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Introduction
Hospice is a specialized type of care designed to provide comfort 

and support to individuals at the end of life. It focuses on improving 
the quality of life for patients by managing pain, addressing emotional 
and spiritual needs, providing family support, and offering grief 
counseling. Hospice ensures patients live their remaining time with 
dignity and comfort and receive care in familiar and comfortable 
settings, avoiding unnecessary hospital visits and interventions.

Saudi Arabia has a population of approximately 32.1 million.1 
Due to demographic changes such as increased life expectancy and 
decreased fertility rates,2 healthcare needs have increased rapidly. 
These changes have led to a rise in chronic illnesses, notably cancer, 
which is projected to increase significantly by 2030.3

Hospice care was established in Saudi Arabia in 1992 at the King 
Faisal Specialist Hospital. 

Hospice care in Saudi Arabia has seen significant advancements, 
particularly following the Ministry of Health’s (MOH) initiatives 
aligned with Vision 2030. In 2016, the MOH launched the Palliative 
Care/Last Phase Initiative as part of the healthcare transformation 
efforts. This initiative aimed to integrate palliative care services across 
various healthcare system levels, including primary, secondary, and 

tertiary care. By 2018, the first hospice care service was established in 
Riyadh’s Health Cluster 2, marking a pivotal step in providing end-of-
life care within the Kingdom.4

Hospice care is mainly provided in hospitals, palliative care units, 
and home settings in Saudi Arabia. Major hospitals have dedicated 
palliative care teams, including King Fahad Medical City (KFMC), 
King Faisal Specialist Hospital & Research Centre (KFSHRC), and 
other MOH-affiliated centers. Community-based hospice care is 
expanding, and there are increased training programs for home-based 
palliative care.

The Kingdom boasts 15 cancer centers equipped with palliative 
care sections and 21 palliative care units distributed across various 
health clusters. This infrastructure ensures that palliative services are 
accessible to patients throughout the country.5 

Palliative care services have been integrated into all levels of 
healthcare in the Saudi Arabian healthcare system, including primary, 
secondary, and tertiary facilities. This integration encompasses 
inpatient units, consultation services, outpatient clinics, and 
community palliative care teams, ensuring a holistic approach to 
patient care.4 In Saudi Arabia, hospice and palliative care services 
are provided by multidisciplinary teams that focus on improving the 
quality of life for terminally ill patients and their families. The team 

J Cancer Prev Curr Res. 2025;16(2):45‒51 45
©2025 Alshammary et al. This is an open access article distributed under the terms of the Creative Commons Attribution License, 
which permits unrestricted use, distribution, and build upon your work non-commercially.

Hospice care in MOH, Saudi Arabia: current 
situation and challenges

Volume 16 Issue 2 - 2025

 
 

 

1Department of Palliative Care, Comprehensive Cancer Center, 
King Fahad Medical City, Saudi Arabia
2Department of Oncology, Al Hammadi Hospitals Group, Saudi 
Arabia
3Medical School, Dar Alolum University, Saudi Arabia
4Healthcare Clusters Corporatization Director, Health Holding, 
Saudi Arabia

Correspondence: Sami Ayed Alshammary, Department of 
Palliative Care, Comprehensive Cancer Center, King Fahad 
Medical City, Riyadh and Centre for Postgraduate Studies in 
Family Medicine, Ministry of Health, Riyadh, Saudi Arabia, Tel 
996568037020

Received: May 05, 2025 | Published:  May 13, 2025

Abstract

Introduction: Hospice care plays a vital role in enhancing the quality of life for terminally 
ill patients by providing pain management, psychological support, and holistic care. In 
Saudi Arabia, the increasing prevalence of chronic illnesses has emphasized the need for 
structured hospice services. Despite governmental efforts to integrate palliative care into 
the healthcare system, several challenges, such as workforce shortages, funding constraints, 
and cultural barriers, continue to hinder its development and accessibility.

Methodology: This study utilized a survey-based approach targeting all palliative 
multidisciplinary team (MDT) leaders across the Ministry of Health (MOH) health clusters 
in Saudi Arabia. Conducted in December 2024, the survey collected data on hospice service 
availability, MDT composition, the number of hospice centers and beds, opioid accessibility, 
caregiver training programs, and grief support services. Additionally, respondents provided 
insights into hospice care’s challenges, strengths, and future improvement areas.

