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APHN ATLAS OF PALLIATIVE CARE IN THE ASIA-PACIFIC REGIONS 2025

Introduction

Palliative care (PC)isintegral to uni-
versal health coverage (UHC) asit
alleviates suffering and enhances the
quality of life. However, its accessi-
bilityand integration into health-
care systems remain inconsistent
globally. Evaluating PC development
offers critical insights into health sys-
tem capacities, especially in address-
ing serious health-related suffering.
This first Palliative Care Atlas for the
Asia-Pacific Regions was developed
under the guidance of WHO’s Region-
al Offices for the Western Pacificand
South-East Asia. ATLANTES WHO
Collaborating Center and APHN led
this project.

Objectives

This study aimed to establish indi-
cators and methodologies for eval-
uating PC health policies, services,
emphasising integration into health
systems, including pediatric pallia-
tive care, professional training pro-
grams, access to opioids and essential
medicines, research and community
empowerment. The ultimate goal was
toidentify gaps, foster advocacy, and
support the inclusion of PC within
UHC frameworks and benefits pack-
ages.

Methodology

The methodology for this project

was structured into four main steps.
First, Building Networks of National
Informantsinvolved forming a net-
work of consultants from key organ-
isationslike WHO Regional Offices
and global, regional or national PC
associations. Consultants were select-
ed based on their expertisein PC,

and the data gathered was validat-

ed. Second, Data Collection through
the E-Course utilised a free online
course accredited by the University
of Navarra. Participants completed
modules introducing PC development
dimensions and indicators, providing
narrative justifications and support-
ing documents for their responses.
The third step, Analysis: Concilia-
tion, Validation, and Endorsement,

involved compiling and harmonising
consultant datato create structured
countryreports, incorporating quan-
titative and qualitative information
validated by national PC associations.
Finally, the fourth step, Results Dis-
semination, culminates with releas-
ing the new Palliative Care Asia-Pa-
cific Atlasin April 2025, aimed at rais-
ing awareness, informing policy, and
fostering collaboration to improve
PCservices globally. The ATLANTES
Global Observatory of Palliative Care
designed the evaluation process and
compiled findings.

Results

The Atlas highlights the state of PC
inthe South-East Asia Region (SEA-
RO) and the Western Pacific Region
(WPRO), providing a detailed analysis
of resources, policy gaps, and oppor-
tunities. Comparative data and info-
graphics offer actionable insights,
enabling benchmarking and advo-
cacy for PCintegration. The indica-
torsalign with global UHC objectives,
enhancing the quality, equity, and
transparency of PC. Chapter1under-
scores efforts to empower individu-
alsand communities, with initiatives
suchas ACPin Australia and Singa-
pore promoting patient autonomy.
Chapter 2 details progressin health
policy, where 16 countries have updat-
ed their PC strategies, and Malaysia
exemplifiesintegration througha
comprehensive national framework.
Chapter 3 reviews research activi-

ty, noting limited publications buta
growing interest and initiatives, such
asthosein Thailand and New Zea-
land. Chapter 4 addresses disparities
in the availability of opioid and essen-
tial PC medicines, particularly in rural
areas, with regulatory and awareness
barriers hindering access. Chapter5
examines PC education, highlighting
itsinclusion in curricula across sev-
eral countries, with Japan and Mon-
golia setting benchmarks. Chapter 6
exploresintegrated health services,
where full PCintegration exists in sev-
en countries, while others face early
development challenges, with Thai-

land showcasing effective incorpo-
ration of PCinto primary care. These
chapters collectivelyillustrate the
strides made and the persistent gaps,
advancing the vision of equitable and
accessible PC.

Conclusion

This first Asia Pacific Regions Atlas,
WHO-SEARO and WPRO, estab-
lishes abaseline for regional PC
monitoring, contributing to future
enhancementsin care delivery.
Despite datalimitations, the com-
prehensive evaluation highlights the
immense potential for progress. This
collaborative endeavour demon-
strates acommitment toreducing
healthinequities and achieving uni-
versal access to PC.

Way forward
The atlas findings highlight key
priorities and opportunities to
strengthen PCacross Asiaand the
Pacificregions, emphasising health
policies, service provision, access to
medicines, research, education, and
community empowerment. Utilising
WHO indicators to establish contin-
uous monitoring mechanisms and
involving more countries is critical for
advancing PC development.
Recommendations for success-
fulimplementation include creating
national PC strategies, incorporating
PCinto UHC packages, and expand-
ing service availability with a focus on
home-based and primary healthcare
programs. Ensuring access to essen-
tial PC medications, enhancing PC
educationin medical training, foster-
ing research, promoting peerlearn-
ing, and empowering communities to
advocate for PC services are crucial
steps toward progress. b
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@ Foreword
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EdninHamzah
Former Chair, Asia Pacific Hospice
Palliative Care Network

Asia Pacific Palliative
Care Atlas

he world needs palliative care more

than ever asincreasing numbers of peo-

plerequire such care. The Asia Pacif-

icishometo about 4.3 billion people. It

has some of the most populous nations

in Indiaand China and the most remote
nations of the Pacific Islands. The World Health Assem-
bly resolution 67.19, titled ‘Strengthening palliative care
asacomponent of comprehensive care throughout the
life course’, passed in 2014, called on nations to improve
accesstoall that need it. Despite this, the vast majority of
those who need it cannot accessit, predominantly in low-
and middle-income countries.

Using the WHO member states regional classification,
about 26.8% of adults in need of palliative care arein the
Western Pacific Region (WPRO ) and 17.1% in South East
AsiaRegion (SEARO), covering a total of about 43.9%
ofthe global need with many nations in the region also
being low and middle-income countries. For children, the
figures are 7.7% in the Western Pacific Region and 19.5%
inthe South East Asianregion. Nationsin theregion are
at different stages of developing palliative care as part of
their health system and itsinclusion as part of universal
health care. However, many are still in the nascent phase
of development.

of palliative care worldwide: a set of actionable indica-

tors’ coordinated by the ATLANTES Global Palliative
Care Observatory. The indicators build on previous work
toidentify key componentsthat form the provision and
implementation of a public health policy approach and
allow amechanism to identify strengths and challenges

I n2021, the WHO published ‘Assessing the development

of anational approach to developing and implementing a
national palliative care strategy.

Theindicators address policies, palliative care services,
essential medicines, education and training, empower-
ment of people and communities and research. These
indicators are grouped into core and strategicindicators.
Many countries in the region still have challenges in mak-
ingaccesstoopioids and essential medicines available
toallwhoneed them, especially at the primary care level,
duetoregulatoryand other factors. While some nations
have started to develop services and specialised care, oth-
ers have barely introduced palliative care at undergrad-
uatelevels. Research informs policy, and such activity
aidsin palliative care development. It isrecognised that
empowering patients and their communities are key
areas that assist delivery systems, but in many nations,
thisisanareathat requires greater encouragement.
Thisnew approach in assessing palliative care develop-
mentinthe2 WHO Asia Pacific regional groupsis the first
time it has allowed a mapping of the region through the
key components that form a palliative care public health
strategy. This Atlas forms the most relevant and contem-
porary documentation, allowing countries to assess the
components of palliative care provision and inform them
of priorities and gaps in national provision. It referenc-
esthe current state of palliative carein the SEARO and
WPRO WHO regions moving forward.

The continued development of palliative care strives
to find solutions to alleviate suffering, which is possible
through the mutual efforts of all. b

“ThisAtlasis the most
relevantand contemporary
documentation allowing
countriestoassessthe
components of palliative
care provisionand identify
prioritiesand gapsin national
strategies’”
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® Note from the authors

Megan Doherty
Two Worlds Cancer Collaboration Foundation
WHO Consultant on Palliative Care

Progressand Hurdlesina
Transforming Landscape*

alliative careis needed by almost 60 million

people each year, most of whom live in low-

and middle-income countries. Despite its

importance, access to palliative careis one

ofthelargest disparities in global health,

with more than 86% of those needing palli-
ative care not being able to access this essential care.

The Asia-Pacificregionis hometo over half of the
world’s population, with diverse healthcare systems and
significant variations in health status, the region faces
unique challenges in achieving universal health cover-
ageand improving access to palliative care. Thereis an
urgent need for comprehensive palliative care services to
address the growing health burden from noncommunica-
blediseases and aging populationsin the region.

At the same time, the Asia-Pacific region also holds
great potential to create transformative solutions for pal-
liative care access. Asa global leaderin digital innova-
tions, countries across the region are pioneering digital
health solutions to improve healthcare access and out-
comes. This dynamic environment positions the region to
lead groundbreaking discoveries and development using
health technology to address challenges to delivering pal-
liative care.

The use of community-based health initiativesin the
Asia-Pacificregion represents anotherinnovation which
canbeleveraged to strengthen palliative care. In coun-
triesacross theregion, there are already successful com-
munity-based palliative care programs which engage
local communities in supporting those with seriousill-
ness. Mobilizing local resources and training commu-
nity health workers to provide accessible and cultur-
allyappropriate care to patients with seriousillnesses

are scalable solutions to increase palliative care access,
which reduces burdens on families and health systems,
while alsoincreasing engagement of patients and fami-
lies to ensure that the care respects cultural and individu-
al preferences.

he Atlas of Palliative Care in the Asia-Pacific
I Regionisacritical milestone for the region. This

isthefirst atlas assessing palliative care in the
region, which can be used to leverage policy decisions
and support targeted interventions toincrease access to
palliative care. The Atlas can drive innovation in pallia-
tive care, highlighting successful models of care and best
practices that can bereplicated and adapted in other set-
tings.

Through national-level evaluation, we can identify gaps
in care delivery, assess the effectiveness of current prac-
tices, and innovate to reach those who are under-served.
Monitoring can also inform policy decisions, guide
resource allocation, and support the development of tar-
geted interventions tailored to the specific needs of differ-
ent populations.

Assessing palliative care development also fosters
accountability and transparency within healthcare sys-
tems. Tracking progress and measuring the impact of pal-
liative care initiatives, creates trust and support for health
programs, helping people feel confident that palliative
care programs are there to meet their needs, at critical
timesin theirlife.

Congratulationsto all the partners and consultants
who contributed to this first Atlas of Palliative Carein the
Asia-Pacific Region, a key step towards ensuring that all
patients receive the compassionate and holistic care they
deserve.b

“The Asia-Pacificregion
holds great potential to lead
transformative solutionsin
palliative care”

* The views expressed in this article are solely those of the author, and
donot necessarily reflect the views of the author’s employer, institu-
tion, or other associated parties.
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Evaluating the development of PCin countries provides
avitallens through which to assess the capacity of health
systems to address the multifaceted needs of individuals
experiencing SHS. PC represents a cornerstone of UHC by
focusing on alleviating suffering and improving quality
oflife, yetitsintegration and accessibility remain uneven
acrossregions.

To accomplish a thorough evaluation, it was imperative
toidentify reliable indicators and methodologies capa-
ble of monitoring the breadth and impact of health poli-
cieson PC service provision. This includes measuring the
integration of these services into broader health systems,
the availability of PPC, the development of undergradu-
ate professional training programs, the accessibility and
appropriate use of opioids and essential palliative medi-
cines, and the empowerment of individuals and commu-
nities who benefit from these resources. These indica-
tors serve as tools for analysis and reflect health systems’
commitment to equity and inclusivity in care delivery.

