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Abstract

Purpose of the Review
The integration of cancer-related palliative care is essential to holistic, quality cancer care. While some similarities exist between
countries, this manuscript will focus on five differences that impact palliative care for cancer patients including the epidemiology
of cancer and related symptoms, cancer-specific integration into care, palliative care education, economic development of the
country, and cultural and religious differences.

Recent Findings
The epidemiology of cancer varies around the world resulting in variable symptoms and the need for individualized approaches
to palliative care. While palliative care is integrated in some countries, it is lacking in over half of the world, and specific
integration into cancer care is virtually absent. Education and training are the key to expansion, and yet oncology-focused
palliative care education is lacking or is not well-reported in the literature. To complicate this global lens even further are the
economic disparities that exist. Low-to-middle-income countries (LMICs) are resource poor and have the fewest resources and
least amount of integration, and yet patients with advanced cancer are over-represented in these countries. Essential to cancer-
related palliative care is a tailored approach that addresses cultural and religious differences around the globe.

Summary
Palliative care is developing around the globe and yet palliative care specific for cancer patients is in its infancy. Cancer care
professionals should (1) understand the epidemiologic differences that exist globally and the impact this has on palliative care, (2)
integrate palliative care into the cancer care arena, (3) provide cancer-specific palliative education focused on the cancer trajectory from
diagnosis through survivorship and end of life, (4) advocate for LMICs, which suffer from a lack of resources and services, and (5)
understand cultural and religious differences that exist to provide holistic and sensitive cancer-related palliative care.
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Introduction

Cancer is the second leading cause of death around the world.
A recent systematic review estimated that approximately 17

million people are diagnosed with cancer each year and 9.6
million will die from the disease [1]. With this comes a des-
perate need for adequate palliative care, to support patients
throughout cancer treatment and through survivorship and
end of life care. Palliative care is an essential component of
cancer care around the globe and employs an interdisciplinary
approach to relieve suffering through the management of pain
and symptoms caused by cancer and its treatment [2].

For over a decade, experts have suggested that a global
approach is essential to the development of palliative care
worldwide in terms of leadership, sharing of knowledge, and
advocacy. Ongoing efforts continue to better integrate
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palliative care into cancer care, and it is apparent that one size
does not fit all. While some similarities exist in palliative
cancer care around the world, vast differences exist in five
primary areas: (1) the epidemiology of cancer and related
symptoms experienced, (2) cancer-specific integration into
care, (3) palliative care education, (4) economic development
of the country, and (5) cultural and religious differences that
call for a tailored approach to care. This manuscript will dis-
cuss recent evidence on palliative cancer care around and five
differences that impact care. Future directions in research and
practice will be recommended.

Global Similarities

While it is sometimes easiest to focus on differences between
countries, three commonalities exist within global palliative
cancer care that are foundational to this discussion. First, the
primary goal of palliative care is universal: to relieve pain and
suffering and to improve quality of life, [2] which many refer
to as a human right [3••, 4]. While this is globally similar, the
degree and means to accomplish this may be very different.
Secondly, the interdisciplinary team is foundational to the
delivery of palliative care. Employing a team is what separates
integrated palliative care to a lone clinician providing support-
ive cancer care. And third, the core of all societies around the
world is the family unit, which holds special meaning for the
delivery of cancer palliative care around the globe. [5–8] This
common ground infers that we as a human race are often more
similar than we are different. And yet, our circumstantial and
individual differences create a rich diversity in who we are as
people, which calls for a tailored approach to palliative care.

Epidemiology of Cancer Around the World

The epidemiology of cancer varies around the world, and is
directly impacted by a country’s aging population, lifestyle
choices, and infectious-related cancers [9]. GLOBOCAN es-
timates the incidence and mortality of 36 cancers in 185 coun-
tries, and most recent evidence indicates a growing number of
cancers related to behaviors such as smoking and diet and a
decrease in infection-related cancers [10]. Figure 1 depicts a
map of the global incidences of cancer in males and females.
These rates directly impact palliative care in several ways.
First, some cancers such as lung cancer are often diagnosed
at later stages, especially in developing countries, and symp-
tom burden and the need for palliative care are often high.
Second, symptom clusters exist among certain types of can-
cer. For example, dyspnea and cough are commonly experi-
enced in patients with lung cancer, the predominant cancer in
Asian men [11]. Patients with gastrointestinal cancer can ex-
perience 13 co-occurring symptoms including nausea,

vomiting, and pain, [12] which impacts patients with liver
cancer, the most common cancer in 13 countries. For women,
breast cancer is the most common cancer around the world.
Also important to mention is cervical cancer, which is the
most common cancer in 28 countries [10].

