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ABSTRACT

Palliative care is an emerging specialist discipline worldwide with the majority of
services located in developed countries. Developing countries, however, have higher
incidences of cancer and AIDS and most of these patients would benefit from
palliative care. While there is prominent coverage of this issue in the palliative care
literature, there is limited coverage in the specialist public health literature, which
suggests that the challenges of palliative care may not yet have been generally
recognized as a public health priority, particularly in developing countries. The aim
of this article is to introduce the topic of ‘‘Palliative care in developing countries’’
into the specialist public health literature to raise awareness and stimulate debate on
this issue among public health professionals and health policy makers, thereby
potentially facilitating establishment of palliative care services in developing
countries.
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TH E S I Z E O F TH E P RO B L EM

We ought to give those who are to leave life, the elderly, the
terminally ill, those dying slowly of AIDS and cancer the same
care and attention that we give to those who enter life – the
newborn (1, p. 1199).

Of the 57 million people dying each year (2), approximately 6
million deaths are from cancer and 3 million from HIV/AIDS with
the majority occurring in developing countries (3,4). Around two-
thirds of patients with advanced cancer have pain (5) and patients
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with HIV/AIDS suffer similarly if not more (6,7). The incidence of
cancer and HIV/AIDS in many developing countries is increasing
(4,8), and these figures do not take into account other chronic
illnesses like diabetes, heart disease and lung disease, which also
cause symptoms that are distressing such as shortness of breath,
constipation, diarrhea, nausea as well as psychological distress,
depression and anxiety. Including family members, or close
companions, providing care and support to those who are dying
raises the number of people benefiting from palliative care to a
potential 100 million a year (and possibly more (9)) (1). The
majority of these potential beneficiaries reside in developing
countries.

For the majority of people dying in the developing world, cure or
disease control in the form of surgery, chemotherapy and radio-
therapy for cancer or anti-retroviral drugs for HIV is not available.
Prevention, although important, does not address the needs of the
millions who already have the diseases.

In the general context of palliative care, Kellehear (10) has
discussed in detail the need for health-promoting palliative care and
arranging alliances with public health colleagues. More specifically,
the need for palliative care/pain control in developing countries is
discussed prominently in the palliative care literature and to some
extent in the mainstream literature and that of oncology and
anesthetics (9,11–18). However, a wide-ranging literature review
(Medline, Embase, CINAHL) using the simple search strategy of
combining the key words ‘‘palliative care’’ and ‘‘developing
countries’’ failed to locate coverage of this issue in the public health
literature. This suggests that the need for palliative care in
developing countries is a public health issue, which public health
practitioners and health policy makers may not be prioritizing.
Greater advocacy for palliative care service provision by their
colleagues in public health would potentially aid palliative care
practitioners who are struggling to care for their patients in
economically resource-poor countries.

As palliative care physicians and public health scientists, our
position is that the scale of this epidemic of death and dying
requires acknowledgement as a public health issue, with more
than just an emphasis on prevention of these diseases and their
cure.
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PA L L I AT I V E C A R E

What is Palliative Care?

WHO currently defines palliative care as ‘‘an approach that
improves the quality of life of patients and their families facing the
problems associated with life-threatening illness, through the
prevention and relief of suffering by means of early identification
and impeccable assessment and treatment of pain and other
problems, physical, psychosocial and spiritual’’ (19). It is possible
to more explicitly set out what constitutes good palliative care, but
more important to recognize that effective palliative care needs to be
appropriate to a particular country’s culture, resources and existing
health programs (15,17,18,20–23).

Furthermore, with almost half of the world’s population living on
less than US$2 a day, and of that almost 1.2 billion living on less than
US$1 a day (24), palliative care needs to be affordable and cost
effective. A palliative care program needs to acknowledge poverty
and the lack of the basic necessities of life both in developed countries
where cost of medication is still a problem for some patients but
especially in resource-poor developing countries (25–27).