Results: Findings indicate that hospice services in Saudi Arabia face multiple challenges, 
including a shortage of specialized professionals, insufficient training programs, limited 
funding, and inadequate public awareness. Cultural beliefs and societal reluctance to 
discuss end-of-life care contribute to the underutilization of hospice services. The lack of 
dedicated hospice facilities further strains healthcare resources, forcing patients to receive 
palliative care in general hospitals with limited specialized support. However, strengths 
such as the presence of experienced healthcare professionals, supportive policies, and 
international collaborations provide opportunities for improvement.

Conclusion: To enhance hospice care services in Saudi Arabia, key strategies must include 
expanding hospice infrastructure, integrating palliative care into primary healthcare, 
increasing public awareness, and strengthening professional training programs. Sustainable 
funding models and improved coordination between healthcare sectors will ensure better 
patient outcomes. By addressing these barriers and leveraging available resources, Saudi 
Arabia can significantly improve access to quality hospice care.

Keywords: hospice care, palliative care, saudi arabia, end-of-life care, healthcare 
integration, cultural barriers, funding constraints, workforce shortage
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includes palliative care physicians – Specialists in pain and symptom 
management, leading patient care, general practitioners (GPs), 
providing ongoing primary care for hospice patients, and oncologists, 
who play a crucial role for cancer patients needing palliative care. 
Palliative care nurses are trained to provide comfort care, symptom 
relief, and emotional support. Home healthcare nurses provide in-
home hospice care when hospital visits are impossible. Pharmacists, 
ensure proper medication management, including opioids for pain 
control. Physiotherapists & Occupational Therapists help maintain 
mobility and comfort. Dietitians assist with nutritional needs based on 
a patient’s condition. Social workers provide emotional and financial 
support and assist families with coping strategies. Psychologists & 
counselors offer mental health support for patients and caregivers. 
Religious & spiritual advisors provide religious counseling and 
support based on Islamic teachings. Hospice volunteers offer 
companionship and emotional support and assist with non-medical 
tasks to improve patient comfort.

The Saudi Ministry of Health (MOH) plays a pivotal role in 
developing and providing hospice and palliative care services across 
the Kingdom. In alignment with Saudi Vision 2030, the MOH has 
implemented several initiatives to enhance the quality of life for 
patients with life-threatening illnesses.

The provision of high-quality palliative care is an essential 
component of a comprehensive healthcare system, particularly given 
the aging population and increasing prevalence of chronic diseases.

This study aimed to investigate the current state of hospice 
services in the Kingdom of Saudi Arabia, examining their availability, 
distribution, composition, and capacity to meet the population’s needs. 
Furthermore, it highlights the areas that require further attention 
and strategic planning, as well as the difficulties and challenges in 
providing hospice services in Saudi Arabia.

Methods
The survey included all palliative multidisciplinary (MDT) team 

leaders in MOH health clusters in KSA, conducted throughout 
December 2024, where repeated reminders were sent. A questionnaire 
about hospice services in the Kingdom of Saudi Arabia aims to collect 
data from health clusters. The questionnaire lasts 10 -15 minutes 
and includes information about hospice service availability. List the 
names of the MDT covering the expected length of stay in the hospice. 

Number of hospice care centers/ services and locations within the 
health clusters. Number of hospice beds in each cluster. Palliative 
Medicine fellowship training centers. Name and number of hospice 
MDT for each cluster, availability of weekly meetings with the MDT, 
opioid availability, data record system, and caregiver training program 
provided for hospice residents. Is there a sympathy and grief program 
for the families of the hospice residents? What are the difficulties, 
challenges, strengths, weaknesses, and areas for future improvement 
in providing hospice services within the scientific methodology?

Results
The analysis of palliative care services across different clusters 

highlights notable disparities in workforce availability, infrastructure, 
and training opportunities. The average age of palliative care leaders 
varies from 29 to 65 years, with all clusters except one (Jouf) having 
a designated leader. The number of fellowship-trained palliative care 
professionals also differs significantly, with some clusters, such as R2, 
having as many as 14, while others, including Hail and R3, report 
none. Hospice services are generally available across the clusters, 
except for Jouf, and the number of hospice facilities per cluster ranges 
from one unit to more than three in specific areas like R2 and Qassim.