This publication marks the first-ever Palliative Care
Atlas for the Asia-Pacific Regions, a historic achieve-
ment that sheds light on the current state and future
potential of PCin these countries and territories. The
project was coordinated under the leadership of the
NCDs Prevention unit at the WHO Regional Offices for
the Western Pacific Region (WPRO) and the South-East
Asia Region (SEARO), with valuable collaboration from
various stakeholders. The extensive data collection pro-
cessaimed to compile actionable insights and define evi-
dence-based strategies to enhance the study’simpact,
fostering advocacy efforts for the comprehensive inclu-
sion of PC services in UHC frameworks and health bene-
fits packages across the region.

The ATLANTES Global Observatory of Palliative Care,
based at the University of Navarra, played a pivotal role
indesigning the evaluation process and compiling this
report. This Atlas offers a unique and indispensable tool
for understanding PC development in the Asia-Pacific
Regions by systematically assessing resources, strengths,
and opportunities. The insights from the selected indi-
cators provide decision-makers with essential informa-
tion to prioritise healthcare needs, address policy gaps,
allocate resources effectively, and strengthen healthcare
activities.

Beyond supporting decision-making, measurement
alsodrivesimprovement. By standardising and track-
ingindicators, we can elevate the quality of PC services,
raise awareness about itsimportance, mobilise essen-
tial resources, and foster greater transparency. All these
efforts align with global UHC objectives, significantly
reducing health inequities and improving access to care
for vulnerable populations. The indicators proposed in
this report not only serve as benchmarks for progress but
also hold the potential to align with global PHC measure-

ment frameworks, enriching national and regional health
planning efforts.

Thereport is structured to provide a detailed analy-
sisand practical tools for action. The first section offers
acomprehensive overview of each PC component, pre-
senting comparative data to highlight existing gaps and
opportunities forimprovement in the short term. Coun-
try comparisons facilitate benchmarking, helping policy-
makers and stakeholders draw meaningful conclusions
to guide futureinitiatives. In the second section, info-
graphics are featured for each country and area, serving
asvisually engaging tools to support decision-making,
promote innovative approaches, and strengthen advoca-
cy for PCintegration.

The work encapsulated in this Atlas reflects a col-
laborative and multidisciplinary effort. It establishes a
baseline for developing aregional PC monitoring sys-
tem, enabling periodic evaluations to track progress.
The country-specific data in this publication result from
meticulous data collection, drawing from available liter-
ature, contributions from national leaders and consul-
tants, and consultations with WHO country offices and
National Associations of Palliative Care. These efforts
ensured depth and contextual accuracy, with findings
reviewed and endorsed by key stakeholders.

PCrepresentsacornerstone of
UHC by focusing on alleviating
sufferingand improving
quality of life,yetitsintegration
and accessibility remain
unevenacrossregions.
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While the methodology employed adheres to accept-
ed practices, itis essential toacknowledge that the data
presented remain estimates. This limitation underscores
the challenges of verifying data accuracy and precisionin
someinstances. Nonetheless, the potential for improve-
mentisimmense, providing a solid foundation for future
endeavors. At this point, this is the best information avail-
able from theregion. This optimism reflects the contribu-
tors’commitment and passion for enhancing PC develop-
ment.

The authors wish to express their heartfelt gratitude to
the WHO Regional Offices for the WPRO and SEARO and
the Department of Integrated Health Servicesat WHO

Uriversidag
de Navarra

headquarters for their unwavering support and lead-
ership. Special acknowledgment is due to the regional
expertsand consultants whose expertise enriched the
study. Additional thanks go to the Asia Pacific Hospice
Palliative Care Network (APHN), the International Asso-
ciation for Hospice & Palliative Care (IAHPC), and the
Worldwide Hospice Palliative Care Alliance (WHPCA) for
their enduring dedication and significant contributions.
Ultimately, this document aspires to achieve its primary
aim:improving the quality of life for individuals with PC
needs. It symbolises a collective dedication to address-
ing suffering, advocating for equity, and building a future
where PCis universally accessible. b

ATLANTES Global Observatory of Palliative Care: Laura Monzon Llamas, Vilma Tripodoro, Alvaro Montero, Fernanda Bastos,
Daniela Suarez, Eduardo Garralda, Juan José Pons, JesUs Lopez Fidalgo and Carlos Centeno.
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@ Network of collaborators

NET OF COLLABORATORS

Onbehalfofthe project team and their supporting insti-
tutions, we express our gratitude to the organisations,
institutions, associations, and professionals who made
this project possible by contributing valuable time to
provide information, feedback, and support. The follow-
ingindividuals participated in the training process and
completed the survey as consultants, providing essential
information on the development of palliative carein their
respective countries and territories.

Three hundred thirty-seven experts were identified as
keyinformantsin 40 territories. However, key infor-
mants from six territories—Macao SAR (China), Nauru,
Niue, Tokelau, Tuvalu, and Vanuatu—did not ultimately
participate in the course or survey. Their country profiles
were instead completed through aliterature review. No
expertsorrelevant literature on PC development were
identified for the Democratic People’s Republic of Korea,
whichistherefore not represented in the atlas. b

TABLE1.Collaboratorswho participated as key informants for their respective
countries/territories and country’'s representatives

WHO Country Name Institutionala iliation
Regions orarea
WPRO Australia Layla Edwards University of Technology Sydney
WPRO Australia Christine Drummond Central Adelaide Palliative Care Service
and Australasian Palliative Link International
SEARO Bangladesh Md. Shahinur Kabir Hospice Bangladesh
SEARO Bangladesh Mostofa Kamal Chowdhury Department of Palliative Medicine, Bangabandhu
Sheikh Mujib Medical University (BSMMU)
SEARO Bangladesh Rubayat Rahman Department of Palliative Medicine, BSMMU
SEARO Bangladesh Sumit Banik Palliative Care Project at AYAT Education
SEARO Bangladesh Wai Wai Mroy John Dhaka Medical College and Hospital
SEARO Bhutan Tara DeviLaavar Khesar Gyalpo University of Medical Sciences
of Bhutan
WPRO Brunei Tamin Norhasyimah Geriatrics and Palliative Department, RIPAS Hospital
Darussalam
WPRO Brunei Shyh Poh Teo Geriatrics and Palliative Medicine, RIPAS Hospital,
Darussalam
WPRO Cambodia Keo Chamnan Pain Society of Cambodia
WPRO Cambodia Lang Meng National Cancer Center, Calmette Hospital
WPRO Cambodia DinaNhim Vital Strategies
WPRO Cambodia Kanika Prak Douleurs Sans Frontieres Cambodia
WPRO Cambodia Thol Dawin Preventive Medicine Department, Ministry of Health
WPRO Cook Islands Ko Ko Lwin Ministry of Health
WPRO Hong Kong SAR Annie Kwok Qi Ling Hong Kong Society of Palliative Medicine
WPRO Hong Kong SAR Yuen Kwok Keun Queen Mary Hospital
WPRO China Jinxiang Li West China Fourth Hospital of Sichuan University
WPRO China Zhenzhen Gao Second A iliated Hospital of Jiaxing University
WPRO China ZhiZhou Palliative Medicine Department, BenQ Hospital
A iliated to Nanjing Medical University
WPRO China Jinfeng Ding Ding Central South University
WPRO China Jiangtian Xu Independent Researcher of Palliative Care in China
SEARO Cook Islands Ko Ko Lwin Ministry of Health, Cook Islands
SEARO Fiji Belinda Chan Fiji Cancer Society
SEARO India Naveen Salins Kasturba Medical College Manipal Academy

of Higher Education
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WHO Country Name Institutional a iliation
Regions orarea
SEARO India AparnaNanda Indian Institute of Management
SEARO India Sachin Dwivedi AllIndia Institute of Medical Sciences
SEARO India Anu Savio Thelly Nurse Consultant
SEARO India Aneka Paul Independent Consultant
SEARO Indonesia Diah Martina Faculty of Medicine Universitas Indonesia
SEARO Indonesia Teguh Kristian Perdamaian Universitas Kristen Duta Wacana
WPRO Japan Mitsunori Miyashita Hospice and Palliative Care Japan
WPRO Japan YoshiyukiKizawa University of Tsukuba, Institute of Medicine
WPRO Japan JunHamano Faculty of Medicine, University of Tsukuba
WPRO Kiribati Teanibuaka Tabunga Ministry of Health
WPRO LaoPDR Champadeng Vongdala National Cancer Center
WPRO LaoPDR LauraMonzon Llamas Independent Global Health Consultant
WPRO Malaysia Ng Woon Fang Malaysian Hospice and Palliative Care Council
WPRO Malaysia Cheong Wing Loong Monash University Malaysia
WPRO Malaysia Fafazlina Ahmad Ministry of Health
WPRO Malaysia Muhamad Hafiz —
SEARO Maldives Abdulla Muaaz Adam Health Protection Agency, Ministry of Health
SEARO Maldives Aishath Lubana Labeeb Health Protection Agency, Ministry of Health
WPRO\ Marshall Islands Jeannette Koijane Kokua Mau, A Movement to Improve Care
WPRO Micronesia Jeannette Koijane Kokua Mau, A Movement to Improve Care
Federated States
WPRO Mongolia Gelegjamts Delgersuren Mongolian National University, Universal Med
Hospital
SEARO Myanmar Wah Wah Myint Zu R.Oncology Department, Cancer Pain and Palliative
care OPD, Yangon General Hospital
SEARO Myanmar Shoon Mya Aye Karuna Oncology and Compassionate Care Center
SEARO Myanmar ThetHein Myanmar Society for Radiation Oncology (MSTRO)
SEARO Nepal Roshani Gautam Maharajgunj Nursing Campus, Institute of Medicine,
Tribhuvan University
SEARO Nepal Bikash Anand Bhaktapur Cancer Hospital
WPRO New Zealand Wayne Naylor Hospice New Zealand
WPRO New Zealand Amanda Landers University of Otago and Hospice Southland
WPRO Palau Glenda Santos Palau Ministry of Health and Human Services
WPRO Palau Jeannette Koijane Kokua Mau, A Movement to Improve Care
WPRO Philippines Mari Joanne G. Joson Philippine Society of Hospice and Palliative Medicine
WPRO Philippines Rumalie Alparaque Corvera The Ruth Foundation for Palliative and Hospice Care
WPRO Philippines Criseldalsabel Cenizal Department of Supportive Care at University Health
Network, Toronto
WPRO Philippines Eddred Carillo Southern Philippines Medical Center
WPRO Philippines Patrick Simon Soria Southern Philippines Medical Center
WPRO PNG GwendaAnga Port Moreshy General Hospital
WPRO Republic of Korea Sujeong Kim The Korean Society for Hospice and Palliative Care
WPRO Republic of Korea Mihyun Park Research Institute for Hospice/Palliative Care,
The Catholic University of Korea
WPRO Republic of Korea Minjeong Jo Research Institute for Hospice/Palliative Care,
The Catholic University of Korea
WPRO Samoa Malama Tafuna'i Samoa Cancer Society
WPRO Samoa Vaimaila Salele Ministry of Health
WPRO Singapore Angel Lee St. Andrew's Community Hospital

APHN ATLAS OF PALLIATIVE CARE IN THE ASIA-PACIFIC REGIONS 2025

18

PRESENTATION

o

WHO Country Name Institutionala iliation

Regions orarea

WPRO Singapore Wu Huei Yaw Woodlands Health

WPRO Singapore PohHeng Chong HCA Hospice, Singapore

SEARO Sri-Lanka Samadhi Wishwanath Institute of Palliative Medicine

Rajapaksa

SEARO Sri-Lanka GV Chamath Fernando University of Sri Jayewardenepura

SEARO Sri-Lanka Thushari D. Hapuarachchi National Cancer Institute Maharagama

SEARO Sri-Lanka SurajPerera National Cancer Control Programme

SEARO Sri-Lanka Eshani Fernando National Cancer Control Programme

SEARO Thailand Duenpen Horatanaruang Queen Sirikit National Institute of Child Health

SEARO Thailand Jiraphan Naruepatr Faculty of Social Administration, Thammasat
University

— Taiwan Ying WeiWang Tzuchi University

SEARO Timor Leste MingotaDa CostaHerculano  Hospital Nacional Guido Valadares Dili

SEARO Timor Leste Benilda De Gula Saint Paul Clinic of the Foundation of the Sisters
of St Paul of Chartres Congregation

WPRO Vietnam Tuyet Mai Do Vietnam National Cancer Hospital

WPRO Vietnam DaiDuong Le University of Medicine and Pharmacy Ho Chi Minh
City

WPRO Vietnam Giang Huong Nguyen Vietnam National Cancer Institute, National Cancer
Hospital

WPRO Vietnam VuThao Vietnam National Cancer Hospital
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The APHN Atlas of Palliative Care in Asia Pacific 2025
isaninitiative led by the Asia Pacific Hospice Pallia-
tive Care Network (APHN) and implemented by the
ATLANTES Global Observatory of Palliative Care at the
Institute for Culture and Society, University of Navar-
ra(Spain).In 2022, ATLANTES was designated asa WHO
Collaborating Centre for the Global Monitoring of Pallia-
tive Care Development, and the Atlas project forms part of
its official work plan as a Collaborating Centre.

