and equitable are needed (83).

Clinical and Educational Implications

The implementation of institution-wide protocols is also needed to reduce variability in practice and
improve patient outcomes at the facility level. Institution-wide protocols should include the establishment
of clear referral pathways to improve early identification of patients who would benefit from palliative care,
routine pain assessments with validated tools such as the World Health Organization’s Pain Ladder or the
Edmonton Symptom Assessment Scale, opioid stewardship programs that promote safe prescribing

practices, and structured, multidisciplinary family meetings to aid with end-of-life planning.

Beyond institutional programs, public-health-oriented approaches to palliative care services delivery is
necessary to broaden community engagement. Home-based palliative care delivery was the primary method
of community engagement linked to Nigerian hospital-based programs (14). While this was shown to be
effective, there is opportunity to enhance such programs. In South Africa, community health workers were
incorporated into home-based palliative care programs to provide caregiver education, medication
management, and culturally-appropriate care (84). The utility of public-health strategies to guide end-of-
life discussions, improve palliative care awareness, dispel misconceptions, facilitate care referral, and

support medical access are under-studied components which warrant future attention.

The recognition of palliative care as a sub-specialty has profound implications for capacity building and
implementation. Key indicators to evaluate the progress of palliative care development in Africa are
recognition as a sub-specialty and integration in undergraduate medical curriculum (85). Realization of
these standards is yet to be achieved, but is supported by advocacy efforts from the Association for Palliative

Care in Africa (86).
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Education about the role of palliative care services as early as undergraduate medical training supports an
unique understanding of the importance of palliative care multidisciplinary team members and supports
application of palliative care concepts across all future specialties (87). Kenya, South Africa, and Uganda
are leaders in palliative care education development in Africa, going so far as to certify it as a testable
subject in South Africa and Uganda (88). Multiple African countries incorporate palliative care into
undergraduate medical and nursing curricula; however the details and sustainability of these programs is
unknown (4). Universal healthcare provider education in palliative care not limited to the specialists is

needed to facilitate enhanced referral pathways (74).

The education interventions reviewed in this study lacked clinic-based learning and continuing professional
education varied widely among palliative care teams. This gap is critical to address because knowledge
transferred effectively among healthcare workers within each institution is necessary to sustainably

maintain an educated workforce and ensure program longevity.

Professional certification in palliative care services for multiple professionals and disciplines can ensure
consistent quality of care among specialists. Certification has been validated in correlation with
standardized test scores and clinical performance (89). In Europe, palliative medication is increasingly
recognized as a specialty or sub-specialty through formalized certification programs, leading towards an
ultimate mandate of certification prior to clinical practice (90,91). At this time, a certification is not required

to practice palliative care in any African country (4, 86).

Professional validation also supports national organization among these specialists which can support
collaborations for the advancement of the field both clinically and academically (92). Collaboration further
strengthens advocacy efforts to demand governmental support for essential resources (93). The Hospice

and Palliative Care Association of Nigeria has made instrumental progress in advocating for palliative care
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access and health professional training through public and private partnerships (16). As the demand for

palliative care services continues to rise, professional organization of palliative care across Africa is critical.

Research Priorities and Evidence Gaps

This review highlights future priorities to advance research development in palliative care. Existing
evidence was dominated by observational studies, with few interventional studies and only one randomized
controlled trial. Notably, no studies specifically examined community engagement or public-health-
oriented palliative care, despite the importance of these delivery methods in low-resource environments.
This requires a deliberate shift toward interventional-focused research to test strategies which address gaps
identified through observational work. As implementation of palliative care services expands to improve
care delivery, medication availability, and education, high-quality research to evaluate program

effectiveness and guide iterative improvements is critical.

Strengths and Limitations

Included databases were searched from inception and some findings may no longer be accurate in light of
recent advancements. All efforts were made to delineate these discrepancies within the context of more
recent studies. As this was the first scoping review dedicated to palliative care in Nigeria, the intent was to
capture all existing peer-reviewed literature on the topic. Grey literature, abstracts, editorials, conference
proceedings, articles submitted but not accepted for publication, non-English publications were excluded.
The exclusion of these diversified studies narrows the comprehensiveness of the search, but was
implemented to support quality control of the reported results. Furthermore, it is recognized that all
activities related to palliative care implementation, interventions, or policy may not be reported or published
in peer-reviewed journals due to limitations in regional research capacity. Additional systematic reviews in

the future would be beneficial to identify progress in palliative care research and delivery.

Conclusion
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This scoping review provides a comprehensive look at palliative care in Nigeria, identifying the knowledge,
attitudes, and practices among patients, caregivers, and health professionals and a thematic analysis of the
pillars of palliative care services. Findings demonstrate a limited awareness of palliative care, poor pain
management, little to no end-of-life planning, cultural norms that shape end-of-life communication, and the

absence of national policy and institutional protocols to aid with delivery of care.