Because the epidemiology of cancer is highly variable
around the world, it is likely that symptoms may also vary,
and yet a lack of global studies exist on the symptom experi-
ence. A systematic review of international research in palliative
care found in the 184 studies examined, the majority were ob-
servational studies or program evaluations [13•]. Research that
representatively focuses on patient symptoms, outcomes, and
interventions is relatively absent. A handful of studies do exist.

One recentmeta-analysis of 36 studies in LMICswas recently
published that reported on lymphedema of the arm secondary to
breast cancer treatment (n = 31) and leg following gynecological
cancer treatment (n = 5). High variability existed in circumfer-
ence measurements, and standardizing measurement was recom-
mended to better understand and report the problem globally
[14]. Odonkor and colleagues [15] published a systematic review
comparing the quality of cancer pain management trials in
Africa, Europe, and North America. Only three of 18 trials were
from Africa (Egypt), and authors acknowledged the dispropor-
tionate representation of trials globally [15].

Palliative Care Integration into Cancer Care

Palliative care services exist in approximately 136 of the
world’s 234 countries. The degree of integration is highly
variable, however, and resources are country dependent.
Lynch et al. [16] mapped palliative care development around
the world, and found levels ranging from no activity to ad-
vanced integration, which emphasized some of the global dis-
parities that exist globally, further emphasizing that not all
countries are alike. Europe, Australia, Canada, and the USA
have the most advanced integration, whereas several areas in
Africa and parts of Asia and South America are lacking ser-
vices. It should be noted that specific integration of cancer-
related palliative care was not addressed in Lynch’s work.

A handful of papers have been written that describe inte-
gration of palliative services into cancer care. One systematic
study examined 60 guidelines and 14 clinical pathways in
Europe and found that 80% used a holistic approach and
66% employed palliative care interventions to alleviate suffer-
ing [17]. In a survey of 15 Middle Eastern countries (n = 773
respondents), 54.7% reported having a palliative care consul-
tation service in their organization and 41.4% had a palliative
care unit [18]. While cancer-related palliative care was not
addressed specifically, many of the authors and respondents
of this paper work are directly in cancer care. Another
European systematic review examined 14 studies of palliative
care integration, but only four of these studies included
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patients with cancer and two noted a combined chronic dis-
ease and cancer model [19]. Outcomes were positive in that
patients who received palliative care had fewer hospitaliza-
tions and better quality of life. Japan has also reported suc-
cessful integration of palliative care into cancer care [20].

It is obvious that palliative care integration is lacking in
many countries around the world. In a survey of 29 countries
on six continents (n = 749 respondents), home health nursing
was the only supportive care available, especially in remote
areas [21]. Overall, the integration of palliative care world-
wide is still growing. And specific integration for cancer pa-
tients appears to be in early stages in more developed

countries, but a lack of evidence exists for other parts of the
world. This is complicated in that integrating palliative care
into cancer care is also not well-defined, but rather a hetero-
geneously defined concept [22]. Further defining integration
will aid countries globally in determining successful integra-
tion of palliative care into cancer care.

Cancer-Related Palliative Care Education

The ability to successfully integrate palliative care for cancer
patients into a country is highly dependent on access to both

Fig. 1 Global diversity of cancer incidences in males and females
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professional and community education. While a plethora of
global palliative care educational programs exist, the majority
are general and not specific to cancer care. The Journal of
Pain and Symptom Management devoted a 2018 supplement
to the International Palliative Care Initiative, which provided
$25 million to the global advancement of palliative care in-
cluding professional education and curriculum and leadership
development [3]. The End of Life Nursing Education
Consortium is available globally at http://www.aacn.nche.
edu/elnec/about/fact-sheet, and an oncology-specific course
exists through this curriculum; however, reports of global
use and course outcomes are lacking in the literature. The
Education Physician in End of Life Care-Oncology (EPEC-
O), sponsored by the National Cancer Institute, has been inte-
grated into undergraduate and postgraduate educational cur-
ricula in Ukraine [23••], but other reports of integration are
lacking. One systematic review of 14 palliative oncologic care
curricula for providers in resource-limited and underserved
communities referenced programs in Argentina, Uganda,
Kenya, Australia, Germany, the USA, and some combined
countries. Education topics included palliative care principles,
pain and symptom management content, and communication
skills, primarily presented in a didactic format with some ex-
periential learning [24]. Only one program specifically men-
tioned oncology-specific content.