Since 2022, ATLANTES—under the leadership and
coordination of international palliative care associa-
tions—has conducted the Global Study on the Develop-
ment of Palliative Care in every country of the world,
using the methodology based on the WHO’s 2022 tech-
nical report Assessing the Development of Palliative Care
Worldwide: A Set of Actionable Indicators.

The project benefits from the collaboration and scien-
tific guidance of the International Association for Hos-
pice and Palliative Care (IAHPC), the Worldwide Hospice
Palliative Care Alliance (WHPCA), and the World Health
Organization, particularly through its Regional Offic-
es for South-East Asia (SEARO) and the Western Pacific
(WPRO).

The development of this project was coordinated by the
ATLANTES Global Observatory of Palliative Care at the
University of Navarra, with Laura Monzén and Vilma Tri-
podoro serving as project leads. The core technical team
was composed of Alvaro Montero, Fernanda Bastos,
Daniela Sudrez, Eduardo Garralda, Juan José Pons and
Carlos Centeno. We also counted on the essential support
of Ednin Hamzah, former Chair of the Asia Pacific Hos-
pice Palliative Care Network (APHN).

The project was carried out under the supervision and
guidance of key collaborators from the World Health
Organization, including Bishnu Giri (WHO SEARO), Elick
Narayan (WHO WPRO), and Megan Doherty (WHO Head-
quarters, Geneva, Department of Service Delivery and
Safety).

We are deeply grateful to the members of our Adviso-
ry Board for their invaluable guidance throughout the
development of this Atlas. Their expertise and insight
were instrumental in shaping this project. Our sincere
thanks goto:

+ Megan Doherty and Marie-Charlotte Bouésseau
(WHO Geneva)

+ Julie Ling (WHO EURO)

- Issimouha Dille Mahamadou (WHO AFRO)

- Lamia Mahmoud (WHO EMRO)

« Mark Stoltenberg (PAHO)

- Liliana De Lima, Katherine Pettus, and Hibah Osman
(IAHPC)

- Emmanuel Luyirika and Eve Namisango (APCA)

+ Stephen Connor (WHPCA)

- Joanne Brennan (EAPC)

+ JuliaDowning (ICPCN)

+ José Luis Pereira (ICS-University of Navarra)
and once again, Ednin Hamzah (APHN).
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® Theinstitutions involved

THE ASIA PACIFICHOSPICE PALLIATIVE CARE
NETWORK (APHN)
Dr. Ednin Hamzah, Former Chair

Asia Pacific
Hospice Palliative
Care Network

The Asia Pacific Hospice Palliative Care Network (APHN)
isdedicated to promoting hospice and palliative care in
Asiaand the Pacific. Their purpose is to empower and
support organisations and individuals committed to
alleviating suffering from life-threateningillness. The
Network promotes education and skills development,
enhances awareness and communication, and fosters
research and collaboration. It encourages established
programmes to assist less experienced and more isolated
colleagues.

APHN was registered as a charity under the Charities
Act (Chapter37) since 25July 2003 (Charity Registration
No.01713) and isnot an Institute of a Public Character. A
sectoris ageographic region which mayinclude one or
more countries, or part of a country.

- In2001, APHN started with 14 founding sectors: Australia,
Hong Kong, India, Indonesia, Japan, Korea, Malaysia,
Myanmar, New Zealand, Philippines, Singapore, Tai-
wan, Thailand and Vietnam. Founding sectors will be
permanent sectors of the association.

- Onthe 15th October 2015, aresolution was passed by
the15th APHN Council to accept Mongolia as the15th
Sector of the APHN. This was a new milestone for us as
Mongolia was the first Sector tojoin the APHN since
2001.

+ In2019, Bangladesh, Nepal and Sri Lanka joined APHN as
Sectors. In 2023, aresolution was passed to accept Bhu-
tan, Brunei, Cambodia, China, Laos, Macau, Maldives,
Pakistan and Timor Leste as Sectors of APHN, bringing
ourtotal number of Sectors to 27.

More Sectors will beinvited to join the APHN in the future
ashospice palliative care services are established in other
Asia Pacificregions.

The APHN mission is to alleviate pain and suffer-
ing from life-limiting illnesses by fostering a supportive
network that empowers organizations and individuals.
APHN envisions a future where quality hospice and PCis
accessible toallin theregion. They emphasize the impor-

tance of respect for every individual, valuing life, and sup-
porting informed decision-making for patients and fam-
ilies.

APHN’s goals include reaching out to more commu-
nitiesin need of PC, building sustainable capabilities for
service development, advocacy, education, and research.
Theyaim to enhance communication and information
dissemination, foster research and collaborative activi-
ties, and encourage cooperation with local, regional, and
international organizations. By promoting professional
and publiceducationin PC, APHN strives toimprove the
quality of life for individuals facing serious health-relat-
ed suffering.

ATLANTES GLOBAL OBSERVATORY

OF PALLIATIVECARE

WHO Collaborating Centre for the Global
Monitoring of Palliative Care Development
Prof. Carlos Centeno, Director

B Univerci ATLANTES
J Universidad | 81605 ccqyarory oF
7/ de Navarra | PALLIATIVE CARE

The ATLANTES Global Observatory of Palliative Careis
committed to promoting the global development of pal-
liative care (PC) with the aim of improving the quality of
life of individuals facing serious and life-limiting illness-
es. Through a combination of scientific research, inter-
national collaboration, and knowledge dissemination,
ATLANTES seeks tointegrate palliative care into health
systems worldwide, ensuring its accessibility and sus-
tainability.

As part of the Institute for Culture and Society at the
University of Navarra (Spain), ATLANTES brings togeth-
er amultidisciplinary team of researchers and profes-
sionals specializing in medicine, social sciences, public
health, bioethics, and policy analysis. The observatory
works closely with international experts, professional
organizations, and policymakers to generate and trans-
late evidence into actionable strategies.

A central aspect of ATLANTES’ work is fostering a
positive perception of palliative care in both society and
the medical profession. The observatory promotes a
patient-cantered approach based on the principles of
human dignity, holistic support, and respect for the natu-
ral course oflife. This includes not only medical care but
also the psychosocial, emotional, and spiritual dimen-
sions of well-being.
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Since 2022, ATLANTES has been designated asa WHO
Collaborating Centre for the Global Monitoring of Pallia-
tive Care Development, taking on specificcommitments
aligned with the World Health Organization’s mission.
These responsibilities include:

1. Evaluating and monitoring the development of pallia-
tive care services globally, using evidence-based meth-
odologies to track progress and identify gapsin access
and quality. Thisis carried out through regional and
global Atlases, offering a comprehensive analysis of
palliative careintegration in different health systems.

2. Disseminating key findings and data to inform policy-
makers, health authorities, and stakeholders, ensuring

that palliative care becomes an integral part of national

and international health planning.
3. Providing strategic guidance for the advancement of

palliative care, by assessing trends, challenges, and pol-

icy frameworks that influence itsimplementation and
sustainability.

Aspart ofthese efforts, ATLANTES collaborates close-
lywith leading global institutions, including the World
Health Organization (WHO), the International Associa-
tion for Hospice and Palliative Care (IAHPC), the World-
wide Hospice Palliative Care Alliance (WHPCA), and
regional palliative care networks.

By fulfilling these commitments, ATLANTES contrib-
utesto WHO’s overarching goal of ensuring that pallia-
tive careisrecognized as afundamental component of

health services worldwide. A particular focusis placed on

low- and middle-income countries where palliative care

remains scarce, and on fostering capacity-building initia-

tives that empower local healthcare providers.

Through its continued research, advocacy, and collab-
oration, the ATLANTES Global Observatory of Palliative
Careremains dedicated toadvancing the field, shaping
global policy, and reinforcing the importance of compas-
sionate, high-quality care for all individuals facing seri-
ousillnesses.

THEINTERNATIONAL ASSOCIATION FOR HOSPICE
AND PALLIATIVE CARE (IAHPC)
Katherine Pettus

The International Association for Hospice and Palliative
Care (IAHPC)is a global membership organization offi-
cially chartered in the US since 2000. It is a non-state actor
in official relations with the World Health Organization
(WHO) and a civil society organization in consultative sta-
tus with the UN Economic and Social Council (ECOSOC).
These official accreditations entitle the IAHPC to partici-
pate, by invitation, in official meetings of the multilateral
organizations and specialized agencies of the UN, and in
technical consultations on specific projects executed by
Secretariat staff.

The IAHPC’s vision is “aworld free from health-related
suffering,” and its missionisto “serve as a global platform

and organizations to increase access to, and optimize the
practice of, palliative care.” The global board of directors
supervises the organization’s four pillars of work: educa-
tion, advocacy, research, and communications.

The IAHPC has collaborated closely with regional pal-
liative care organizations and has recently focused on
strengthening national associations and partnering with
academicinstitutions to advance global palliative care
integration and quality care provision at the national level.

TAHPC members are regularly invited to participate
inresearch projects such as the GAP Project to develop
Essential and Expanded Palliative Care Packages and a
Manual on the Use of Essential Medicines. Forthcoming
projects will be associated with work plans agreed under
itsaccreditation relationships with WHO and UN ECOSOC
organizations, as well as the International Narcotics Con-
trol Board.

Pallipedia, the IAHPC Calendar of Events, and the Direc-
tory of Services—regularly updated by IAHPC staff—pro-
vide palliative care workers, professional associations,
and the global public with valuable resources at no charge.
Thisincludes information published by institutional part-
ners, including the dissemination of the ATLANTES Atlas-
esthrough institutional websites, social and traditional
media, and regularly scheduled webinars, courses, or con-
ferences.
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toinspire, inform, and empower individuals, governments,

The IAHPC has played a key role in building the network
of contributors who made the Global Survey possible by:

- Refining theindicatorsand consulting on the ATLAN-
TES survey methodology.

- Sharing membership lists by region to facilitate mem-
ber participationin ATLANTES surveys.

- Extending membership benefits to all individuals who
participated in the ATLANTES surveys.

TheIAHPC collaborates with ATLANTES by supporting
national-level palliative care planning based on the GAP
Essential and Expanded Palliative Care Packages and the

ATLANTES Global Survey indicators and baseline assess-

ment. The ATLANTES Regional Atlases will serve as akey
resource forindividual and academic researchers, advo-
cates, and national palliative care organizations whose
members will take the forthcoming six-module IAHPC/
PROESA course on the GAP Essential Packages.