Yet, despite these limitations, there remains a strong interest in improving palliative care services delivery
in Nigeria. This scoping review points to several necessary factors. At the individual and institutional level,
provider training and implementing institution-wide protocols that include early identification of patients,
routine pain assessment, and structured referral pathways are needed. At the state and federal level, policies
that support palliative care are needed to guide national priorities, mobilize resources, and ensure equitable
access to essential medicines and services. Demonstrable and measurable change is urgently needed to
guarantee that all Nigerians with life-limiting illness receive dignified, consistent, and humanizing care that

relieves suffering and improves quality of life.
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Study Year Methods |Population Study aims Measures Main findings
Physicians (n=44)
and nurses (n=54) |To understand
working at Ile-Ife  |how health
Hospital in professionals The majority of the Nigerian healthcare workers in this
Cross- Southwestern understand and | Self- study do not formally inform their patients about their
Adamolekun sectional |Nigeria for at least 5 |communicate developed prognosis, although more than half believed they
(26) 1997 (survey) |years about death questionnaire |should.
Nurses, doctors, To evaluate the
Quasi- pharmacists, and impact of pain
experime |physiotherapists management
ntal (n=715 pre-test, 700 |training on the |Knowledge
design post-test) at knowledge and |and Attitudes
with Obafemi Awolowo |attitudes of Survey
pretest University Teaching |healthcare Regarding There was a significant increase in pain knowledge
and post- |Hospital workers and Pain; Hospital |after participation in the two-day education program.
Adenekan et test opioid opioid Hospital net opioid usage increased following the
al (68) 2019 measures utilization utilization intervention.
To assess the
knowledge and
attitude of
patients and
relatives to PC
and the Most participants did not know what PC was yet
Cross- Patients (n=69) and |challenges in Self- believed hospice should be established in Nigeria. Over
Adenipekun sectional |family caregivers administering  |developed half of participants agreed hospice aligned with
et al (27) 2005 (survey) |(n=61) PC questionnaire [Nigerian values and preferred hospice to home care.




Study Year Methods |Population Study aims Measures Main findings
To evaluate PC
knowledge,
Pharmacists at attitude and
University College |involvement of
Hospital (n=58), hospital
Obafemi Awolowo |pharmacists in
University Teaching |tertiary Self-
Hospital (n=37), and |healthcare developed
Adisa & Cross- Federal Medical institutions in  |questionnaire |Knowledge of PC was inadequate among the majority
Anifowose sectional |Center Abeokuta Southwestern  [using 5-point |of hospital-based pharmacists despite most having
(28) 2019 (survey) |(n=15) Nigeria. likert scale previous interactions with patients requiring PC.
To identify
preferences and
expectations for
Patients with a primary PC
serious illness among people
(n=21), family and their
caregiver (n=15), families living
nurses (n=7), with serious
physicians (n=3), illness and the Patients and familial caregivers strongly desired
Cross- and community readiness of support to improve EOL care. Although a trusting
sectional |healthcare workers |primary HCPs to |Semi- relationship is already established with primary care
Afolabi et al (qualitativ | (n=2) in Ibadan, deliver primary |structured providers, primary care is insufficiently resourced to
29) 2022 e) Nigeria PCin Nigeria |interviews manage specific issues that arise with terminal illness.
To characterize
the attitude of  |Self-
Community the Nsukka developed
members living in ~ |community questionnaire
Nsukka, Enugus regarding end of |using a 4-
Cross- State, Nigeria life planning and |point likert Gender, ignorance, religion, fear of death, marital
sectional |(n=577 survey; the factors scale; Focus [status, age, and educational attainment were the most
Agbawodike (mixed [n=10 in-depth which inform  |group significant factors which influenced attitudes toward
izu et al (30) 2019 methods) |interviews) their beliefs discussions  |EOL planning.




Study Year Methods |Population Study aims Measures Main findings
To understand
attitudes and
perceptions of
Community Nsukka
Cross- members living in  |community Most participants were not willing to participate in
sectional |Nsukka, Enugus members toward EOL planning, but thought EOL planning would be
Agbawodike (qualitativ | State, Nigeria end of life Focus group [useful to avoid problems for their remaining family
izu et al 31) 2019 e) (n=80) planning discussions  [members after death.
To investigate
the role of social
work and the
challenges
social workers
encounter in
Healthcare workers |providing
Cross- with experience services to Social workers provide important support along the
sectional |working with patients with cancer continuum. The profession faces challenges
(qualitativ | metastatic breast metastatic breast | In-depth with standardized certification, training, and inadequate
Agha (32) 2022 e) cancer (n=12) cancer interviews staffing.
Documentary
analysis,
PC team members; participant
doctors (n = 10), observation,
nurses (n = 7), social and
workers (n =2), To identify PC  |ethnographic
physiotherapist services interviews
Longitudi |(n=1), and available and analyzed
nal pharmacist (n=1) how these are  |using
(ethnogra |working at a tertiary |organized in Spradley’s PC was focused on adult patients and organized as
phic care hospital in hospital in framework for |family meetings, in- and outpatient consultation, and
Agom et al observatio | Southeastern Southeastern ethnographic |weekly home visits. The PC team worked in two shifts
33) 2019 ns) Nigeria Nigeria data analysis [from 7:00-19:00.