Hospices are typically integrated within established hospitals, 
such as Prince Faisal bin Bandar Oncology Center in Qassim and 
King Fahad General Hospital in Jeddah. Some regions, such as 
Najran, are expanding their hospice care services, indicating ongoing 
development efforts. However, the availability of hospice beds is 
inconsistent, with some clusters having fewer than five beds, while 
others, such as R2, Asir, and E1, accommodate more than ten. This 
uneven distribution suggests potential limitations in accessibility and 
capacity for end-of-life care.

Another key observation is the limited availability of training 
centers for palliative care professionals. While a few clusters, 
including R2, Makkah, and E1, have established training facilities, 
most regions lack structured educational programs, potentially 
impacting the development of a skilled palliative care workforce. This 
overall analysis highlights significant disparities in palliative care 
resources and services, suggesting a need for targeted investments 
in training programs, workforce expansion, and facility development 
to improve the accessibility and quality of palliative care across all 
regions (Table 1& 2).

Table 1 Demographic data

Average 
age of 
participants

Palliative 
care 
Leader

Cluster 
name

Number 
of PC 
fellowship 
holders in 
the cluster

Availability 
of Hospice 
Services

No of 
Hospice

Location of hospice 
within the cluster

No. of 
hospice 
beds

Training 
center 
availability

39 yes Jeddah 1 4 yes 1 East Jeddah Hospital 5 No

42 yes Qassim 4 yes more 
than 3

Prince Faisal bin Bandar 
Oncology Center in 
Buraidah — Al-Shifa 
Hospital, King Saud 
Hospital in Unaizah, Al-
Rass General Hospital

10 < No

30 yes Northern 
Boarders 1 yes 2

Prince Abdulaziz bin 
Musaed Hospital 
Oncology Center 
and Long-Term Care 
Hospital

2 No
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37 yes Jazan 3 yes 1
In Prince Mohammed 
bin Nasser Specialized 
Hospital

2 No

52 yes R2 14 yes more 
than 3

Rehab hospice/PAMA 
hospice/ Yamaha/ Ramah/
Almajmah

10 < yes

45 yes Alhassa 2 yes 1 Al-Omran Hospital 4 No

39 yes Tabuk 2 yes 1
King Fahd Specialist 
Hospital 2 No

39 yes Jeddah 2 5 yes 2
King Fahad General 
Hospital 2 No

35 yes Madina 4 yes 1 Rehabilitation Care 
Hospital 2 No

39 yes Najran 1 yes 1

Najran General Hospital 
(a hospice is currently 
being built at King 
Khalid Hospital as per 
proposed standards)

6 No

29 NO Jouf 1 yes 1 Oncology Center 4 No
42 yes Albaha 1 yes 1 King Fahd Hospital 5 No

38 yes Asir 5 yes 2
- Asir Central Hospital 
2- King Abdullah 
Hospital in Bisha

10 < No

42 yes Hail 0 yes 1
King Salman Specialist 
Hospital 4 No

65 yes R1 2 yes 1 Naqaha Hospital 15 No
39 yes R3 0 yes 1 Huraimla Hospital 5 No

55 yes E1 5 yes 2

One at the Maternity 
and Children’s Hospital 
(run by King Fahad’s 
specialist team), and one 
within the long-term 
hospital in the cluster 
(Dhahran General 
Hospital)

10 < yes

33 yes Hafir Albatin 0 yes 1 Long-Term Care 
Hospital 4 No

38 yes Taif 5 yes 1 Inside the palliative unit 3 No
35 yes Makkah 7 yes 1 King Faisal Hospital 10 < yes

Table 2 SWOT of hospice services

Challenges in providing hospice services Strengths: enabling hospice implementation
·  Lack of specialized hospice professionals ·  Presence of experienced healthcare professionals
·  Limited funding and resources ·  Availability of supportive policies for hospice care

·  Inadequate public awareness about hospice care, Cultural and societal 
barriers to end-of-life discussions ·  Strong commitment from healthcare providers