Distribution of Palliative Care Services

It is estimated that there are hospice/palliative care services, either
existing or under development, in about 100 countries around the
world with between 7,000 and 8,000 palliative care initiatives includ-
ing community-based teams, inpatient units and day-care centers (28).
The distribution of these services, however, is not even and is heavily
weighted toward western countries. Only approximately 6 percent of
all palliative care services are located in Asia and Africa, the regions
where the majority of the world’s population lives and dies.

The data on developing countries suggests that even in those
countries where palliative care services exist, the coverage of many of
the programs is limited and palliative care is not on the health
agenda of their governments as a public health problem. This limits
the ability of palliative care services to impact on the populations
that most need them (22,29–39).

In the majority of developing countries, little is known about the
quality of care that people receive at the end of life. However, since
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the use of opioids is one of the most common methods used for pain
control in palliative care, morphine consumption can be used as an
approximate measure of the availability of pain control and hence
availability of this form of palliative care (5). Data are available on
morphine consumption of each country per capita (40). Analysis of
these data shows that the share of developing countries in the global
consumption of morphine continues to be only around 6 percent,
although these countries account for almost 80 percent of the world’s
population. In fact, in 2002, only 10 countries together accounted
for 87 percent of the total world consumption of morphine (with
similar figures for other opioid analgesics such as hydromorphone,
fentanyl and oxycodone) (41). These figures illustrate the discre-
pancies in pain control between developed countries and developing
countries and, by extension, the availability of palliative care.

WHY I S I T NOT HA P P E N I NG ?

The knowledge already exists of how to improve the quality of life of
those who are dying particularly in regards to pain relief, but it is not
widely practiced (42–44). As noted earlier, this is evident in
developing countries and is partly attributable to the usual reasons
for poor health care of any description including poverty and lack of
basic necessities (food, clothes, clean water), lack of resources and
inadequate health system infrastructure. There are, however, three
specific barriers to palliative care implementation that are generally
accepted as the major impediments: lack of government commit-
ment, opioid availability and limited education (17,18).

Government Commitment

As with any health initiative, the most important factor is
government commitment. This includes commitment to palliative
care generally, drug availability and education. Specific support for
palliative care ideally should be in the context of general commit-
ment to improving general health-care structures and access to health
care for the country’s population. WHO has recommended that each
country has a national policy for implementing palliative care
services which could be integrated into the existing health system and
the country’s cultural and social context (17). Despite this, in 2002
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only one country in Africa, Uganda, had made palliative care for
AIDS and cancer victims a priority in their national health plan,
although South Africa has also included access to palliative care in its
new health policies (29,45).

Advocacy on behalf of palliative care provision would help raise
awareness among government health departments of what palliative
care can offer and how even simple changes in health policy can
make a large difference in the quality of life of dying people. In
particular, review and adjustment of opioid control policies would
remove one of the major barriers to palliative medicine.

Opioid Availability

Although pain relief forms only a part of palliative care, it is a major
part as very rarely can other symptoms be effectively treated or
psychological anguish addressed if the patient is suffering uncon-
trolled pain. Despite ongoing advocacy from international bodies,
opioids are still not readily available or available only under very
strict conditions in many countries (46,47). The difficulty with
availability or distribution of opioids stems from legitimate concerns
aimed at preventing the abuse or misuse of opioids although the
literature states that providing morphine in sufficient quantities for
legitimate use has not led to an increase in diversion or misuse of
opioids (41,48,49).

Many developing countries have fundamental barriers to obtain-
ing or distributing drugs of any description (50), but when opioids
are involved the barriers become even more of an issue, making them
almost impossible to access (20,34,35,38,48,51). One of the key
barriers is manufacture and availability of morphine. Morphine is
inexpensive to manufacture and should only cost about 1 cent US for
10mg of generic morphine sulfate tablets or morphine hydrochloride
solution (1). This makes morphine the low cost, effective pain relief
medication of choice in resource-poor countries. Research has shown
that drug companies preferentially supply more expensive opioid
formulations and drug types to developing countries rather than
cheap, generic morphine (52). Hospice Africa, Uganda has demon-
strated the feasibility of providing cheap oral morphine in resource-
poor settings. Oral morphine for Hospice patients (about 75
percent of all patients receiving oral morphine in Uganda up to
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now – Dr. Anne Merriman, personal communication) is made in the
hospice pharmacy from morphine powder by the Pharmacy
Dispenser who is authorized and monitored by the National Drug
Authority. This formula has been made publicly available to
demonstrate to other resource-poor countries how they could
commence provision of oral morphine to their patients in a cost-
effective way (53).