Study Year Methods |Population Study aims Measures Main findings
To explore the
influence of
healthcare
PC team members |delivery
(n=11), oncology organization and
healthcare workers |social networks
(n=9), patients on the utilization
(n=10), and family |of oncology and
Cross- members (n=10) at a|PC services at a Main themes were dysfunctional organization of the
sectional |tertiary care hospital |hospital in Semi- healthcare system, financial barriers to access to care,
Agom et al (qualitativ |in Southeastern Southeastern structured and strong community influence for traditional
34 2020 e) Nigeria Nigeria interviews medicine
Documentary
analysis,
participant
PC team member observation,
(n=11), oncology and
HCPs (n=9), nursing ethnographic
administrator (n=1), interviews PC providers received little formal education in PC and
Longitudi |patients (n=10), analyzed PC is not integrated into healthcare worker training.
nal family members To identify the |using There was a gap in communication about disease and
(ethnogra |(n=10) at a tertiary |factors affecting |Spradley’s prognosis by healthcare workers leading patients and
phic care hospital in education in PC |framework for [family members to feel inadequately informed and
Agom et al observatio | Southeastern and the impact |ethnographic |dependent upon the medical team to make treatment
35) 2020 ns) Nigeria on PC systems |data analysis [decisions.
Documentary
analysis,
Patients receiving participant
PC (n=10), PC team observation,
members (n=11), and
Longitudi |and hospital To describe the |ethnographic
nal administrators (n=5) |impact of the interviews
(ethnogra |at a tertiary care physical analyzed The physical environment plays a key role in the
phic hospital in environment on |using provision of PC and inadequate infrastructure,
Agom et al observatio | Southeastern PC and EOL Spradley’s equipment, and PC staff negatively impacts HCPs,
(36) 2022 ns) Nigeria care provision |framework for |patients, and families.




Study Year Methods |Population Study aims Measures Main findings
ethnographic
data analysis
Extracted data
included
author(s),
publication
year, country,
title,
Included 43 papers: |To summarize |methodology,
original research barriers to PC  |objectives, Barriers to PC delivery in Africa were provider
Agom et al Systemati [(n=34), reviews delivery in and key education, low community awareness, funding, and
™ 2021 ¢ Review |(n=9) Africa findings EOL communication.
Palliative and
oncology nurses
(n=10), doctors
(n=8), social
workers (n=2),
pharmacist (n=1),
physiotherapist
(n=1), patients
(n=8), family To identify Key themes identified were poor collaboration among
Cross- members (n=8) ina |organizational interdisciplinary specialties leading to delayed referral
sectional |tertiary hospital in  |enablers and Semi- to PC, healthcare workers providing financial support
Agom et al (qualitativ | Southeastern inhibitors of PC |structured to patients, and self-motivation of PC providers to
(74) 2020 e) Nigeria delivery interviews conduct home visits.




Study Year Methods |Population Study aims Measures Main findings
Documentary
analysis,
To examine how |participant
patients, their ~ |observation,
Patients receiving  |families, and and
PC (n=10), family |health care ethnographic
members (n=10), PC|professionals interviews
Longitudi |HCPs (n=11), and |interpret the analyzed
nal oncology HCPs meaning of their |using Religious beliefs had a dominant influence on
(ethnogra |(n=8) at a tertiary |life-limiting Spradley’s healthcare professionals, patients, and family member
phic care hospital in illnesses and the |framework for |beliefs about life-limiting illness. PC was therefore
Agom et al observatio | Southeastern impact of this on |ethnographic |viewed negatively within this cultural context that held
(75) 2019 ns) Nigeria PC utilization  |data analysis |[strong faith in God's will and capacity to heal.
Palliative
Care Quiz for
Healthcare workers |To characterize |Nursing
(n=348) in public healthcare (PCQN) and
secondary and professional Frommelt Several misconceptions about the role of PC were
tertiary health knowledge, Attitude identified; specifically that PC is used for prolongation
facilities offering attitudes and toward Care [of life and is disease-oriented rather than intended for
Cross- HIV care in Abuja, |practice of PC |of the Dying |the quality of life of the patient. Marital status, nursing
Ajisegiri et sectional |Federal Capital for people living |(FATCOD)  |profession, and higher education were associated with
al (37) 2019 (survey) |Territory, Nigeria  |with HIV/AIDS |questionnaires |greater knowledge about PC.
Hospital
administrators
(n=17) in public To examine the
secondary and PC services One-third of health facilities had a PC team, although
tertiary health available to only half of these had dedicated funding. Spiritual and
facilities offering patients living bereavement support was available in some institutions.
Cross- HIV care in Abuja, |with HIV/AIDS |Semi- Health facilities had excellent referral systems for
Ajisegiri et sectional |Federal Capital in Abuja, structured employment and additional social services for people
al (76) 2021 (survey) |Territory, Nigeria  [Nigeria interview living with HIV/AIDS.