THE WORLDWIDE HOSPICE PALLIATIVE CARE
ALLIANCE (WHPCA)
Dr. Stephen R. Connor, Executive Director

The Worldwide Hospice Palliative Care Alliance (WHPCA)
isaninternational non-governmental organization focus-
ing exclusively on hospice and palliative care development
worldwide. We are a network of national and regional hos-
pice and palliative care associations and affiliate organiza-

tions.

The WHPCA was formed in 2008 as a global voice for pal-
liative care provider organizations through a series of glob-

al summits at regional conferences startingin 2005. The

WHPCA isin official relations with the World Health Orga-

nization (WHO) and holds consultative status with the
United Nations through its Economic and Social Council

(ECOSOC). This enables us toinfluence global health policy

at WHO and UN meetings.

Our primary advocacy focusis on ensuring the inclu-
sion of palliative care within the UN Sustainable Deveo-
pment Goals, particularly Goal 3: Improving Health and
Well-Being, specifically under target 3.8, achieving Uni-
versal Health Coverage (UHC). WHPCA played a key role
in ensuring palliative care was recognized as an essential

component of the UHC continuum (Promotion-Preven-
tion-Treatment-Rehabilitation-Palliative Care). Today,
the WHPCA has over 500 organizational members across
103 countries. Organizational membershipis free, and all
WHPCA resources are accessible on our website: https://
thewhpca.org.

Mission

To improve access to timely, quality palliative care glob-
ally and reduce serious health-related suffering through
impactful collaboration with the global health commu-
nity. We believe that no one with alife-limiting condi-
tion, such as cancer, organ failure, or HIV, should endure
unnecessary pain and distress.

Vision
Aworld with universal access to hospice and palliative
care.

Key Facts

- The WHPCA isaregistered charity in the UK, where our
secretariatisbased.

-+ Over70 million people require palliative care annually,
including more than 27 million at the end of life. Over 20
millions of these individuals die in avoidable pain and
distress.

- Pain management is fundamental to hospice and
palliative care. The WHPCA actively works toimprove
access to essential medications. Currently, about 80%
ofthe world’s population lacks adequate access to
the medications required to manage pain and other
symptoms.

- The WHPCA upholds a patient-centred approach,
addressing the physical, psychological, social,
practical, legal, and spiritual needs of patients and their
families.

- The WHPCA advocates for the integration of hospice
and palliative care into national and regional health
systems and supports organizationsin achieving this
goal.

+ Wecollaborate with partner organizations to support
patients, families, and caregiversin alleviating pain and
distress while promoting quality of life.

Strategic Plan Goals 2024-2025

- Strategic Goal 1: Advocate for the inclusion of palliative
care services under universal health coverage at all lev-
els,including primary care.

- Strategic Goal 2: Work with member organizationsto
build leadership and management capacity, enhance
evidence-based advocacy and policy skills, provide
technical assistance, and strengthen communication
capabilities. b
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€ Aimand objectives

Forthefirst timein theseregions, this work aimed to
implement a set of actionable indicators for evaluat-

ing PCdevelopment in the Asian Pacific Regions, the
WHO-SEARO, and the WHO-WPRO. The goal was to
establish a baseline to monitor the development of pallia-
tive carein the Member States.

The objectives were to:

- Implement a set of WHO quantitative and qualita-
tive indicators to monitor PC development in the
WHO-SEARO and WHO-WPRO.

- Identify areas forimprovement in the development of
PCintheregions.

- Present updated, reliable, evidence-based informa-
tion and comprehensive analysis on PC development
regionally.

- Provide open-access data on PCdevelopmentineach
country of the WHO-SEARO and WHO-WPRO to facili-
tate discussion and benchmarking. b

ThisAtlas presents the most
relevantinformationto
palliative care developmentin
away thatisclear,accessible,
and easytointerpretfor
professionals, policymakers,
and the general public.
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Geopolitical context
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@ Socioeconomic context
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TABLE 2.Demographic and economic overview of the Asia-Pacific Region
Country Population total ~ Health Income Human Physicians
orArea 2023* expenditure total Levels development per 1000
(Per capita, US$), indexrank  Inhabitants*
2021
Australia 26658948 7741220 High 5 3.981
Bangladesh 171466990 147570 Lower-middle 129 2.518
Bhutan 786385 38390 Lower-middle 127 0.56
Brunei Darussalam 458949 5770 High 51 0.67
Cambodia 17423880 181040 Lower-middle 146 N/A
China 1410710000 9562910 Upper-middle 79 1913
Cook Islands 15040 N/A N/A N/A N/A
Fiji 924145 18270 Upper-middle 99 N/A
Hong Kong SAR (China) 7536100 N/A High 4 N/A
India 1438069596 3287260 Lower-middle 132 0727
Indonesia 281190067 1916907 Upper-middle 114 0695
Japan 124516650 377969 High 19 2614
Kiribati 132530 810 Lower-middle 136 N/A
Lao People’s Democratic Rep. 7664993 236800 Lower-middle 140 0327
Macao SAR(China) 678800 NA NA NA NA
Malaysia 35126298 330411 Upper-middle 62 2316
Maldives 525994 300 Upper-middle 90 N/A
Marshall Islands 38827 180 Upper-middle 131 N/A
Micronesia (Fed. States of) 112630 700 Lower-middle 134 0963
Mongolia 3481145 1564116 Upper-middle 96 3874
Myanmar 54133798 676590 Lower-middle 149 N/A
Nauru 11875 20 High N/A N/A
Nepal 29694614 147180 Lower-middle 143 0.867
New Zealand 5223100 267710 High 13 3.516
Niue 1681 N/A N/A N/A N/A
Palau 17727 460 High 80 1.778
Papua New Guinea 10389635 462840 Lower-middle 156 0.063
Philippines 114891199 300000 Lower-middle 116 0.786
Republic of Korea 51712619 100440 High 19 2,517
Samoa 216663 2840 Lower-middle 111 0.548
Singapore 5917648 728 High 12 2.596
SolomonIslands 800005 28900 Lower-middle 155 N/A
SriLanka 22037000 65610 Lower-middle 73 1.192
Thailand 71702435 513120 Upper-middle 66 0.928
Timor-Leste 1384286 14870 Lower-middle 140 0.767
Tonga 104597 750 Upper-middle 91 1.009
Tuvalu 9816 30 Upper-middle 130 1.261
Vanuatu 320409 12190 Lower-middle 140 N/A
Viet Nam 100352192 331340 Lower-middle 115 N/A
N/A: Not available
*Data have been retrieved from The World Bank open data 2023
(https:/dataworldbank.org/)
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€ Map 2: Socioeconomic context
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® PCneedsacrossthe WHO SEARO and WPRO

Main health conditions
requiring PC*

FIGURE 1. Main health conditions requiring palliative care

TOTAL SHS (people died in 2015 needing PC across participating countries, in millions)
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' Source: The Lancet Commission on Global
Access to Palliative Care and Pain Relief. Serious
health-related su ering database, 2015.
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TABLE 3. Palliative care needs of people who die each yearwith serious health-related suffering (SHS)
in selected countries of the WHO South-East Asia and Western Pacific Regions

o

Conditions Athero- Cancer Chronic Congenital  Degenerative  Inflammatory ~ Cerebrovascular Dementia ~ Haemorrhagic

sclerosis ischemicheart malformations disease disease diseases fever

disease ofCNS of CNS

Australia 21 74.52 1.16 0.79 4.59 0.03 13.35 49.33 0.17
Bangladesh 0.94 164.37 5.64 16.65 4.39 5.05 162.76 36.38 1.45
Bhutan 0.01 0.66 0.04 0.11 0.03 0.04 0.45 0.29 0.01
Brunei Darussalam 0.01 0.55 0.01 0.03 0.02 0.01 0.15 0.09 0
Cambodia 0.38 20.60 0.61 1.88 0.27 0.58 13.10 4.86 0.12
China 43.92  3935.23 79.86 53.60 30.78 5.79 2664.54 1147.58 0.71
Fiji 0.06 1.16 0.06 0.11 0.02 0.01 0.62 0.25 0
India 15.95 1302.65 72.34  139.34 47.46 72.85 881.48 464.92 4.68
Indonesia 7.32 357.66 12.99 23.7 5.36 12.24 422.37 114.8 131
Japan 22.1 673.831 7.79 2.88 20.77 0.35 165.26  115.55 1.08
Kiribati 0 0.12 0 0.02 0 0 0.12 0.03 0
LaoPDR 0.15 8.81 0.29 1.14 0.12 0.42 5.43 2.29 0.05
Malaysia 113 40.01 1.53 161 0.51 0.32 19.86 17.49 0.07
Maldives 0.01 0.31 0.01 0.03 0.01 0 0.14 0.19 0
Micronesia FS 0 0.12 0.01 0.02 0 0 0.08 0.04 0
Mongolia 0.06 6.5 0.21 0.36 0.07 0.07 4.3 0.97 0.00
Myanmar 2.58 90.16 151 6.92 19 2.6 77.14 48.2 0.41
Nepal 0.28 27.58 1.53 2.72 0.63 1.64 19.62 13.53 0.21
New Zealand 0.45 4.84 0.29 0.22 0.79 0.01 3.23 7.67 0.01
Papua New Guinea 0.23 12.16 0.3 1.22 0.12 0.73 6.31 1.07 0.03
Philippines 242 113.02 6.15 11 2.9 2.99 110.97 3.6 0.78
Republic of Korea 1.42 142.75 1.25 0.71 7.37 0.1 36.23 42.46 0.32
Solomon Islands 0.02 0.53 0.02 0.08 0.01 0.02 041 0.13 0
Singapore 0.16 14.16 0.25 0.11 0.26 0.01 2.29 0.12 0.01
SriLanka 0.79 32.69 1.43 157 0.49 0.35 20.57 14.7 0.1
Thailand 4.56 159.47 3.16 3.83 1.67 1.14 70.24 70.16 0.50
Timor-Leste 0.02 142 0.04 0.26 0.02 0.08 0.87 0.45 0.01
Vanuatu 0.01 0.23 0.01 0.04 0 0.01 0.19 0.07 0
Vietnam 2.81 169.49 2.92 10.8 24 1.66 124.75 61.8 0.29

Source: https./iahpc.org/what-we-do/research/global-data-platform-
to-calculate-shs-and-palliative-care-need/database/

Knaul FM, Farmer PE, Krakauer EL, et al. Alleviating the access abyssin
palliative care and pain relief-an imperative of universal health coverage:
The Lancet Commission report. Lancet 2018; 391(10128): 1391-454
http:/wwwithelancetcom/commissions/palliative-care

Knaul FM, Farmer PE, Krakauer EL, De LimaL, Bhadelia A, Jiang Kwete
X, Arreola-Ornelas H, et. al. Technical Note and Data Appendix for “Alle-
viating the access abyss in palliative care and pain relief—an imperative of
universal health coverage: The Lancet Commission report”. Background
Document. Miami: University of Miami Institute for Advanced Study of the
Americas. Available at: https:/miamiedu/lancet
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HIV Injury,  Leukemia Diseases