With the knowledge that these barriers exist, WHO has produced
guidelines for countries to follow to assess their opioid control
policies and set appropriate systems in place (54). However,
regulation and suggestion for change by international bodies is not
always sufficient. Policy makers and health professionals need to
understand why lifting unnecessary regulations is important and part
of this includes education about the need for palliative care and
correct use of opioids.

Education

There are many groups to target in order to maximize the impact of
an educational program.

Health professionals

It is widely agreed that in order to establish a broad knowledge base
of palliative care and widen coverage, integration of palliative care
training into undergraduate training programs for nurses, doctors,
pharmacists and other allied health professionals should be under-
taken (18,43). Ongoing training programs for established health-care
professionals such as oncologists, family doctors, geriatricians, HIV/
AIDS doctors and community nurses are also necessary (17).
Experience has shown this to be achievable not only in developed
countries but also in developing counties (33,55).

Local healers who have the trust of their community can, with
provision of extra training and resources, combine traditional ways
of managing certain illnesses with perhaps some new ways of
providing symptom relief (15,39).

A particular educational need that should be addressed for
health professionals is fear of addiction or misuse of opioids and
lack of basic education in the use of opioids which has led to
‘‘opiophobia’’, a chronic problem not only in developing countries
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but also in some developed countries, which usually leads to under-
prescription of pain relief medication (26,32,34,35,38,42,56).
Government sanction of the use of opioids would at least
partially address the reluctance of many health-care professionals
to prescribe opioids; however, education about use of opioids is
still relevant.

Family and volunteer caregivers

A significant proportion of care in developing countries is provided
by family members or volunteers particularly in rural areas where
many patients will never see a doctor or nurse. Empowerment of
these care-givers with training on personal care, psycho-social
support and some medical care will aid in extending coverage of
palliative care (1).

Public education

It is not only the health professionals of a country who need to be
educated but also the general public. Raising the profile of palliative
care so that people know what options are available and are able to
advocate for optimal care during a terminal illness will aid in
convincing governments of the need to place it on the national health
agenda.

C AN I T HA P P EN ?

The large body of literature regarding the model service at Hospice
Uganda has shown that overcoming the aforementioned barriers
enables a resource-poor society to progress in palliative care service
provision (33,45,49,56–58). While Ugandan health services have
numerous problems, the progress in palliative care provision in just
10 years has been attributed to addressing the issues of government
commitment, opioid availability and education (33).

The palliative care practitioners in Hospice Uganda, Africa,
acknowledge that palliative care in Uganda is not perfect, nor is it yet
close to reaching all the population (33,57). Rapid growth needs
consolidation in order to ensure that quality does not suffer;
however, the progress in Uganda encourages other countries to
believe that change is possible.
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CONC L U S I ON

Prevention and treatment of diseases are key public health strategies,
but ethically we should not overlook the multitude of people who are
already suffering while we plan for the future. Clinicians alone
cannot take care of this issue as their hands are tied by lack of
support from policy makers. Experience has shown that palliative
care is possible even in resource-poor settings. It can be inexpensive
and cost effective, and be integrated into established health-care
systems. To have these skills and knowledge waiting to be used while
literally millions die agonizing deaths is distressing for those who
know that more could be done.

This article is not a comprehensive review of the topic. Rather, it
seeks to provide sufficient information to raise awareness of the
inequity that exists in current provision of palliative care between
developed and developing countries. This is but one public health
issue that deserves priority among many others and we would not
argue that it is the most important. However, we would argue that it
should not be neglected in the discussion of public health priorities.
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