Study Year Methods |Population Study aims Measures Main findings
Self-
developed
questionnaire,
Together for
Short Lives
(TfSL) tool
was used to
categorize
To assess the respondents' | The majority of patients had conditions characterized
Hospitalized need for PC conditions as palliative, although less than one-quarter had any
Cross- patients at Lagos services among |into Palliative [advance care plan. Cancer was the most frequent PC
Akodu et al sectional |University Teaching |admitted or Non- condition identified, followed by trauma,
() 2024 (survey) |Hospital (n=129) patients palliative hemoglobinopathy, kidney failure, and heart failure.
Medical doctors
(n=95) who attended | To evaluate
the Continued medical doctors' According to the survey grading systems, 10.5% had
Medical Education |knowledge on good knowledge of pain management. Years of
meeting of the morphine experience and familiarity with the World Health
Cross- Nigerial Medical utilization for  |Self- Organization guidelines correlated to higher scores.
Ayodapo et sectional |Association in cancer-related  |developed Less than one-third had ever received formal education
al (38) 2021 (survey) |Kebbi State pain questionnaire |[in pain management.
To evaluate
Religious leaders knowledge of
and seminarians PC among There was overall low awareness of PC among
Badru & Cross- (n=302) from 10 religious leaders |Self- religious leaders and seminarians. Less than one-third
Kanmodi sectional |religious centers in |and seminarians |developed had ever heard of PC, however for those that did three-
39) 2017 (survey) |Ibadan, Nigeria living in Ibadan |questionnaire |quarters correctly identified its meaning.
To assess the
knowledge,
Adults aged > 60 attitude and EOL planning mainly consisted of logistical issues
Cross- years seen as beliefs about such as will creation, funeral preparation, and family
sectional |outpatients (n=34) at|EOL issues leadership succession plans while healthcare
Cadmus et (qualitativ |a geriatric center in |among geriatric |Focus group [preferences in advance directives were not discussed by
al (40) 2019 e) Oyo State, Nigeria |persons discussions  [any participants.




Study Year Methods |Population Study aims Measures Main findings
To evaluate
knowledge and
Adults aged > 60 attitude toward
years seen as EOL planning The majority of participants had not previously heard
outpatients (n=204) |and advance about PC. Participants stated EOL preferences to be
at a geriatric center |directives cared for at home and to have autonomy over EOL
Cross- at University among the Self- decisions. The majority also did not wish to participate
Cadmus et sectional |College Hospital in |geriatric developed in EOL planning as this was seen as something not
al (41) 2024 (survey) |Ibadan, Nigeria population questionnaire |currently relevant to them or taboo.
Ethical
analysis
To define the performed
ethical issues according to  |Key ethical concerns associated with physiotherapy in
encountered by [principles of |terminally ill patients were appropriate timing of
Chigbo, physiotherapists [autonomy, referral, communication about prognosis and treatment
Ezeome, in the care of beneficence, |expectations, unclear end point of therapy,
Onyeka, Systemati terminally ill nonmaleficenc [consideration of cultural beliefs, and the closeness of
Amah (78) 2015 c Review |Included 12 studies |patients e, and justice [the patient-physiotherapist relationship.
Physicians (n=12),
nurses (n=7),
pharmacists (n=4),
psychiatrists (n=2), |To assess the
Cross- and physiotherapists |knowledge and |Self-
sectional |(n=2) who attended |attitudes developed Challenges associated with PC provision were the
(pre-test |an online PC regarding PC in |questionnaire |emotional burden of caring for patients with end-stage
Doobay- before training program at |healthcare with open- cancer, inadequate pain management, and difficulty of
Persaud et al training |Lagos University professionals in [ended managing co-morbidities such as dementia or other
42) 2023 program) |Teaching Hospital |Nigeria questions mental illness in terminally ill patients.
To assess Overall respondents had low knowledge about PC.
Nurses (n=415) professional Factors associated with increased knowledge were
Cross- working in public  |nurses' Palliative participant age, educational certification, and working
Eleke et al sectional |and private hospitals |knowledge Care Quiz for [in a public hospital. Notably, duration of nursing
43) 2020 (survey) |in Southeast Nigeria |regarding PC Nursing experience was not associated with PC knowledge.