Lowbirth

Lung

Malnutrition

Musculo-  Non-ischemic

Renal

Tuberculosis

Total people

poisoning, ofliver weight & disease skeletal heartdisease failure withSHS

external prematurity disorders

causes

1 7.91 1.69 213 0.22 7.90 0.09 2.23 1.66 0.87 0.13 171.88
13.72 61.16 1.83 22.27 24.81 55.88 5.03 224 8.58 5.14 7492 673.21
1.56 041 0.02 0.17 0.09 0.31 0.01 0.01 0.11 0.06 0.13 4.52
0.04 0.09 0 0.02 0.01 0.06 0 0.01 0.02 0.01 0.03 1.17
32.57 8.86 0.54 2.07 1.80 241 0.24 0.16 1.53 0.74 8.65  101.99
366.04 626.68 51.51 159.64 35.23 820.37 1054  46.30 266.70 61.11 36.48 10442.6
0.23 0.3 0.03 0.06 0.06 0.11 0.01 0.01 0.2 0.13 0.07 3.51
1066.32 951.39 24.98 259.68 302.49 733.16 5229 97.36 190.86  84.17 507.81 7272.17
556.06 97.59 8.26 58.15 28 52.21 17.94 11 26 1271 106.01 1931.66
0.6 62.66 8.01 23.02 0.23 69.96 19 1236 7.88 7.92 438 1208.53
0 0.05 0 0.02 0.03 0.02 0.02 0 0.01 0.01 0.03 0.49
6.38 4.27 0.18 0.9 1.87 1.06 0.18 0.08 0.7 0.38 3.78 38.47
114.85 12.27 1.03 2.36 0.82 421 0.05 0.59 1.19 1.01 25 22339
0 0.11 0 0.03 0.01 0.05 0 0 0.01 0.02 0.02 0.97
0 0.04 0 0.01 0.02 0.02 0 0 0.02 0.01 0.02 0.42
0.06 212 0.04 1.07 0.29 0.22 0.00 0.03 0.25 0.14 0.69 17.44
153.23 32.16 1.64 22.18 9.51 18.9 1.16 1.54 10.31 3.29 2820 513.54
36.19 19.78 0.80 4.82 4.2 15.76 0.48 0.16 3.35 1.43 575  160.46
0.17 1.64 0.31 0.3 0.08 161 0.01 043 0.32 0.09 0.02 32.47
13.84 5.1 0.19 1.18 1.98 143 0.25 0.12 1.04 0.56 3.24 51.11
1.40 39.12 3.37 9.49 11.24 22.45 3.62 2.74 13.53 5.55 32.93 399.25
2.13 28.39 161 7.1 0.42 9.74 0.09 3.65 &l 2.09 3.82  294.78
0 0.28 0.02 0.05 0.07 0.11 0.02 0.01 0.07 0.05 0.06 1.97
0.78 1.07 0.17 0.25 0.02 0.57 0 0.26 0.57 0.16 0.07 21.28
2.04 16.14 0.7 4.73 0.6 4.02 0.16 0.16 2.28 177 1.29 106.58
252.09 51.76 2.96 19.37 1.93 18.91 0.36 1.25 4.06 9.02 9.21 685.66
0.08 0.66 0.03 0.11 0.37 0.19 0.02 0.01 0.1 0.04 1.19 5.98
0 0.09 0.01 0.02 0.03 0.05 0.01 0 0.03 0.02 0.02 0.84
141.99 54.21 3.89 16.07 7.02 18.45 0.01 0.9 8.3 4.49 16.52  648.76
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@ Methods of the project

In 2021, a consensus-building process led by ATLANTES
and coordinated by WHO was conducted toidentifya
refined set of indicators to monitor the development of
PCprograms in different contexts, especially in coun-
trieswhere PCis at aninitial stage of development. The
straight set was chosen from alonglist of validated indi-
cators used in different settings worldwide. The consen-
suswasreached by a panel of international experts rep-
resenting all WHO regions through a series of meetings,
group work, and a two-round Delphi process. The group
agreed upon aworking concept of PC development and
feditintoan updated conceptual model. The technical
report titled “Assessing the Development of Palliative
Care Worldwide: A Set of Actionable Indicators” presents
aset of palliative careindicators that Member States can
universally apply to monitor and evaluate the provision of
PCservices'.

The proposed model highlights six essential compo-
nentsrequired to provide an optimal PC for those peo-
ple with severe health-related suffering (Figure 2):

1. Empowerment people and communities.
2. Robust health policies related to PC.
3. PC-related research.
4. Use of essential PC medicines.
5. Education and training for health workers
and volunteers providing PC.
6. Provision of PCwithin integrated health services.

Use of essential
medicines

Education
and training

Research

Health
Policies

Figure 2. The WHO's new framework for Palliative care
Development: The House of Palliative Care.

The WHO established a set of 14 PCindicators using the
updated PC development conceptual model (Table 4).
These indicators were applied to each country by gather-
inginformation from participants known as experts. The
project for each country involved a national cross-sec-
tional observational study. Each country was profiled
individually and presented in this final report. The data
included quantitative outcomes along with supplemen-
tary qualitative information. Each country produced and
validated its national report. b

Provision of
Palliative Care

Use of essential
medicines

Empowerment
peopleand
communities
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TABLE4.WHO indicators

Indicator

Core

Estrategic

@ Empowerment of peoples and communities

1 Existence of groups dedicated to promote the rights of patientsin need of palliative care,
their families, their caregivers and disease survivors

d

2 Existence of national policy or guideline addressing advance care planning
of medical decisions for use of life-sustaining treatment or end-of-life care

@ Health policies

3 Existence of a current national palliative care plan, programme, policy or strategy
with defined implementation framework

4 Inclusion of palliative care in the list of health services provided at the primary care level
in the national health system

5 Existence of national coordinating authority for palliative care (labelled as unit, branch,
department) in the Ministry of Health (or equivalent) responsible for palliative care

Research

6 Existence of congresses or scientific meetings at the national level specifically
related to palliative care

7 Palliative care research on the country estimated by peer reviewed articles

@ Use of essential medicines

8 Reported annual opioid consumption —excluding methadone—
in Defined Daily dosis for statistical purposes (S-DDD)

9 Availability of essential medicines for pain and palliative care at all levels of care

10 General availability ofimmediate-release oral morphine (liquid or tablet)
atthe primary care level

@ Education and training

11 Proportion of medical and nursing schools with palliative care
formal education in undergraduate curricula

12 Specializationin palliative medicine for physicians

@ Integrated palliative care services

13 Number of specialized palliative care programmes in the country per population

14 Number of specialized palliative care programmes for paediatric population in the country

Source: Assessing the
development of palliative care
worldwide: a set of actionable
indicators. WHO, 2021.
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ATLANTES structured the research process in four steps

(Figure3):

1. Buildinginformant network

2. Datacollection through the E-Course

3. Analysis: conciliation, validation and endorsement
of National associations

4. Resultsdissemination

1 2

_Building Data
informants collection
networks

3 4

Analysis _ Results.
dissemination

Figure 3. Methodology scheme in four steps

1. BUILDING NETWORKS OF NATIONAL
INFORMANTS

Since January 2024, ATLANTES has built a network of
consultants among the following organisations: WHO
Regional Offices SEARO and WPRO, the IAHPC, the
WHPCA, the APHN, and the National PC associations.In
each country, data were agreed upon by at least two con-
sultants who met two or more of the selection criteria:

1. More than 5years of PC professional experience

2. Identified as PC National Champion for an
International or National Association

3. Participationin previous Atlas studies

4. Publications on PC development

5. Member of a PC organisation

6. Highinterest in PC development

Experts were asked if they want/consent to their data
being made publicin upcoming publications.

2.DATA COLLECTION

THROUGH THE E-COURSE

Afree, asynchronous, tutored online course accredited by
the University of Navarra was created. This e-course car-
ries one European Credit Transfer and Accumulation Sys-
tem (ECTS) credit (25 hours) and comprises seven units.
The first unit includes a didactic guide with general infor-
mation such as overall objectives, course modules, meth-
odology, resources, and critical dates. The second unit
gathers the socio-demographicinformation of the partic-
ipants necessary for granting official certification. Units
three to six feature short videos introducing PC develop-
ment dimensions, a measurement framework, support-
ing PDF documents, and a questionnaire. Each question
corresponds toa WHO indicator within its dimension
and includes a multiple-choice option to determine the
country’slevel of development in that indicator. After
selecting thelevel, participants were prompted to pro-
vide anarrative justification and uploaded supporting
documents to validate their responses. The final unit con-
tains Benin’s country report, the outcome of the first pilot
project validating the WHO conceptual framework2. The
course was available in English.

The PC experts were invited via official email based
ondetailed criteria. By 14th July 2024, invitations were
shared via social media and international PCassocia-
tion websites to expand the reach and capacity-building
potential. Additional incentives, like free International
ITAHPC membership, were offered upon course comple-
tion (Figure4).

Informant N?;:::al
UNAV

Consultant e

in Global «—— e-colrse

Evaluation (LECTS)

Figure 4. Data Collection through the E-Course
with consultants from each country.
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Atotal of 298 key informants were contacted, of whom
129 participated in the online course and data collec-
tion process (52,7 % female). Initially, the study included
40 countries and areas within the SEARO and WPRO. In
most territories, two or more key informants contribut-
ed to the study. The network of key informants comprised
professionals from diverse scopes and fields of actionin
PC, ensuring a comprehensive and multidisciplinary per-
spective that underpins the thoroughness and validity of
the study.

Consultants’Palliative Care Expertise Profile

7

Each countryincluded at least 2 informants who met two
ormore of the following selection criteria:

1. Over 5years of professional experience in PC,

2. Identified as a National PC Champion by international
ornational associations,

3. Participant in previous studies,

4. Member of a National or Regional Association,

5. Publications on national development and

6. Engagement of national PC development.

AU BD BT BN CAHK CN CI F3 IN ID JP KI LA MA MV Ml MG MY NP NZ PW PH PNG KH SA SG SI LK TH TL TO VN

Figure 5. Consultants' palliative care expertise
profile according to selection criteria (Average
score, Max.Score, Min.Score).
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3.ANALYSIS: CONCILIATION, VALIDATION AND
ENDORSEMENT OF NATIONAL ASSOCIATIONS
Data hasbeen collected through online questionnaires
and compiled into a structured country-wise database. A
total of 41 country reports have been produced, including
35reports with conciliated information from key infor-
mantsand six reports based on aliterature review (specif-
ically for the previously mentioned Pacific Island Coun-
tries, PICs,and Macao SAR (China)). The path of the col-
lected datais shownin Figure 6.

National

Data

Country report
elaboration
Process.

ATLANTES
COUNTRY
REPORT

Reconciliated

Blinded peer review
process with all the
consultants.

ATLANTES
COUNTRY
REPORT

Validated

Review process with
National Association
with facilitation

of APHN

ATLANTES
COUNTRY
REPORT

Endorsed

Figure 6. The path of the collected data.

Initially, all consultant inputs have been conciliated for
eachindicatorto ensure consistency. Subsequently, the
gathered information has been supplemented with avail-
ableliterature, with alevel assigned to each indicator and
avalid justification for the assignment. As aresult, struc-
tured Country Reports have been developed, incorpo-
rating assigned levels of PC development and anarra-
tive contextualisation for each assessed indicator. Key
informants have validated these reports and, when possi-
ble, they have been endorsed by National PC Associations.
Eachreport lists the validation level, the consultants’
names and the national associations’ involvement.