It is possible that more cancer-specific content has been
integrated into palliative care education globally, and yet this
information is not disseminated. Or it is possible that dissem-
ination has occurred in other venues, such as books and book
chapters, that are not captured well in literature reviews.
Perhaps some of the best examples of this work come from
professor Silbermann and his work with countries around the
world. Books include Palliative Care: Perspectives,
Practices, and Impact on Quality of Life: A Global View
[25] and Cancer Care in Countries and Societies in
Transition [26], which include chapter exemplars on the inte-
gration of palliative care into oncology.

Economic Development

Cancer is a disease that affects all areas of the world, and yet
70% of deaths from cancer occur in low-to-middle-income
countries (LMICs). This is primarily due to late diagnosis,
where curative treatment is not an option, and hence, palliative
care is desperately needed [2]. According to a Global
Palliative Care Resource-Stratified Guideline by the
American Society Clinical Oncology, all patients with cancer
who cannot receive curative treatment should receive pallia-
tive care [27•]. While palliative care services exist in over half
of the world’s countries, these programs are primarily located
in high-income countries and are lacking in areas where pa-
tients may be in most need [16, 28].

Palliative care efforts and research are underway in LMICs
and resource-limited settings around the globe, and yet a spar-
sity of data exist. One systematic review of palliative care
intervention outcomes in low-resource countries identified on-
ly 18 studies, and only five of which included patients with
cancer [29]. Themajority of these focused on the management
of pain, and outcomes were positive. A recent systematic re-
view of 18 studies appraised improvement strategies of
LMICs to increase access to cancer treatments and palliative
care. The majority were case reports; research was lacking.
Studies did identify facilitators to be stakeholder engagement,
financial support, supportive learning environment, and com-
munity networks, whereas barriers were lack of human re-
sources, financial constraints, and limited infrastructure [30•].

Possibly the most disturbing aspect of this economic
gap is the fact that palliative care is cost-effective. A re-
view of 10 papers that evaluated cost-effectiveness of pal-
liative care in LMICs found that the four studies that
conducted cost-effective analyses found both financial
savings and positive patient outcomes [31]. Overall, the
authors reported that low-cost delivery of palliative care
in LMICs is possible, and that palliative care is a less
costly option compared to other types of treatment.

Culture and Religion

The most notable global differences in palliative care for can-
cer patients are cultural and religious diversity between coun-
tries and geographic regions. Both are worthy of discussion
and imply a tailored plan for palliative care. One of the most
common beliefs that impact both cancer and palliative care is
fatalism, the perception that cancer, pain, and suffering are
inevitable [32, 33]. These beliefs may be spiritually or cultur-
ally based or could be related to a lack of knowledge about
treatment and palliative care options [34]. It may be more
prominent for some regions in the world such as Asia [35,
36] or in some cultural and religious groups [37–39]. A “nat-
ural fate” is a predominant belief in Buddhism and encourages
patients to confront suffering while waiting until death comes
[40]. China is predominantly a Buddhist society, and higher
fatalism scores exist.

Not only fatalism, but fear of cancer, which includes an
avoidance of discussing the illness, is common among
some cultures. Fear can be related to fatalism and in the
belief that cancer is not curable. Superstition can be another
part of the fear and some cultural groups continue to think
that cancer is contagious, especially in parts of Africa [41]
and even in US American Indians. When working with an
American Indian medicine man, he stated, talking about
cancer will bring bad medicine to my people [42]. For
Middle Eastern and other cultures, it is also common not
to disclose a cancer diagnosis. Doing so is thought to have a
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negative impact on the patient [43]. And when cancer or
end of life is disclosed, it is not uncommon for families to
socially isolate or abandon their loved one due to social
stigma [6]. Overall, cancer can be considered fearful and a
cultural taboo in many cultures, making discussion of can-
cer and palliative care a challenge [44].

The use of traditional medicine is another common and yet
culturally diverse component of palliative care for cancer pa-
tients. One systematic review of 39 papers that examined pallia-
tive care practices in indigenous persons found that patients de-
sired integration of traditional medicine and spiritual healers into
their care [45]. Palliative care clinicians need to better understand
how to incorporate these practices safely into cancer care.