Study Year Methods |Population Study aims Measures Main findings
To evaluate the
prevalence of
Patients receiving  |pain and the Pain was reported by almost one-third of all
HIV care (n=210) at |effect on quality (Brief Pain participants, most commonly located in the low back,
Ettah, Cross- Uyo Teaching of life among Inventory head, or knees. Pain management was found to be
Edoho, Kalu sectional |Hospital in Akwa  |patients living |(BPI) inadequate and affected patients' quality of life
44) 2023 (survey) |Ibom State, Nigeria |with HIV questionnaire |[particularly related to work and activity.
Healthcare workers |To determine The understanding of PC to be about the management
(n=170) at Ekiti the knowledge of dying and appropriateness for terminally ill patients
State University and attitudes of was high among participants. The use of morphine at
Cross- Teaching Hospital |healthcare Self EOL significantly varied between doctors and nurses,
Fadare et al sectional |in Ado-Ekiti, professionals developed as doctors interpreted this to improve quality of life and
(45) 2014 (survey) |Southwest Nigeria |towards PC questionnaire [nurses thought opioid utilization hastened death.
Nurses (n=100) at | To evaluate the Overall understanding of PC was high among surveyed
Ekiti State knowledge and nurses. The majority correctly identified PC to be about
University Teaching |attitudes of the care of the dying, that dying is a normal process,
Cross- Hospital in Ado- professional Self and that all terminally ill patients could require PC.
Fadare et al sectional |Ekiti, Southwest nurses regarding |developed Pain management and clear EOLdecision making and
(46) 2014 (survey) |Nigeria PC questionnaire [planning were identified as aspects of a good death.
Frommelt
Nurses (n=213) Attitude Care
caring for terminally | To assess of the Dying
ill patients in the attitudes toward |and Death
convalescent death and caring | Attitude Most nurses held a negative viewpoint towards death
Cross- facilities of a tertiary | for terminally ill |Profit— and caring for terminally ill patients which was
Faronbi et al sectional |teaching hospital in |patients among |Revised associated with participant age, working experience,
47) 2021 (survey) |Southwest Nigeria |nurses questionnaires [and hospital ward location.




Study Year Methods |Population Study aims Measures Main findings
Determine the
pain assessment
and
management Nurses had a high level of awareness of pain
Surgical and critical |practices of assessment and management practices however barriers
Cross- care nurses (n=148) |surgical and Self to practice were high including workload, insufficient
Hantsi et al sectional |at Specialist critical care developed documentation, lack of protocols, time-consuming use
(48) 2022 (survey) |Hospital Sokoto nurses questionnaire [of pain assessment tools, and lack of education.
Investigate the
knowledge, Majority of participants were unaware of PC, but many
perceived saw its potential benefits. Predictors of knowledge
barriers, and included education, occupation, religion, having fewer
facilitators children, type of residence, income. Barriers to PC
WLWH in twelve  |influencing PC included negative HC worker attitudes, perceived high
Idemili- Cross- HC facilities integration into |Self cost, and limited decision autonomy could hinder
Aronu et al sectional |throughout Nigeria |routine HIV care|developed integration. Facilitators included affordability,
(49) 2024 (survey) |[(n=787) HC settings questionnaire [physician recommendations, and perceived necessity.
Nurses working at  |Examined the
the University of knowledge and
Cross- Nigeria Teaching practice of Self Most respondents knew EOL care as care for the dying,
Ingwu et al sectional |Hospital, in Enugu |EoLC among developed but inadequate manpower and lack of experience
(50) 2016 (survey) |[(n=130) nurses questionnaire |negatively influenced practice.
Quasi- Nurses from To evaluate the
experime |medical-surgical effect of online
ntal (n=45), gynecology |PC education
design (n=22), and course on nurses
with pediatrics (n=34) knowledge of
pretest units/wards of PC among There was no significant association between
and post- |Rivers State hospital-based |Palliative sociodemographic characteristics and PC knowledge
Jack et al test University Teaching |nurses in tertiary |Care Quiz for |pre-intervention. Nurses' knowledge increased after the
(69) 2023 measures |Hospital hospital Nursing PC education.




Study Year Methods |Population Study aims Measures Main findings
Document
Yoruba
perspective on In Yoruba culture, death carries spiritual, physical, and
death, cultural social significance, and EOLdecisions are influenced
beliefs about by relationships with significant others and a hierarchy
EOL decision of authority (typically oldest male child, religious
Cross- making, factors leaders, or legal practitioners). Socialization, gender,
sectional |Elderly Yoruba influencing it patriarchy, religion, and tradition shape advance
Jegede et al (qualitativ |residents in Ibadan |and ethics In-depth directive practices, while ethics committees play roles
(51) 2016 e) City, Nigeria (n=20) |committee role |interviews in awareness, advocacy, and resource allocation.
Oncology in- Assess PC needs
patients and of
Cross- caregivers in two patients/families |Self The most common needs of patients were information
Ndiok et al sectional |tertiary health living with developed regarding treatment possibilities and side effects,
(52) 2018 (survey) |institutions (n=547) |cancer questionnaire |diagnosis, testing, and physical symptoms.
Examine the
effect of home
visiting and Participants agreed that visiting cancer patients would
evaluate needed ease many problems commonly encountered by
Cross- Nurse managers and [resources for Focus group [patients following diagnosis of cancer, including
sectional |cancer in-patients in |instituting a discussion, In- |psychological, financial, and emotional problems.
Ndiok et al (qualitativ |two teaching home visiting  |depth Needed resources included hospital policies, adequate
(53) 2019 e) hospitals in Nigeria |program interviews staff strength, staff commitment and funding.
Identify barriers
and benefits in
establishing a Barriers included lack of hospital policies about PC
Stakeholders (n=4) |model for activities, cultural influences, denial or rejection of
Cross- and nurse managers |integration of diagnosis by patients, inappropriate attitude of HCP,
sectional |(n=19) from two PC of cancer patients failing to keep appointments, and finances.
Ndiok et al (qualitativ |tertiary health patients in daily |In-depth Benefits of the model were twofold: hospital outcomes
54) 2021 e) institutions clinical practice |interviews and patients/family outcomes.