Statistical analysis

The 14 indicators were obtained from the different scores
collected differently for each country. In particular, indi-
cators1(Groups promoting the rights of patients), 2
(Advance care planning-related policies), 4 (Inclusion of
PCinthebasichealth package at the primary carelevel), 6
(Existence of congresses or scientific meetings), 7 (PC-re-
lated research articles) and 12 (Recognition of PC special-
ty) had just oneinteger score between 1and 4. Indicators
3(National PCplan or strategy), 5 (Responsible authority
for PCin the Ministry of Health), 9 (Overall availability of
essential medicines for pain and PC at the primary level),
10 (General availability of immediate-release oral mor-
phine at the primarylevel) and 13 (Provision of PC (Special-
ised Services) were obtained as each median score. This
means values between 1and 4 eventually with decimals.
Indicator 8 comes from the consumption of opioids in
defined daily doses for statistical purposes per million
inhabitants per day (S-DDD). Average consumption of nar-
coticdrugs (excluding methadone) 2020-2022.

Source: Narcotic Drugs 2022: Estimated World Requirements for 2023 -
Statistics for 2021 International Narcotics Control Board https://digitalli-
brary.un.org/record/4061663/files/E_INCB_2023_2-EN.pdf

Cartography

Alvaro Montero developed the cartography under the
supervision of Professor Juan José Pons from the Depart-
ment of History, History of Art and Geography of the Uni-
versity of Navarra. The software used for map construc-
tionis ArcGIS Pro3.3.2. The digital coverage used for the
countryboundariesisadapted toasmall scale and was
obtained from ESRI ArcGISOnline repository, on the other
hand, the disputed borders and areas were obtained from
WHO ArcGIS Hub repository. For the cities, a point map
was used from Esri ArcGIS Online. The projection used
for all the mapsis Winkle II, with the central meridian at
90°. The scaleis 1:45 000 000 for the Geopolitical Map, 1:80
000000 for the smaller context maps and 1:60.000.000 for
the several types of maps utilised for thematic representa-
tion. Choropleth and symbol maps are used for categori-
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cal and quantitative variables. Proportional symbol maps
and chart maps are used for quantitative data. In terms

of stylistic representation, “ranges” of constant colours
have been adopted and used throughout this publication:
“Green” for choropleths and “yellow” for symbols and
charts.

Boundaries and Geopolitical Designations
Theboundaries, names, and designations used in this
palliative care atlas for the Asia-Pacific region follow the
cartographic guidelines of the World Health Organiza-
tion (WHO). Their inclusion does not imply any judg-
ment on the part of the authors or editors concerning the
legal status of any country, territory, city, or area, or of its
authorities, or concerning the delimitation ofits frontiers
orboundaries.

Dotted lines on maps represent approximate border
lines for which there may not yet be full agreement. This
atlasisintended solely to provide information on palli-
ative carein the Asia-Pacificregion and does notaimto
make statements on geopolitical matters.

Commercial Mentions and Responsibility
The mention of specific companies or certain manufac-
turers’ products does not imply that they are endorsed or
recommended in preference to others of a similar nature
that are not mentioned.

The authors have taken all reasonable precautions
toverify the information contained in this publica-
tion. However, the published material is being distrib-
uted without warranty of any kind, either expressed or
implied. The responsibility for the interpretation and use
of the material lies with the reader. In no event shall the
authors or the publishing institution be liable for damag-
esarising fromits use.

4.RESULTS DISSEMINATION

The upcoming release of the new Palliative Care Atlas for
the WHO SEARO and WPRO marks a significant mile-
stoneinadvancing PCacross these regions. This compre-
hensive atlas, tobelaunched at the 16th Annual Confer-
encein Kuching, Sarawak, Malaysia, in April 2025, results
from a collaborative effort involving healthcare profes-
sionals, policymakers, and stakeholders. It provides crit-
icalinsights and data to support us allinimproving PC
services. By disseminating this valuable resource, the
atlas seeks to enhance awareness, inform policy develop-
ment, and foster collaboration among countries to ensure
accessible, high-quality PC for all needy individuals. The
presentation at the APHN Congress will serve as a plat-
form to engage the global CP community and highlight
the ongoing efforts to address challenges inthe WHO
SEARO and WPRO.

Limitations and constraints

A small proportion of countries and territoriesis not rep-
resented in the atlas (1 out of 41), resulting in data being
available for 40 countries/territories. Among these, 35
have had information provided by both key informants
and available literature, while six have relied solely on
information from available literature. The lack of engage-
ment hasbeen attributed to the selection criteria for key
informants, as well as thelimited or non-existent PC
activity in some countries.

This studyis based on official documents, perspectives
and knowledge from national experts, WHO’s regional PC
key persons and trained consultants. Although this meth-
odologyis widely accepted for data collection, the data
are still considered estimates. Consequently, the accuracy
and precision of the data can be challenging to verify on
occasion. However, it remains the best and most up-to-
dateinformation availablein both WHO regions.

Based in Spain, the ATLANTES Global Observatory of
Palliative Care contributed their experience and knowl-
edge from previousinternational atlas studies (EAPC,
ALCP.EMRO, etc). Nevertheless, the implementation of
WHO’s newindicators and the limited evidence regard-
ing exploring PC activity within national health systems
should be considered. b

Source:

1. Assessingthe development of palliative care worldwide: a set of
actionableindicators. Geneva: World Health Organization, 2021.
https://wwwwho.int/publications/i/item/9789240033351

2. Tripodoro, VA. (VilmaA.); Garralda, E. (Eduardo); Gnangnon, E. (Fred-
dy); et al. “Report on palliative care development in Benin based on
WHO indicators”. Pamplona: ATLANTES, WHO Collaborating Cen-
tre, Institute for Culture and Society, UNAV, 2023 https://dadun.unav.
edu/entities/publication/fe2d982c-eb4e-42d6-ab73-dcba2c73d470
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@ Abbrewaﬁon:mmmMETHODS Palliative Careinthe
Asia-Pacific Regions 2025:
APHN  AsiaPacific Hospice Palliative Care Network At a Glance

ArcGIS  Geographic Information System software

HIS Health System Information

IAHPC International Association for Hospice
and Palliative Care

Ics Universidad de Navarra

LMICs  Low-and Middle-Income Countries

MoH Ministry of Health

NGOs  Nongovernmental Associations

NCDs  Non-Communicable Diseases

NLM National Library of Medicine

NSAIDs Non-Steroidal Anti-Inflammatory Drugs

OPD Outpatient Department

PHC Primary health care

PC Palliative care

PPC Paediatric palliative care

SAR Special Administrative Region

SEARO WHO South-East AsiaRegion

S-DDD  defined daily doses for statistical purposes
per million inhabitants per day

SDGs  Sustainable Development Goals

SHS Serious Health-related Su ering

UHC Universal health coverage

UN United Nations

WHO  World Health Organisation

WHPCA Worldwide Hospice Palliative Care Alliance
WPRO  WHO Western Pacific Region
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PALLIATIVE CARE IN THE ASIA-PACIFIC REGIONS 2025: AT A GLANCE

25 million of people
faced serious health-
related sufferingin
Asia-Pacificregions.

CANCER

CEREBROVASCULAR
DISEASES

DEMENTIA INJURY,
POISONING,
EXTERNAL

CAUSES

PALLIATIVE CARE IN THE ASIA-PACIFIC REGIONS 2025: AT A GLANCE

Specialized services

SHS
CONDITION INTHOUSANDS
Cancer 7356
Cerebrovascular diseases 4827
Dementia 2219
HIV 2763
Injury, poisoning, external causes 2086
Lung disease 1860
Tuberculosis 848
Others 3056
Total 25015

Source: https:/iahpc.org/what-we-do/research/global-data-
platform-to-calculate-shs-and-palliative-care-need/database/

LUNG
DISEASE

TUBERCULOSIS

Education PALLIATIVE CARE EDUCATION FOR FUTURE DOCTORS AND NURSES:
.. COUNTRIES AND AREAS TEACHING PALLIATIVE CARE
andTraining
m ¥ [
25
15/41 sectors 20 22
o icially recognize 5 20
PCasamedical
specialty or 10 6
subspecialty through s g9 10 ! 4 4 3
national regulatory -- [ | ] [ 1
AUIEORIKES: DOCTORS FORALL FORTHE FORTHE FORNO NODATA NURSES
STUDENTS MAJORITY MINORITY STUDENTS ~ AVAILABLE
15/41 countries 9/41 countries and areas have
and areas host established or advanced level of peer-
national PC reviewed articles focusing on palliative
conferences at care research: Japan, Thailand,
leastevery three Australia, Hong Kong SAR, Singapore,
years. Taiwan, Republic of Korea, New Zealand,
Macao SAR.
Health Policies
LEVEL CONTENT COUNTRIES YEAR  NAME
AND AREAS
NATIONAL Actualized, evaluated or 8 PALLIATIVE ~ SouthKorea 2018  LawNo.14013 ActonHospiceand
PALLIATIVE CARE audited in last 5 years CARE LAW Palliative Care and Decisions on Life-
PLAN, PROGRAMME, Sustaining Treatment for Patients
POLICY, OR OO@O Actualized butnotevaluated 12 %23%5{““ Life (& Enforcement
STRATEGY oraudited in last 5 years
Philippines 2019  H.No.6422 - AnActIntegrating
O @ O O Developed over 10 PP Hospice and Palliative Care into the
Syearsago Philippine Health Care System.
@ O O O Notknown or 11 Taiwan 2021  Hospice Palliative Care Act
does notexist
Empowerment people
iti Myanmar SriLanka
and communities G yanmer. Paliative
PALLIATIVE CARE (Cancer) Foundation Care Association
ASSOCIATIONS Hong Kong SAR I TheRuth 'F:'hilipdpir)es
Hong Kong Society of Palliative Medicine Malaysia - e Ruth Foundation
Taiwan Malaysian Hospice  sia-Pacific for Palliative and Bangladesh
Taiwan Academy of Hospice & Palliative Medicine Council egion HospiceCare  palliative
I Asia Pacific Nepal I Care Society
Singapore South Korea Hospice Nepalese Thailand |
New Zealand Malaysia Singapore Korean Society Palliative Association Thai Bangladesh
Hospice New Hospice Hospice for Hospice Care Network of Palliative Palliative Hospice
Zealand Malaysia Council Palliative Care (APHN) Care Care Society Bangladesh
| |
1985 || | 19% | | 1995 ‘ ‘ | 2000 ‘ | | | 2005 \ 2010 ‘ ‘ ‘ | 2015
| | I
HongKong SAR Taiwan India Japan Australia ~ Mongolia China Indonesia Philippines
The Society for Hospice The Indian Japanese  Palliative  Mongolian Chinese Indonesian The Philippines Society
the Promotionof ~ Foundation Association Societyfor ~ Care Palliative Association Palliative of Hospice and Palliative
Hospice Care of Taiwan of Palliative Care Palliative ~ Australia ~ Care Society for Life Care Society Medicine

Medicine (PCA)
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PROVISION OF PALLIATIVE CARE PC SERVICES OR TEAMS FOR CHILDREN
Countries and areas and total of services identified

LEVEL1 LEVEL 2 LEVEL 3 LEVEL4

NOORMINIMAL EXISTBUTONLYINSOME  EXISTSINMANY PARTS ~ SYSTEMATICALLY
GEOGRAPHIC AREAS OF THE COUNTRY PROVIDED

Bhutan Bangladesh Malaysia Australia

Kiribati Brunei Darussalam Mongoli HongKong SAR

Maldives Cambodia Republic of Korea NEREN

Nauru China New Zealand

Niue Cooklslands Singapore

PapuaNew Guinea Fiji Thailand

Samoa India

Solomon Islands Indonesia

Tokelau LaoPDR

Tuvalu Macao SAR

Vanuatu MarshallIslands 25
MicronesiaFS
Myanmar 20
Nepal o
Philippines s ® s £ s g 2 3 £ B >
i w2 ¢ 2§35 882 5382
Timor-Leste § 5§ g 85 € 2 2 2 £ 5 =
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I China

x| Australia

55

50

45

40

35

30

25

20

15

10

Use of Medicines

19/41

Urban Availability of Essential
Medicines: 19/41 sectors
report availability above 30%.