Decision-making, which is an important component of pal-
liative care, may be very different depending on cultural. In

some cultures, the patient is left out of the conversation, and
palliative care decisions are instead discussed with the whole
family or with the patient’s children [36, 46]. This is common
in both Chinese and Arab societies. Involving the family is
important in the overall plan of care [47]. This varies from
most Western cultures, in which individual independence is
important, and decisions are left to the patient, although the
degree of family engagement may greatly vary [46]. One area
of decision-making involves ventilator withdrawal. While
ventilator use is not common for cancer patients receiving
palliative care in Western culture, it may be common in other
parts of the world, especially in children. One systematic re-
view of 25 papers from nine countries found that practices
vary greatly. The US and Western Europe more commonly
withdraw ventilation, whereas in Japan, it is seen as life-

Table 1 Influence of religion on palliative care

Religion or
spiritual
foundation

Beliefs about pain Implications

Buddhism [40] • Suffering is a part of human existence.
• Pain should be accepted; suffering with pain leads to spiritual

growth.
• Pain experience influenced by Buddhist beliefs on the Four

Noble Truths which has to do with why people suffer.
• Buddhism teaches that the pain is a “natural fate” that patients

should confront while waiting until death comes. These
perspective patients with higher fatalism scores consider pain as
an inevitable experience, be hesitant to use analgesics, and a
willingness to endure pain for months.

• Healthcare professionals can assist patients to focus mentally
and not on physical suffering so that patients are not too
focused on their disease.

Christianity [51] • Pain medications accepted if it provides comfort to the patient
• Less concern mentioned in the literature for opioids and a

decrease in consciousness
•Catholic principle of “double effect” accepted for physical pain;

e.g., benefits of opioids should outweigh the side effects of
sedation and potential loss of consciousness

• Focus on the benefit of patient comfort while discussing
potential for untoward side effects from opioids

Hinduism [50] • Belief in Karma is central to pain interpretation and acceptance
of analgesics.

• Pain considered the result of Karma; the natural consequence of
inappropriate actions from this life or from a past life

• Pain not considered good or bad, but rather, that which is given
from God

While all attempts should be made to alleviate suffering,
Hinduism accepts the outcome that pain may not be relieved.

Islam [34, 49, 51] • Pain and suffering are perceived as a motive to seek God’s
forgiveness or expiation for wrongs that were committed.

• Islam encourages Muslims to accept that whatever things
happen, whether good or bad (e.g., pain) is from God.

• May choose to avoid use of pharmacologic agents until the
intensity of their pain is increased and becomes unbearable due
to thoughts that pain is God's will and hence it must be
accepted.

• While all things are from God, is permissible to seek relief of
pain and accept treatment.

• Pain management can include reading the holy Quran, making
dua (an act of supplication), reciting prayers, and seeking
support of the Islamic community.

Judaism [51, 52] • Pain medications accepted for comfort
• Concern for decreased level of consciousness not as commonly

mentioned as with other religions
• Principle of “double effect” may be accepted from a Jewish

perspective.

• Provide analgesics for comfort; discuss potential side effects of
sedation with the patient and family to determine acceptance

Reprinted from Seminars in Oncology Nursing, 35(3), Can, G., Mushani, T., Rajhi, B. H. A., & Brant, J. M., The Global Burden of Cancer Pain, p. 317,
2019, with permission from Elsevier
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shortening and against the law. In Slovenia, ventilators are
never or rarely withdrawn [48].

Religion

Significant religious differences exist around the world with
various perspectives on life, death, and suffering, which in-
cludes cancer. Table 1 includes information of the world’s
most common religions/spiritual foundations, beliefs, and im-
plications for palliative care [34, 40, 49–52]. The use of opi-
oids and other sedatives used in palliative care deserves
thoughtful attention through a religious lens as impacting a
person’s level of alertness or disrupting mental orientation is
against some religious beliefs [51]. However, individual var-
iation occurs within each religion, and so it is important for the
palliative care team to individually assess the patient and not
rely solely on religious directives.

Discussion and Future Directions

Palliative care for cancer patients is evolving globally. While not
all countries are alike, there is hope on the horizon for better
treatments, earlier detection of cancer, improved survival, in-
creased access to rigorous palliative care education, economic
development within countries to allow for optimal palliative care,
and individualized cultural and religious integration into care.