·  Lack of proper infrastructure for hospice services ·  Increasing awareness and acceptance of palliative care
·  Difficulty in integrating hospice care with existing healthcare services ·  Collaboration with international and local organizations
·  Insufficient training for healthcare workers on palliative care
Weaknesses hindering better service implementation Future plans for expanding hospice services
·  Limited access to essential palliative medications ·  Establishing more hospice centers across different regions
·  Shortage of specialized hospice facilities ·  Strengthening partnerships with local and international organizations
·  Financial constraints for sustaining hospice programs ·  Increasing public awareness through education and outreach programs
·  Insufficient training programs for caregivers ·  Enhancing training programs for healthcare providers and caregivers
·  Gaps in coordination between hospice and mainstream healthcare systems ·  Improving policies to secure sustainable funding for hospice services

Discussion
Challenges in providing hospice services

The availability of palliative care physicians and services varies 

significantly across different countries. In Saudi Arabia, the current 
status of palliative care aligns with many nations worldwide.6 Despite 
the government’s efforts to expand and enhance hospice and palliative 
care services, several challenges remain.7

Table 1 Continued.....
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One major issue is the lack of specialized hospice professionals. 
The shortage of trained healthcare workers, including physicians, 
nurses, and social workers, makes it challenging to meet the increasing 
demand for palliative care. Limited palliative care education in 
medical and nursing schools has contributed to this workforce gap, 
leading to suboptimal symptom management and increased patient 
suffering.8 Effective hospice care requires a multidisciplinary team 
(MDT) trained in end-of-life care, yet many healthcare systems lack 
specialized training programs, further exacerbating the problem.9,10

Another significant challenge is limited funding and resources. 
Hospice services rely on financial support from governments, non-
profits, and private donors. However, funding constraints restrict the 
expansion of services, limit staff salaries, and hinder the procurement 
of essential medications. Many healthcare systems prioritize curative 
treatments over palliative care, resulting in inadequate financial 
allocations for hospice programs. The World Health Organization 
(WHO) has identified financial sustainability as a crucial barrier to 
integrating palliative care into national healthcare policies.11,12

Public awareness regarding hospice care remains inadequate. 
Many individuals mistakenly believe that hospice services are only 
for those in the final stages of life, rather than an approach aimed 
at improving quality of life. This misconception leads to delayed 
referrals and underutilization of hospice services. Research has shown 
that early palliative care interventions improve symptom control 
and patient satisfaction, yet these services remain underused due to 
widespread misunderstanding.13,14

Cultural and societal barriers also play a role in limiting hospice 
care acceptance. In Saudi Arabia, many people are unfamiliar with 
the concept of hospice care and often associate it with abandoning 
treatment. Cultural and religious beliefs sometimes encourage 
families to pursue aggressive medical interventions rather than 
comfort-focused end-of-life care. Additionally, psychological and 
emotional support services for patients and families are not widely 
available or integrated into hospice care. The stigma surrounding 
discussions about death and dying further complicates efforts to 
provide counseling and bereavement support. Cultural sensitivity 
training for healthcare providers has been suggested to bridge these 
gaps and improve hospice service utilization.15,16

Infrastructure limitations pose another challenge. Many countries, 
including Saudi Arabia, lack dedicated hospice facilities, forcing 
terminally ill patients to receive care in hospitals or at home 
without adequate support. Ideally, hospice care should be provided 
in standalone community facilities that offer specialized palliative 
interventions such as pain management and psychosocial support. A 
global survey found that only a small fraction of low- and middle-
income countries have fully integrated hospice services into their 
healthcare systems.17,18

Integrating hospice care with existing healthcare services remains 
difficult. The future of palliative and hospice care depends on 
effectively incorporating palliative services into primary healthcare. 
However, barriers such as insufficient education for general 
practitioners, resource limitations, and lack of clinical guidelines 
hinder this integration.19,20 In Saudi Arabia, many terminally ill 
patients are treated by multiple specialists, yet coordination between 
primary care, oncology, and palliative teams is often inadequate. A 
poorly structured referral process further delays access to hospice 
care. Addressing these barriers is essential to ensure that palliative 
care is effectively integrated at the primary care level.21,22

