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The papers in this perspective were selected by the
authors as they discussed the relevance of palliative
care and highlighted the importance of integrative
practice with oncology among papers published in
2020.
“Some say that palliative care is the best kept secret
in healthcare”.
This is the first line in the foreword of the Global Atlas
of Palliative Care 2020‑2 ND edition by the Director
General World Health Organization (WHO). This atlas
is a source of essential information on the status
of palliative care (PC) worldwide, and surveys PC
needs based on the concept of serious health-related
suffering (SHS) across age groups and disease types.
It maps PC development in different countries, reviews
models of care delivery across different resource
settings, and identifies the barriers of care provision;
thus serving as a contemporary baseline.[1]
The Global Atlas reveals that over 56.8 million people
are in need of PC worldwide. Adults over 50 years
account for 67.1%, with children accounting for
7.1%. Among the adults, the largest single disease
group needing PC is cancer (28.2%). Among
children, cancer accounts for 4.1% of PC needs.
Across resource settings, 76% adults and >97%
children (0‑19 years) are from the low and middle
income countries (LMIC). Regional distribution shows
that 17.1% adults and 19.5% children needing PC
are from the South East Asian Region (SEAR). SHS
amenable to PC interventions is expected to increase
by 87% by 2060.[1]
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PC development follows the WHO public health model
emphasizing policy, education, medication availability,
and implementation laws that acknowledge and define
that PC is part of the healthcare system.[1] There are
only 55 countries in the world with a national strategy
or plan for PC.[2] At the highest level, PC provision is
available for only 14% of the global population and is
concentrated in European countries.[1] Within Europe,
there is a significant increase in specialist palliative
care services, but this is in Western Europe and the
high-income group region.[3] Approximately 84.25%
of the world’s population lack adequate access
to opioid medications for pain control. Australia,
Canada, New Zealand, the United States, and several
European countries account for more than 90% of the
global consumption of opioid analgesics, while LMICs,
comprising 88% of the global population, consume
only 10% of global opioids.[4]
India is among the 37 countries that are just making
progress towards a national strategy for PC.[2] India
is mapped at level 3a (level 1––no known PC activity
to 4b––advance PC integration) where palliative care
provision is isolated, activism is patchy, sources of
funding are donor dependent, availability of morphine
and the number of palliative care services in relation
to the population is limited.[5]
In PC provision, lack of clear policies, education,
research, medication, and resources coexist with
distinct psychosocial and cultural barriers due to the
fears associated with death and dying.[1]
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Compounding the problem is the confusion
associated with terminology and referral patterns
to palliative care. From the modern hospice
movement in the 1960s, PC has transitioned into
a medical discipline, which is now a global priority.
The evolving definitions, euphemistic terminology,
upstream migration from end-of-life care to early
palliative care, and the multidisciplinary approach has
blurred boundaries and caused uncertainty within and
between specialities in medicine.[6] Though PC has a
positive effect on quality of life and medical costs,[7]
it is an end speciality and physician views play a
key role in triggering PC referrals and impacting care
provision.
A recent globally highlighted systematic review
explores how the oncologists’ views impact referral
to PC. Reluctance to refer to PC was triggered
by the oncologist’s inability to accept therapeutic
failure and by the negative connotation that arises
out of PC being associated with death and dying.
For the oncologist, referral to PC symbolizes
loss of hope and a breakdown of a long‑standing
therapeutic relationship. Along with lack of trust in
the competence of the PC provider, these factors act
as major barriers for successful integration of PC.[8]
A survey of oncologists’ views in China cited lack
of knowledge regarding PC among oncologists in
the developing world as a major factor that impedes
referral. The inequitable distribution of power, with
oncologists acting as gatekeepers for referral to PC,
and their view of PC as a service to be offered only
after cessation of cancer‑directed therapy has further
hindered referral to palliative care.[9] The sociocultural
milieu, families’ and patients’ expectations and
healthcare beliefs discourage discussion of death
and dying and preclude healthcare providers’,
families’, and patients’ transition into PC. [10] In
addition, organizational barriers, lack of legislative
policies and legal guidelines, along with limited
palliative care resources are major obstacles for PC
referral.[8‑10]
These obstacles though formidable, are not
insurmountable. Majority of the oncologists’ perceived
PC to be beneficial to the patients and their families
and have advocated for its integration into cancer
care.[8] Salins et al. in their systematic review espouse
co‑management between PC and oncology teams as
a way out of this conundrum.[8] This would involve
transfer of knowledge and skills between the two
teams, focused inter‑team communication, and the
development of standardized care pathways aligned to
the context of care. In addition, enhancing awareness
regarding PC through training, legislative policies to
support PC programs, and a legal framework to guide
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medical care and end‑of‑life‑care (EOLC) decisions
will facilitate better PC provision.[8‑10]
These nuances of integrative practice are pertinent
as India is working towards widening education and
research in PC across the country and stepping
up policies. The International Quality Improvement
collaborative‑Enable Quality, Improve Patient care––
India (EQuIP‑India) has been integrated into the
National Cancer Grid (NCG) paving the way for
collaborative research and scaling up evidence-based
practice in PC.[11]
Sustained, collective work by the Indian Association
of Palliative Care, Indian Society for Critical Care
Medicine, and the Indian Academy of Neurology[12]
has resulted in the drafting of the DNAR––Do Not
Attempt Resuscitation by the Indian Council of Medical
Research in 2020. [13] This position paper guides
physicians in making decisions on whether or not
to perform cardio‑pulmonary resuscitation (CPR)
in terminally‑ill patients. Some private and public
institutions (Kasturba Medical College Manipal, All
India Institute of Medical Sciences Delhi) [12] have
developed practical procedural guidelines on limiting
life sustaining treatment and providing EOLC for
patients with terminal illness where continuing
aggressive invasive interventions was considered
futile. The state of Kerala in its government order has
laid down guidelines for brain death declaration and
listed the standard clinical procedures to be followed
while withdrawing life‑support in the event of brain
death[12,14] Quality EOLC has also been mandated by
the National Accreditation Board for Hospitals and
Healthcare.
The way forward would be to integrate with all
specialities, not just oncology, to strengthen and expand
the existing framework and complement services. Then
PC could step up from being a secret in healthcare to
becoming the secret of better healthcare!
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