Regarding cancer prevalence, between the years 2010 and
2020, the number of new cancer cases in the USA has risen by
approximately 24% in men, to more than one million cases per
year, and approximately 21% in women, to more than 900,000
cases per year. Over the next decade, the cancer incident rate is
expected to stay about the same, but the number of new cases is
expected to go up, mostly due to the aging Caucasian popula-
tion and the growing population of people of color. In high-
income countries, fewer Caucasian women are expected to die
from breast, cervical, and colorectal cancers due to better treat-
ments and the fact that they are more likely to get screened for
these cancers. More access to high-quality healthcare has also
led to an increase in the rate of survival and fewer deaths from
colorectal cancer and, to a lesser extent, from prostate cancer
and female breast cancer [53]. This growing incidence in the
USA will likely ripple across the globe, along with improve-
ments in early detection and better treatment.

Integrating palliative care, not only into cancer care but also
into the landscape of healthcare in each country around the
world, will be more challenging. Last year, in the 2019World
Cancer Leaders’ Summit in Kazakhstan, HRH Princess Dina
Mired, President of the Union International Cancer Control
(UICC), declared, “Governments around the world have rec-
ognized how important it is to deliver universal health cover-
age (UHC), including accelerating efforts to tackle cancer. But

while the recent adoption of the Political Declaration on UHC
in New York was a very important step, it is only the begin-
ning of a much longer journey. In many countries people have
lost trust in their health systems. Regaining their trust and
investing better and smarter is key to making progress.” [54]

Indeed, not all countries enjoy modern palliative care ser-
vices and, accordingly, the estimated 5-year net survival rate,
globally, differs significantly. In high-income countries, the
survival rate for 11 types of cancer is 12 times higher than that
in lower-income countries. Improving the quality of care, in-
cluding the full continuum of palliative care services, could
significantly improve 5-year net survival rates in lower- and
middle-income countries [55].

Palliative care and pain relief are some of the most
neglected dimensions of global health today. They are barely
even afterthoughts in discussions regarding the scope of uni-
versal healthcare. Even high-income countries with advanced
health services struggle to provide access to comprehensive
palliative care programs. Cancer treatment may be financially
covered, but healthcare coverage for palliative care may be
limited. If the professional, public and political communities
cannot agree on palliative care’s place in society, introducing
this element into discussions of what should be included with-
in UHC is unlikely to be helpful or productive [56].

To date, palliative care at the highest level of provision is
available for only 14% of the global population and is concen-
trated in European countries. An 87% global increase in serious
health-related suffering amenable to palliative care interventions
is predicted by 2060. With an increasing need, palliative care is
not reaching the levels required by at least half of the global
population [57]. Pediatric palliative care at the highest level of
provision is available in just 21 countries, accounting for fewer
than 10% of the global population aged 20 and under. It is con-
centrated in high-income settings, while the majority of the glob-
al need for such care occurs in low- andmiddle-income countries
[58]. Significant work is needed to fully integrate cancer-related
palliative care into countries around the world.

LMICs deserve specific recognition in this discussion, as the
provision of palliative care to cancer patients is affected by a
wide range of challenges. Personal- and healthcare system-
related issues create obstacles. Overall, insufficient knowledge,
poor awareness, negative attitudes and beliefs of patients, fam-
ilies, general public, and healthcare providers present crucial
personal challenges to the provision of palliative care [59••].

Palliative care education is recommended as the first step in
overcoming these challenges. In oncology, physicians often do
not consider the importance of person-centered care in their daily
clinical practice, and how it relates to their training. Most oncol-
ogists struggle with choosing the right words. Such difficulties
are a consequence of their limited education in palliative care
during their oncology fellowships. Moreover, few have training
or mentorship in communication skills, as oncologists are trained
to be medicine-oriented, not person-oriented. Even in the leading
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high-income countries, communication issues between patients
and their caregivers concerning preferences and prognoses serve
as a barrier to satisfactory care. Proper communication requires
skills that, unfortunately, are not yet included in either the phy-
sician or nursing curriculum. The current education efforts have
still not produced the needed cultural- and medical-political
changes that would bring about the optimal practice of palliative
care principles, globally. Furthermore, in the USA, rarely has an
oncologist been recommended a career focused on symptom
management or palliation. Therefore, what is missing and what
is needed are training programs that allow tailored experiences
that blend the focus on both treating the disease and supporting
the people affected by it. The key to this is integration. With
oncology training focused on treatment, clinical trials, and drug
development, it is not surprising that palliative care is still not
integrated into cancer care [60]. A more recent publication from
the USA revealed that, generally, there are positive attitudes to-
ward primary palliative care education; however, there are still
significant numbers of MD trainees with no little to no exposure
and heterogeneity in the content and delivery of primary pallia-
tive care education across specialties [61].