Study Year Methods |Population Study aims Measures Main findings
To review
practice of PC
medicine in
developing
countries and
the challenges in
providing PC The challenges of PC practice are due mostly to lack of
services is government policy, funding, manpower, availability,
Ndukwu et South-South and acceptability of opioids, especially morphine for
al (12) 2021 Review |Not applicable Nigeria Not applicable | proper pain management.
Explore health- Participants reported challenges with BPM which
seeking contributed to poor management of chronic pain and
practices and encouraged utilization of herbal remedies. While some
PWUD who had utilization of found herbal remedies to be helpful in relieving pain,
sought care for ethnomedical others experienced adverse reactions and sought
Cross- chronic non-cancer |therapies for emergency medical services for this reason. The choice
sectional |pain in public chronic pain between BPM and herbal remedies is shaped by
Nelson et al (qualitativ | hospitals in Uyo, management In-depth structural inequality and the wider context of medical
(56) 2024 e) Nigeria (n=26) among PWUD |interviews pluralism.
Explore how
PWUD
experience and Stigma seen as a normal feature of healthcare and
PWUD who had respond to positions chronic non-cancer pain patients who were
sought care for stigma in PWUD as illegitimate subjects undeserving of care.
Cross- chronic non-cancer |biomedical Stigma was seen as expected and often tolerated by
sectional |pain in public chronic non- PWUD due to its ubiquity. However, participants
Nelson et al (qualitativ | hospitals in Uyo, cancer pain In-depth responded to intolerable stigma through various acts of
(55) 2024 e) Nigeria (n=26) management interviews resistance, including dropping out of care.




Study Year Methods |Population Study aims Measures Main findings
Determine the
knowledge of
PC among
medical interns
Medical interns and determine
rotating through the |the effect of a
Quasi- various departments |structured
experime |of the Usmanu educational
ntal (pre- |Danfodiyo intervention on
and- University Teaching |improvement of |Pre- and
Nnadi et al posttest) |Hospital, Sokoto their knowledge (posttest Following an educational intervention, PC knowledge
(70) 2016 design (n=49) levels. questionnaire |[levels improved significantly.
Examine how
ICTs are being
used to share
information
among
medical/parame
dical team, the
sick and with
Medical families/relative Doctors reported using mobile phones to link their
practitioners s and other clients more than other technologies, but
involved in PC at stakeholders for relations/families of patients reported using a wider
Cross- the University the purpose of range of technologies to link doctors. Mobile phones fit
sectional |College Hospital, managing Semi- the working environment in PC where nurses and
Nwagwu et (mixed |Ibadan, Nigeria patients with structured doctors move around constantly and collaborate
al (57) 2013 methods) |(n=50) advanced cancer |interviews extensively.
Examine Though the majority of patients wanted to know their
Cancer patients that |attitudes of diagnosis, not all were informed of the diagnosis by
at the University of |cancer patients their doctors. Over half of participants wanted to be
Cross- Nigeria Teaching on disclosure of |Self informed of a bad prognosis, but only a small minority
Nwankwo et sectional |Hospital, Enugu cancer developed was informed. Close to half of patients did not know
al (58) 2013 (survey) |State (n=244) information questionnaire [what cancer meant.




Study Year Methods |Population Study aims Measures Main findings
Explore views
of terminally ill
patients on:
HCPs
prognostic
information
communication
practice,
communicators
of prognosis to
them, and the
Terminally ill condition under HCPs do withhold prognostic information of terminally
patients at a which HCPs ill patients while some communicate it with high
Cross- tertiary/teaching communicate optimism (God’s miracle for a cure despite their life-
sectional |hospital in Enugu  |prognostic ending prognoses). Communication mostly done by
Nwodoh et (qualitativ | State, South East information to  |In-depth doctors whereas nurses and patient relatives did it
al (59) 2018 e) Nigeria (n=15) them interviews occasionally.
Describe the
preferences of
terminally ill
patients Two themes emerged including prognosis information
Terminally ill regarding the provision needs (preference for knowing prognosis and
patients at a provision of fostering hope with information giving) and prognosis
Cross- tertiary/teaching information on information sharing preferences (whom to receive
sectional |hospital in Enugu  |their disease Semi- information and whom to provide information). Most
Nwodoh et (qualitativ | State, South East prognosis by structured of them would prefer that they and or their relatives are
al (60) 2020 e) Nigeria (n=15) HCP interviews informed of their prognoses.