MORPHINE ACCESS
16/41 countriesand areas report less
than 10%accessin Primary Care.

USE OF OPIOIDS

Global
2385-DDD
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4 Nodata
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THEMATIC MAPS

THEMATIC MAPS

® Map 1: Empower people and communities

Several resources and activities support empowering
people and communities in PC development across coun-
tries. Ten out of 40 countries have groupsintegrating PC
within broader healthcare programs, while nine coun-
tries demonstrate strong national and regional advocacy;,
promoting patient rights through professional associa-
tions. Additionally, 13 countries have national policies on
advance directives and/or advance care planning (ACP),
ensuring patient autonomy in end-of-life care decisions.

TABLE 5. Associations promoting PC

Notable examples include Australia’s ACP framework
(2021), which ensures nationwide policy consisten-
cywith government-funded training and resources for
informed decision-making. Similarly, the Singapore ACP
initiative, part of its National Strategy, expands it into
community settings managed by a Steering Committee.
Bothinitiatives strengthen policies, legal protections,
and patient empowerment in palliative care. b

Country or Area Association promoting PC Founded
Australia Palliative Care Australia (PCA) 1998
Bangladesh Palliative Care Society Bangladesh 2013
Hospice Bangladesh 2013
China Chinese Association for Humanistic and Palliative Care (CAHPC) —
Chinese Association for Life Care 2006
Hong Kong SAR (China) The Society for the Promotion of Hospice Care 1986
Hong Kong Society of Palliative Medicine 1997
India The Indian Association of Palliative Care (IAPC) 1994
AllIndia Institute of Medical Sciences 1956
Pallium India 2003
Indonesia Indonesian Palliative Society 2008
Japan Japanese Society for Palliative Medicine 1996
South Korea Korean Society for Hospice Palliative Care 1998
Malaysia Hospis Malaysia 1991
Malaysian Hospice Council 1998
Mongolia Mongolian Palliative Care Society 2000
Myanmar U Hla Tun Hospice (Cancer) Foundation 1998
Nepal Nepalese Association of Palliative Care 2009
New Zealand Hospice New Zealand 1986
Philippines The Ruth Foundation for Palliative and Hospice Care 2012
The Philippines Society of Hospice and Palliative Medicine 2011
Singapore Singapore Hospice Council 1995
SriLanka Palliative Care Association of Sri Lanka —
Thailand Thai Palliative Care Society 2012
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NATIONAL POLICY OR GUIDELINE
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Association
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® Map 2: Health policy related to PC

Among 40 countries, 18 have an updated national PC
strategy, while 8 have standalone plans orlegislation gov-
erning PC, including the Philippines and South Korea,
with comprehensive legal coverage. Malaysia’s National
Palliative Care Policy and Strategic Plan (2019-2030) also
stands out as a significant step in policy development. It
emphasisesintegrating PCinto government hospitals,

and legal recognition. b

TABLE 6. Palliative Care related health policies and funding

primary care, and community programs, while the Minis-
try of Health is developing a National Palliative Care Stan-
dard Framework to enhance implementation and service
quality. Additionally, 18 countriesintegrate palliative care
into essential health services within UHC, and 6 include
PCintheir General Health Law, ensuring broader access

but not actively evaluated or
audited

political level (without a coordinating entity defined)

Country PC Plan, programme, National PC authority within the government The national authority
orarea policy or strategy has concrete functions,
budgetandsta
Australia Actualizedinlast5years,and  The coordinating entity for palliative care isawell-definedand ~ There are concrete functions, sta
actively evaluated oraudited ~ hasagood structure (scientific & technical) and budget

Bangladesh Developed over 5 years ago The authority for palliative care is defined but only at the Does not have concrete functions or
political level (without a coordinating entity defined) resources (budget, sta ,etc.)

Bhutan Actualizedin last5 years, The authority for palliative care is defined but only at the There are concrete functions but do

not have abudget or sta

Brunei Darussalam

Not known or Does not exist

The authority for palliative care is defined but only at the
political level (without a coordinating entity defined)

Does not have concrete functions or
resources (budget, sta ,etc.)

resources (budget, sta ,etc.)

Cambodia Not known or Does not exist There is no authority defined Does not have concrete functions or
resources (budget, sta ,etc.)
China Developed over 5 years ago The coordinating entity for palliative care is awell-definedand ~ There are concrete functions, sta
has agood structure (scientific & technical) and budget
Cooklslands Actualizedinlast5 years, There isacoordinating entity but has anincomplete structure  Does not have concrete functions or
butnotactively evaluatedor  (lack of scientific or technical section) resources (budget, sta ,etc.)
audited
Fiji Not known or Does not exist Thereis noauthority defined There are concrete functions but do
not have abudget or sta
Hong Kong SAR(China)  Actualizedinlast5years,and  The coordinating entity for palliative care isawell-definedand ~ There are concrete functions, sta
actively evaluated oraudited  hasagood structure (scientific & technical) and budget
India Developed over 5 years ago Thereis no authority defined Does not have concrete functions or
resources (budget, sta ,etc.)
Indonesia Actualizedinlast5 years, The authority for palliative care is defined but only at the There are concrete functionsandsta
butnotactively evaluatedor political level (without a coordinating entity defined) butdo nothave abudget
audited
Japan Actualizedinlast5years,and  Thereisa coordinating entity but hasanincomplete structure  There are concrete functions, sta
actively evaluated oraudited  (lack of scientific or technical section) and budget
Kiribati NotknownorDoesnotexist ~ Thereis noauthority defined Does not have concrete functions or

Lao People’s Democratic
Republic

Developed over 5 years ago

The authority for palliative care is defined but only at the
political level (without a coordinating entity defined)

Does not have concrete functions or
resources (budget, sta ,etc.)

Macao SAR (China)

Developed over 5 years ago

Thereis noauthority defined

Does not have concrete functions or
resources (budget, sta ,etc.)

Malaysia Actualizedinlast5years, The coordinating entity for palliative care isawell-definedand ~ There are concrete functions, sta
butnotactively evaluatedor ~ hasagood structure (scientific & technical) and budget
audited

Maldives Not known or Does not exist Thereis no authority defined Does not have concrete functions or

resources (budget, sta ,etc.)

Marshall Islands

Developed over 5 years ago

Thereis noauthority defined

Does not have concrete functions or
resources (budget, sta ,etc.)

Micronesia (Federated
States of)

Developed over 5 years ago

Thereis noauthority defined

Does not have concrete functions or
resources (budget, sta ,etc.)

Mongolia

Actualizedinlast5 years,
but not actively evaluated or
audited

There isa coordinating entity but has anincomplete structure
(lack of scientific or technical section)

Does not have concrete functions or
resources (budget, sta ,etc.)
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Country PC Plan, programme, National PC authority within the government The national authority

orarea policy or strategy has concrete functions,

budgetandsta

Myanmar Actualized inlast 5 years, The authority for palliative care is defined but only at the There are concrete functions but do
butnotactively evaluatedor  political level (without a coordinating entity defined) not have abudget or sta
audited

Nauru NotknownorDoesnotexist ~ There is no authority defined Does not have concrete functions or

resources (budget, sta ,etc.)

Nepal Actualizedinlast5 years, Thereis noauthority defined Does not have concrete functions or
but notactively evaluated or resources (budget, sta ,etc.)
audited

New Zealand Actualizedinlast5years, The coordinating entity for palliative care isawell-definedand ~ There are concrete functions, sta
butnotactively evaluatedor ~ hasagood structure (scientific & technical) and budget
audited

Niue Not known or Does not exist Thereis no authority defined Does not have concrete functions or

resources (budget, sta ,etc.)

Palau Actualizedinlast5years,and  There is no authority defined Does not have concrete functions or

actively evaluated or audited

resources (budget, sta ,etc.)

Papua New Guinea

Not known or Does not exist

The authority for palliative care is defined but only at the
political level (without a coordinating entity defined)

Does not have concrete functions or
resources (budget, sta ,etc.)

Philippines

Developed over 5 yearsago

There isa coordinating entity but has anincomplete structure
(lack of scientific or technical section)

There are concrete functionsand sta ,
butdo nothave abudget

Republic of Korea

Actualized in last 5 years, and
actively evaluated or audited

The coordinating entity for palliative care is a well-defined and
hasagood structure (scientific & technical)

There are concrete functions, sta
and budget

Samoa Developed over 5 yearsago Thereis no authority defined Does not have concrete functions or
resources (budget, sta ,etc.)
Singapore Actualizedinlast5years,and  The coordinating entity for palliative careisawell-definedand  There are concrete functions, sta

actively evaluated or audited

hasagood structure (scientific & technical)

and budget

Solomon Islands

Not known or Does not exist

Thereis no authority defined

Does not have concrete functions or
resources (budget, sta ,etc.)

SriLanka Actualized inlast5 years, The coordinating entity for palliative care isawell-definedand ~ There are concrete functionsandsta ,
butnotactivelyevaluatedor ~ hasagood structure (scientific & technical) butdo nothave abudget
audited
Thailand Actualizedinlast5years,and  The coordinating entity for palliative careisawell-definedand ~ There are concrete functions, sta
actively evaluated oraudited  hasagood structure (scientific & technical) and budget
Timor-Leste Developed over 5 years ago Thereisacoordinating entity buthasanincomplete structure  There are concrete functions but do
(lack of scientific or technical section) not have abudget or sta
Tokelau NotknownorDoesnotexist ~ Thereisnoauthority defined Does not have concrete functions or
resources (budget, sta ,etc.)
Tonga NotknownorDoesnotexist ~ Theauthority for palliative care is defined but only at the Does not have concrete functions or
political level (without a coordinating entity defined) resources (budget, sta ,etc.)
Tuvalu NotknownorDoesnotexist ~ Thereisno authority defined Does not have concrete functions or
resources (budget, sta ,etc.)
Vanuatu Actualizedinlast5years, Thereis no authority defined Does not have concrete functions or
but notactively evaluated or resources (budget, sta ,etc.)
audited
Viet Nam Actualized inlast 5 years, The authority for palliative care is defined but only at the There are concrete functions but do

but notactively evaluated or
audited

political level (without a coordinating entity defined)

not have abudget or sta
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THEMATIC MAPS

@ Map 2: Health policy related to PC
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€ Map 3:Research

Regarding research activity and promotion, 14 countries
host national PC conferences at least every three years,
featuring multidisciplinary participation. In 32 countries,
thelevel of estimated peer-reviewed publications on PC
research remains low or very low. However, a perceived
interest in PCresearchisincreasing, with a growing num-

TO =/\ NU ¢k« /\

ber of regional researchers. Notable initiatives include

EXISTENCE OF PC CONGRESSES
OR SCIENTIFIC MEETINGS AT
THE NATIONAL LEVEL

National conference specifically
- dedicated to PC

= PC section included in unrelated
conference every 1-2 years

Sporadic or non-periodical conferences
or meetings

[ Nonational congress

Not applicable

Thailand’s Karunruk Palliative Care Research Collabo-
ration Center (KPCRCC),launched in 2024 to establish a
national research network and promote academic pub-
lications, and New Zealand’s Palliative Care Aotearoa
Research Network (2023), which fosters nationwide
researcher collaboration. b
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® Map 4: Essential medicines