A key concern is the insufficient training of healthcare workers in 
palliative care. Many medical professionals receive little or no formal 

education in this field, resulting in inadequate symptom management 
and poor communication skills. Incorporating palliative care training 
into medical and nursing curricula is crucial for improving service 
quality. In response, the Saudi Ministry of Health (MOH) introduced 
a mandatory MDT training course in 2018. So far, 1,780 healthcare 
professionals have received certification. Despite these efforts, 
disparities in the distribution of palliative care services persist, 
particularly in rural areas. While accessibility has improved with the 
opening of palliative care centers in each cluster, patients from remote 
regions still face significant challenges in reaching major cities like 
Riyadh, Jeddah, and Dammam for essential palliative services23 the 
burden of travel places emotional and financial strain on patients and 
their families. Expanding home-based hospice care can help mitigate 
these difficulties by providing end-of-life services outside hospital 
settings.

Strengths: enabling hospice implementation

Despite these challenges, Saudi Arabia has made significant 
progress in enhancing hospice services. One major strength is 
the presence of experienced healthcare professionals. While the 
number of palliative care consultants in the MOH was only 15 
in 2015, it has now grown to over 100, with an estimated need for 
450 by 2030. Additionally, between 2020 and 2023, a palliative 
care nursing specialist program was established under the Makken 
project, producing 93 graduates across different health clusters. This 
initiative represents a critical advancement in the country’s palliative 
care development.24 Multidisciplinary teams, including specialists in 
oncology, geriatrics, and pain management, further strengthen hospice 
care implementation.25

Another key strength is the availability of supportive policies 
for hospice care. The Saudi MOH continues integrating palliative 
care into national health strategies, facilitating funding, workforce 
development, and access to essential medications. WHO reports 
highlight that government support is crucial in expanding hospice 
services.26,27 Additionally, strong commitment from healthcare 
providers has contributed to better symptom management and holistic 
patient support. Studies indicate that when medical professionals 
actively advocate for hospice care, patients receive more effective 
pain relief and overall care.28,29

Public awareness and acceptance of palliative care are gradually 
increasing. Educational campaigns and advocacy efforts have helped 
improve understanding and utilization of hospice services, though 
more initiatives are needed. Research suggests that such campaigns 
significantly improve hospice enrollment rates and encourage earlier 
referrals.30,31 Furthermore, collaborations with international and local 
organizations, such as the WHO and the International Association 
for Hospice and Palliative Care (IAHPC), have played a vital role in 
enhancing service quality through funding, technical expertise, and 
policy guidance.32,33

Weaknesses hindering better service implementation

Several factors continue to hinder optimal hospice care delivery. 
One major issue is limited access to essential palliative medications. 
Regulatory restrictions and supply chain challenges limit the 
availability of opioid analgesics, a critical component of effective pain 
management. Studies indicate that over 80% of the global population 
lacks adequate access to these medications.34,35 Additionally, there is 
a shortage of specialized hospice facilities, forcing patients to receive 
care in hospitals or at home without adequate support. Countries with 
well-developed hospice networks have demonstrated better patient 
satisfaction and overall quality of life.36,37
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Financial constraints remain a significant obstacle to sustaining 
hospice programs. Many services rely on donations and grants, 
making long-term sustainability uncertain. Experts suggest 
integrating hospice care into universal healthcare plans to ensure 
consistent funding.38,39 Moreover, caregivers, particularly family 
members, often lack the necessary skills to provide quality hospice 
care. Implementing structured training programs for caregivers 
can enhance their confidence, reduce burnout, and improve patient 
outcomes.40,41

Another challenge is poor coordination between hospice and 
mainstream healthcare systems—the lack of integration between 
hospice and primary care results in fragmented care and delayed 
referrals. Establishing dedicated palliative care centers within each 
healthcare cluster can help simplify services and improve patients’ 
and families’ experiences. Studies suggest that coordinated care 
models increase efficiency and patient satisfaction.42,43

Future of expanding hospice services

Several strategies are being developed to address these challenges 
and expand hospice services. Establishing more hospice centers 
across different regions will improve accessibility and reduce 
hospital overcrowding. The WHO recommends scaling up hospice 
infrastructure to meet the rising demand for palliative care.44,45 
Strengthening partnerships with local and international organizations 
will enhance service delivery through shared expertise and financial 
support.46,47 Increasing public awareness through educational outreach 
programs remains a priority, as community-based initiatives can help 
dispel misconceptions and encourage timely patient referrals.48,49 
Enhancing training programs for healthcare providers and caregivers 
will ensure better symptom management and patient-centered care.50,51 
Finally, improving policies to secure sustainable funding for hospice 
services is essential. Governments should incorporate hospice care 
into national healthcare budgets to ensure long-term financial stability 
and service continuity.52,53