Study Year Methods |Population Study aims Measures Main findings
Develop an
understanding of
the concept of
caring in the
Nigerian
cultural context
and present the
meanings and
expectations of
caring and the
resulting
Patients (n=12), transformative
nurses (n=9), 3 theory of
Cross- physicians (n=3), practice for
sectional |and 5 relatives (n=5) | persons living Cancer PC in Nigeria is best exemplified through the
Nwozichi et (qualitativ |at a PC unit in with cancer in  [In-depth processes/themes
al (61) 2019 e) Nigeria Nigeria interviews of “knowing,” “revealing,” and “humanizing.”
Assess
knowledge and
Clinical attitude of
physiotherapy clinical Almost all respondents displayed a favorable attitude
undergraduates from [undergraduates towards PC. There were significant associations
10 purposively of physiotherapy between knowledge and university of respondents,
Cross- selected universities |in Nigerian Self knowledge and attitude of respondents, attitude and age
Odetunde et sectional |across Nigeria universities developed of respondents, as well as attitude and geopolitical zone
al (62) 2022 (survey) |[(n=281) towards PC questionnaire [of origin of respondents.
Evaluate the
impact of the
first session of
the training
program on
HCPs'
Cross- knowledge, The training had a positive impact on knowledge,
sectional |HCPs across skills, attitudes, [Pre-and skills, and attitudes. Confidence in providing EOL care
Ogbenna et (mixed |hospitals in Nigeria |and confidence |posttest and in prescribing medication to relieve symptoms at
al (20) 2022 methods) |(n=35) in PC questionnaire |[the end of life increased.




Study Year Methods |Population Study aims Measures Main findings
Determine the
impact of virtual
trainings in
Longitudi primary PC on
nal HCPs’ attitudes,
education knowledge,
al HCPs across skills and plans |Pre- and HCPs in Nigeria demonstrated increased knowledge
Ogbenna et program |hospitals in Nigeria |to implement posttest and confidence in providing PC as a result of an
al (71) 2024 evaluation|(n=35) and deliver PC  |questionnaire |adapted virtual training programme
HCP who are
directly involved in While nearly half of HCPs strongly agreed that cancer
the management of  Evaluate the patients require pain relief only 40% routinely
cancer patients at knowledge and conducted pain assessments among cancer patients.
the Ahmadu Bello  practice of Over half were only treated when patients complained
Ogboli- Cross- University Teaching cancer pain Self of pain. Less that a quarter of HCPs used strong
Nwasor et al sectional |Hospital, Shika, management developed opioids. The majority of HCPs had no formal training
(63) 2013 (survey) |Zaria (n=82) among HCP questionnaire [on pain management.
PC in Nigeria must be integrated into the health system
and tailored to local sociocultural, spiritual, and
familial contexts. Support for home-based care,
provider training, standardized policies, and culturally
sensitive communication are essential to improve
Ogunkorode Book quality of life and prevent unnecessary suffering at the
et al (80) 2019 Chapter |Not applicable Not applicable [Not applicable |end of life.
Nurses and nursing
students (n=401) To study nurses’
working in perceptions on
secondary the benefits,
healthcare drawbacks, and
institutions (88.9% |their roles in Self-
public, 96.9% initiating and developed Public healthcare nurses had a more favorable opinion
Cross- private) in in implementing  |questionnaire |of advanced directive benefits than private healthcare
Ojedoyin et sectional |Ibadan, Oyo state, |advance using 5-point |nurses. Christian nurses were less likely than Muslim
al (64) 2022 (survey) |Nigeria directives likert scale nurses to contest advance directive benefits.




Study Year Methods |Population Study aims Measures Main findings
Obtain insight
into the
perspectives,
perceived self-
efficacy, and Perceived self-efficacy and preparedness of physicians
preparedness of was higher in areas of family involvement, and pain
Cross- newly qualified and symptom management than in areas of breaking
sectional |Newly qualified Nigerian Semi- bad news, prognosis, and diagnosing dying. Influences
(qualitativ |Nigerian physicians |physicians in structured on perceived self-efficacy and preparedness were SES,
QOji et al (65) 2022 e) (n=40) practising PC interviews culture, and religion.
Nurses had a positive perception of death and believed
it was good to care for the dying, that the rights of
patients should be protected, and providers should aim
Nurses at University [To assess nurses'[Self- for peaceful death. Religion, belief, and previous
of Nigeria Teaching |perceptions developed experience with a dying patient and loss of a loved one
Cross- Hospital, Enugu towards the care |questionnaire |were personal factors influencing nurses beliefs.
Okpala et al sectional |State, Nigeria of patients with |using 4-point |Euthanasia and advance directives were source of
(66) 2021 (survey) |[(n=284) terminal illness |likert scale ethical and moral concern
To describe the
cancer patients
receiving home-
based PC, the
Adult cancer services
patients on home-  |delivered, Home-based PC provided pain/symptom relief,
based PC at patient/family caregiver training, and psychosocial support at low
Retrospec |University College |outcomes, and |Medical cost, with high family satisfaction. Challenges included
Omoyeni et tive Hospital, Ibadan perceived records late referral, limited resources, and need for trained
al (14) 2014 cohort (n=60) benefits. reviewed staff.