Access to opioids and essential PC medicines in the region TABLE 7.Consumption of strong opioids _
isoften limited and uneven, with significant disparities in S-DDD, excluding methadone* N .- P : Sowversidod |mayss
between urban and rural areas. While half of the coun- _ . ¥ e Cj e :'. : N de Navarra. | autiine care
tries report urban availability above 30%, only six report gfgr%gy %OSQ%JSEQT'SQC?J gitrﬁgnr%g[%%%% e '
70-100% availability, and in rural areas, 32 out of 40 coun-
tries report less than 30%. Opioid restrictions are a key Australia 6871
barrier, with 16 countries reporting less than 10% access Bangladesh 22
tomorphinein primary care. Strict regulations delay Bhutan 60
fcwailability, as st‘eer% in the.Philippin.es, while low prescrib— Brunei Darussalam 387
1ng cor.lﬁdence.hmltsj usein .Male.ly51a. In Indonesia, mor- Cambodia No data reported
phineisunavailable in public primary health centers, China 119
and in both,Indonesia and India, the exclusion of certain
WHO-recommended strong opioids from their Nation- Cooklslands No datareported
al Medicines Listslimits access to critical pain manage- Fiji 164
ment options. These challenges underscore the effects of Hong Kong SAR (China) 210
restrictive policies, inadequate provider training, and reg- India 201
ulatory exclusions, significantly limiting opioid availabil- Indonesia 27
ity, particularly in primary care and rural settings. b Japan 915
Kiribati No data reported
LaoPDR 16
Macao SAR (China) 260
Malaysia 295
Maldives 32
MarshallIslands 19 TOTAL CONSUMPTION OF OPIOIDS
Micronesia (Fed. Statesof) 27 I'IOE‘DDDD 20'5; 5‘2?‘“200 ;?Yuo s
Mongolia 92
Myanmar 6
Nauru No data reported
Nepal 45
New Zealand 4865 ESTIMATED AVAILABILITY OF IR ORAL
Niue 157 MORPHINE AT RURAL PRIMARY CARE
Palau 503 Bl setween 70% to 100%
PapuaNew Guinea 38 B etween 30% to 70% NZ
Philippines 34 . Between10% to30% '
Republic of Korea 2141 Between 0% t0 10%
SamOa 185 Not applicable
Singapore 689 ith made for the urban context J 175000000
Solomon Islands No data reported
SriLanka 39
Thailand 249
Timor-Leste 201
Tokelau No data reported
Tonga 30
Tuvalu 31
Vanuatu 11
Viet Nam 47
*S-DDD defined daily doses for statistical purposes
per million inhabitants per day
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@ Map 5: Palliative care education

Effortstointegrate PC education into nursing and medi-
cal school curricula are progressing across the region. The
median proportion of medical schools offering compulso-
ry palliative care education is 15.6%, with nine countries
ensuringitsinclusionin all medical schools. However, in
22 out of 40 countries, no medical school mandates PC
compulsory training.

Similarly, the median proportion of nursing schools
offering compulsory palliative care education is 18.2%.
Additionally, 14 out of 40 countries officially recognise PC
asamedical specialty or subspecialty through national
regulatory authorities.

Several countries have taken notable stepstointegrate
PCeducation. The Philippines’ national PClaw man-
datesitsinclusionin medical and nursing school curric-
ula.InJapan, PCisincluded in all medical and nursing
curriculaandis part of the national examination crite-
ria, with organisations like Hospice Palliative Care Japan
standardising education across training levels. Similar-
ly, Mongolia has integrated PCinto medical, nursing, and
social work curricula. b

TABLE 8.Percentage of medical and nursing
schoolswith optional PC teaching

Country Percentage of Percentage
orarea medical schools  of nursing
withOPTIONAL  schoolswith
teaching OPTIONAL
inPC* teaching
inPC*
Australia 19 5
Bangladesh 0 0
Bhutan 100 0
Brunei Darussalam 0 0
Cambodia 9 20
China N/A N/A
Cook Islands 0 0
Fiji 0 0
Hong Kong SAR (China) 0 0
India N/A 0
Indonesia N/A 0
Japan 0 0
Kiribati 0 0
LaoPDR 0 0
Macao SAR (China) 0 50
Malaysia 47 18
Maldives 0 100
Marshall Islands 0 0
Micronesia (FSO) 0 0
Mongolia 40 50
Myanmar 0 0
Nauru 0 0
Nepal 4 N/A
New Zealand 0 N/A
Niue 0 0
Palau 0 0
PapuaNew Guinea 50 0
Philippines N/A N/A
Republic of Korea 0 19
Samoa 0 0
Singapore 0 0
SolomonIslands 0 0
SriLanka 0 11
Thailand 0 11
Timor-Leste 100 N/A
Tokelau 0 0
Tonga 0 0
Tuvalu 0 0
Vanuatu 0 0
VietNam 28 5

*without compulsory teaching
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® Map 6: Integrated Health Services

THEMATIC MAPS

There are significant variationsin theintegration of PC
services across theregion. While 6 out of 40 countries have
fullyintegrated PC servicesinto their healthcare systems,
three provide generalized services with some gapsininte-
gration. However, in about half of the countries, PC services
integration remainsin the early stages of development,
with onlyisolated provision available, often concentrated
in specific geographic areas. Nearly 30% of countries have a
well-established network of homecare teams or widely dis-
tributed services, while 9 out of 40 have PC services accessi-
blein most hospitals. In contrast, standalone hospices are
theleast available, with only 3 countries having a well-es-
tablished presence of such facilities.

Thailand represents a notable example of PCintegration
withinits healthcare system. The Ministry of Public Health
hasincorporated PCinto primary care, with the Health
Region Network ensuring coordination by connecting dis-
trict hospitalstotertiary andlocal facilities. b

TABLE 9.Provision of specialised palliative care
services per100,000inhabitants

o

Country Provision of total
orarea palliative care services
Australia 646
Bangladesh 19
Bhutan 1
Brunei Darussalam 2
Cambodia 9
China 2,287*
Cook Islands 3

Fiji 0
Hong Kong SAR (China) 30
India 818
Indonesia N/A
Japan 2,535*
Kiribati 0
LaoPDR 6
Macao SAR (China) 2
Malaysia 483*
Maldives 0
MarshallIslands 0
Micronesia (Fed.Statesof) 0
Mongolia 40
Myanmar 8
Nauru 0
Nepal 17
New Zealand 79
Niue 0
Palau 1
PapuaNew Guinea 1
Philippines 95
Republic of Korea 442
Samoa 0
Singapore 30
Solomonslands 0
SriLanka 27
Thailand 1,850*
Timor-Leste 2
Tokelau 0
Tonga 1
Tuvalu 0
Vanuatu 0

*At least
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® Map 7: Children PC provission

Countryreports

Specialised paediatric palliative care servicesin the region
remain limited orisolated in most countries and territo-
ries, primarily concentrated in urban areas and major hos-
pitals. Only five countries have integrated or generalised
provision of these services. Australia’s paediatric pallia-
tive care system stands out for its broad geographic reach,
offering services through both hospitals and independent
providers, ensuring accessibility across multiple care plat-
forms.

ics
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100 25 0 1

PAEDIATRIC SPECIALIZED PC SERVICES
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ANNEX ANNEX

® Tokelau

D Use of essential medicines E Education &Training

™=

%

Medical schools

'PC SEViC Opiods with mandatory PC O/O
[ — . consumption teaching
(excluding
: methadone)

Tokelau in the context of Asia-Pacific regions

AVERAGE Nursing schools /
TOKELAU .
i o with mandatory PC @ 0/0

Tokelau

General data U Toke teaching
L el e sl e e e
POPULATION, 2023 e cccberccbeoo boece oo boee beeeg b by
N/A i e : 5 & a®
SURFACE, KM, 2022 s ot o REREGON MPTON M A G e RECION
N/A Recognition of PC specialty @ O O O
PHYSICIANS 1000INH,2022 Overall availability of essential medicines
N/A =

for painand PC at the primary level

EOFPC SERVICES
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B Policies
o o v | m) (28| v 5
(OO 70-100 (00 70-100
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?\ID;? CAPITA Us$ 2023 General availability ofimmediate-release oral _ _
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EPILOGUE

@® The way forward

Policies, funding frameworks, education and training,
and stakeholders’ cultural perspectives and beliefs sig-
nificantlyinfluence PC advancement. It is anticipated
that individuals, stakeholders, and practitionersin the

Asia Pacific regions may hold differing views and cultural

beliefs compared to their European or Western counter-
parts. The Lancet Commission report and subsequent
studies emphasise that the PCneeds across the WHO
SEARO and WPRO are significant and complex. These

regions fall far below the global average in terms of aware-

ness of PC services, which remains lowin many LMICs
within these areas. The development of PC servicesis

inconsistent, with notable disparitiesin access and quali-
ty. The APHN has been pivotal in promoting PC through

education and policy advocacy. However, professional
activities and policy support are still limited at the coun-
try’slevel. It is exacerbated by the lack of PCintegration
intonational health systems and policies and inade-

quate plans for funding and sustainability, particularlyin

LMICs.

Theburden of serious health-related suffering is pro-
jected toincrease significantly. By 2060, the number of
peoplerequiring PCin theseregionsis expected torise
dramatically, driven by ageing populations and the
increasing prevalence of non-communicable diseases
such as cancer and dementia. It underscores the urgent

need to scale PC services to meet future demands. Access

toessential medications, particularly opioids for pain
relief, remains a critical issue.

Complex political contexts,inadequate healthcare sys-
tems, and conflicts have further undermined health ser-
vices and heightened the demand for PC. Enhancing
access to PC services asavital component of compre-
hensive care throughout thelife course, in both stable
settings and emergency contexts, and following World
Health Assembly resolution WHA 6719, is a priority for
theregion.

Alowlevel of integration in primary care, insufficient
service provision, a growing burden of SHS, significant
unmet supportive care needs, and limited access to pain
relief characterises the PC development gapsin WHO-
SEAR and WPR. Addressing these challenges requires

concerted efforts tointegrate PCinto national health sys-
tems, improve education and training, and ensure equita-

ble accessto essential medications.

The collaboration between consultants, regional and
national associations, and the ATLANTES Global
Observatory of Palliative Care hasled to the develop-

ment of the first Atlas for the WHO Asia-Pacific Regions

(SEARO and WPRO). This Atlas represents a concrete
step toward generating relevant data for informed deci-

sion-making. We hope that the context-specificindica-
tors presented in this atlas will aid in monitoring and
evaluating PC development in the regions, thus sup-
porting the planning and strengthening of this vital
area of the healthcare system.

Based on the findings presented in this Atlas, several
priorities and opportunities for strengthening PCin the
regions have been identified across health policies, ser-
vice provision, access to medicines, research, education
and empowering people and communities. It includes
using these WHO indicators to develop continuous mon-
itoring mechanisms and expanding the number of coun-
triesinvolved as an essential first step in monitoring and
advancing PC development in the regions.

Recommendations for the region’s way forward that will
pave the way for successful implementation include:

- Formulate and implement national strategies, plans,
and programs for PC and advocate for integrating PC
servicesinto UHC benefit packages.

- Expand the variety and availability of services, focus-
ing on home-based and PHC programs while ensuring
their optimal geographical distribution.

- Developregional and national policies to guarantee
affordable access to essential PC medications, particu-
larlyimmediate-release oral morphine.

- Enhance PC education within medical and nursing
undergraduate curricula.

- Foster capacity building and research in PCwithin the
regions and promote peerlearning and the documenta-
tion of best practices.

- Empower people and communities by providing
them with the necessary tools, knowledge, and sup-
portto participatein and advocate for PC services,
ensuring their needs and voices are heard in develop-
ing and implementing care programs.

+ Share successful PC development experiences within
theregion.

THE ATLANTES RESEARCH TEAM
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