Study limitations

While providing valuable insights into the current state of 
hospice care across the Ministry of Health (MOH) health clusters 
in Saudi Arabia, this study is subject to several limitations. First, 
potential limitations in data collection are sampling bias, targeting 
only MOH health clusters, which may exclude private sector or 
non-MOH-affiliated hospice services, limiting the generalizability 
of findings across the broader healthcare system. Self-report bias, 
the survey relied on self-reported data from multidisciplinary team 
(MDT) leaders, which may introduce reporting bias or subjective 
interpretations, particularly concerning sensitive topics such as opioid 
accessibility and institutional challenges. Variability in interpretation 
and understanding of key concepts, such as grief support services 
or caregiver training, may have led to inconsistent responses. 
Furthermore, the study did not independently verify the reported 
number of hospice centers or bed capacities, which could affect the 
accuracy of infrastructure assessments. The data reflects availability 
and perceptions at a specific time and may quickly become outdated 
due to ongoing healthcare reforms or resource changes in Saudi 
Arabia. Lack of standardized protocols for recording hospice care 
data across institutions can lead to Incomplete or missing records. 
Non-uniform data complicates analysis and comparisons.

Many imitations lower response rates and potential biases in hospice 
care data from KSA, and addressing them requires culturally sensitive 
approaches, better infrastructure, and standardized data collection 
methods. End-of-life discussions are often considered taboo in Saudi 

culture, which is heavily influenced by Islamic beliefs; this may lead 
to reluctance among patients and families to participate in research or 
disclose sensitive information. There can be mistrust or discomfort 
in discussing death and palliative care, reducing participation rates 
in surveys or interviews. Hospice patients and their families may 
decline participation due to emotional stress or physical weakness 
of patients. Obtaining informed consent from terminally ill patients 
can be ethically complex. Research tools not available in Arabic or 
poorly translated can reduce comprehension. Low health literacy 
among some population groups may result in lower-quality responses 
or misunderstandings of survey questions. Due to the stigma or lack 
of awareness around palliative care, many eligible patients may not be 
referred to or recorded in hospice programs, leading to undercounting.

Conclusion
This study highlights the current state of hospice care services 

in Saudi Arabia, identifying key challenges, strengths, and areas for 
improvement. The findings indicate that while significant progress 
has been made in establishing palliative and hospice care services 
within MOH health clusters, several obstacles remain. The primary 
challenges include a shortage of specialized hospice professionals, 
limited funding and resources, inadequate public awareness, cultural 
barriers, insufficient infrastructure, and difficulties integrating hospice 
services into the broader healthcare system. Additionally, gaps in 
coordination and training for healthcare providers further hinder 
service delivery.

Despite these challenges, the study also identifies several strengths 
enabling the implementation of hospice care, such as the presence 
of experienced healthcare professionals, supportive policies, and 
increasing public awareness efforts. Notable advancements include 
the establishment of palliative medicine fellowship programs, the 
expansion of hospice facilities, and efforts to integrate hospice services 
into primary healthcare. The commitment of healthcare providers and 
collaborations with international organizations, such as the WHO and 
IAHPC, contribute to improving service quality and accessibility.

The study underscores the need for strategic enhancements, 
including expanding hospice infrastructure, increasing financial 
investment, integrating hospice care into national healthcare policies, 
and strengthening caregiver training programs. Moreover, fostering 
public education and awareness initiatives can help address cultural 
misconceptions and encourage earlier hospice referrals.

In conclusion, while Saudi Arabia has made commendable 
progress in hospice and palliative care services, addressing the 
identified barriers is essential to ensuring equitable access and high-
quality care for needy patients. A multi-faceted approach involving 
policy improvements, workforce development, enhanced funding, 
and public engagement is crucial to advancing hospice care services 
across the Kingdom. Future efforts should focus on sustainable 
healthcare models that integrate hospice care seamlessly within the 
national healthcare framework to meet the growing demand for end-
of-life care services.
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