Study Year Methods |Population Study aims Measures Main findings
Examine effects
of REHCT on
problematic
assumptions,
Experime death anxiety,
ntal with and
pre- psychological
posttest |Community- distress in
randomiz |dwelling cancer cancer patients Improvement in problematic assumptions, death
ed control |patients (n = 32) and |and caregivers anxiety, and psychological distress reduction among
Onyechi et group their family in south-eastern |CPFCAQ, the cancer patients and their family caregivers after
al (72) 2016 design caregivers (n = 52) |Nigeria DAQ, K10 REHCT intervention program
Determine
impact of
psychoeducation [CQoLC scale,
Quasi- program on ZBIl/Caregiver
experime caregivers' Burden Scale,
ntal outcomes Preparedness
design related to for Caregiving
with preparedness to [Scale in
pretest Caregivers of provide care, Palliative The psychoeducation program significantly reduced
and post- |children admitted  |burden of Care, NAFC- [caregiver burden and improved preparedness and
Onyeka et al test for cancer treatment |caregiving, and |C unmet needs, though some decline in caregiver QoL
(73) 2024 measures |(n=180) QOL questionnaire |was observed.
Investigate
provision of Social work PC includes psychosocial support, spiritual
Cross- Cancer patients palliative social guidance, and educational resources. SW encounter
sectional |(n=12) and PC SW |work services |Semi- barriers such as emotional stress, burnout,
Uche et al (qualitativ | (n=6) in southeast |for cancer structured communication gaps, financial constraints, and socio-
(79) 2024 e) Nigeria patients interviews cultural factors




Study Year Methods |Population Study aims Measures Main findings
Explore
Nigerian HCP
concepts of a
good death and Good dying is defined as life completion and dying
Health care how within a community; Barriers include socioeconomic
professionals telemedicine burden, cultural taboos, limited medical access,
Cross- interested in PC, key |technologies and religion—medicine overlap, and poor policy
sectional [stakeholders, and services would implementation; Telemedicine limited by
van Gurp et (qualitativ |telecom company  |fit the current  |Unstructured |infrastructure, though low-tech tele-education seen as
al (67) 2015 e) representatives practice interview feasible.

AD: advance directive; BPM: biomedical pain management;, CPFCAQ: Cancer Patients’ and Family Caregivers’ Assumptions Questionnaire;
CQoLC: Caregiver Quality of Life Index—Cancer; DAQ: Death Anxiety Questionnaire; EOL: end of life, HC: healthcare; HCP: healthcare
professional; K10: Kessler Psychological Distress Scale; NAFC-C: Needs Assessment of Family Caregivers—Cancer; PC: palliative care; PWUD:
people who use drugs; QoL: quality of life; REHCT: rational emotive hospice care therapy; SES: socioeconomic status; SW: social worker; WLWH.:
women living with HIV; ZBI: Zarit Burden Interview
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Table 2. Included study types and designs.

Study Type Number of Studies

Quantitative

Cross-sectional survey 23

Retrospective cohort 1
Qualitative

Interviews or focus group discussions 18

Ethnographic observation 4
Mixed Methods 2

Interventional
Randomized controlled trial 1
Quasi-experimental pre/post-test design | 6

Systematic Review 3

Book Chapter 1
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Table 3. Proposed areas for interventional targets and future scientific inquiry.

Pillar Recommendations for Myriad Stakeholders
Knowledge and Attitudes e Promote community engagement to improve awareness of
palliative care and dispel misconceptions
e Facilitate patient-provider discussions to accurately convey
terminal prognosis and end-of-life care needs
Implementation e C(Create institutional protocols to structure referral pathways
for palliative care referral pathways
e Dedicate physical space for palliative care counselling and
treatment
e Include community and public-health based palliative care
approaches
Medicine Availability e Implement routine pain assessment protocols using validated
questionnaires across healthcare settings
e Establish opioid stewardship programs to ensure safe,
effective, and accessible use of opioids
Education e Integrate palliative care in undergraduate medical and nursing
training through classroom and clinical-based models
e Develop continued professional education programs for
palliative care team members to occur at least semi-annually
Policy ® Review barriers to effective implementation of existing
federal policies
e Allocate public funding to palliative care program
implementation
e Incorporate palliative care within the National Health
Insurance Scheme
Vitality e Recognize palliative care as a sub-specialty at the national
level
e Initiate professional certification programs in palliative care
Research e Support intervention-focused research to evaluate

implementation and education initiatives
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Figure 1. PRISMA diagram.
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