The interdisciplinary team should also be further developed
globally. But sadly, in the most recent WHO report in 2020 on
Cancer Profile, palliative care personnel were not even men-
tioned in its workforce list. However, in developed countries
and, evenmore so, in developing countries, the primary palliative
care team is essential. For patients and their caregivers in the
community, a critical factor is the access to skilled home-care
nursing 24/7. Specialist palliative care teams, who mostly work
in hospitals, are a valuable source and collaborative partners for
primary care teams. Thus, involving the specialist palliative care
team, as needed, enables the primary care team to remain the
main point of contact for the patient [62]. And yet in most de-
veloping countries, cancer patients in need of palliative care are at
home, due to transportation difficulties or limited income, and
cannot access proper care or purchase-required medications.
Integrating palliative care into primary care services is a recom-
mended strategy for improving the accessibility of palliative care
to those living in remote areas. There remains a lack of available
cost data, which creates a hindrance to introducing and estimat-
ing palliative care costs [59••].

The ability for palliative care teams to reach all populations,
however, is another major challenge. One of themain reasons for
the discrepancy in the quality of palliative care services in devel-
oped countries versus developing countries is the fact that inmost
Western countries, includingAustralia, New Zealand, and Japan,
palliative care has been institutionalized and is carried out in
hospices and home-hospices, whereas in almost all developing
countries, cancer patients end their lives at home without the
optimal care that modern palliative care services are able to pro-
vide to suffering patients and their families [63].

By and large, challenges that hinder the provision of palliative
care differ significantly between developed and developing

countries—in terms of scope, context, culture, and religious be-
liefs. However, there are also some similarities, such as the most
common obstacles, including the lack of a properly trainedwork-
force. Furthermore, negative attitudes regarding palliative care
and death, opioid phobia, and families’ feelings of alienation
and isolation are the most common challenges in developing
countries, while misperceptions of the general public and
healthcare personnel equating “palliative care” with “end-of-life
care” are the main challenges in developed countries.

It is evident that spirituality, as part of being human, emerges
in the intersubjective encounter between the caregiver/nurse and
the human being/patient as a place of mobilization and inner
strength, capable of generating resilience through faith in times
of illness. Spiritual care is recognized by the nursing profession
as opportune, especially in the context of hospitalization, where
human vulnerability strikes people in a marked way, favoring
the bond and exchange of positive experiences in the healthcare
process [64]. However, the theme of “spirituality” and its prac-
tices in the daily work of healthcare teams are still a challenge
which needs to be better-addressed and worked on during the
process of continuing education for these professionals in order
for them to develop the skills and confidence to welcome this
demand. These may include mindful listening, music, prayer,
and accessibility to religious leaders and practices for directing
the mobilization of faith and hope to the patient/family; trans-
personal caring (the ability to center consciousness and inten-
tionality on caring, healing, and wholeness, rather than on dis-
ease, illness and pathology) is also capable of subsidizing spir-
itual care by offering a care model to the whole mind-body-soul
[64]. It is clear that in both developed and developing countries,
access to religious and spiritual resources is important during
cancer treatment and incorporating them into cancer care may
be especially important to patients that identify as religious.
Religion and spirituality need should be addressed as part of
the cancer care plan [65].

Compassion fatigue is a growing concern of palliative care
professionals around the world. Caring for the patient is not
enough; the palliative care team also deserves spiritual care. A
recent study from the US National Institutes of Health, Mayo
Clinic, Northwestern University, and the Karolinska Institute
of Sweden revealed the effectiveness of a brief mindfulness-
based program during work hours for reducing stress and anx-
iety with a mixed group of healthcare professionals [66]. In
recent years, the Middle East Cancer Consortium’s Research
Group in Integration Oncology (MERGIO) has been active in
promoting and training healthcare providers from the Middle
East in palliative care principles, concepts, and techniques,
including mindful touch [67]. Palliative care education and
training should incorporate these types of approaches that care
for the team and promote wellness.

Last but not least, in addition to its remarkable advantages
in patient care, palliative medicine needs more clinical and
basic research in order to upgrade its professional status, both
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in developed and developing countries [68, 69]. Research that
focuses on patient-reported outcomes, supportive care inter-
ventions, and the impact of the palliative care team on patient
outcomes is essential. Research has potential to drive policy
discussions and increase awareness of the gaps that exist in
palliative care for cancer patients around the globe. While not
all countries are alike, it is important that the world strives for
palliative care for cancer patients that relieves suffering, inte-
grates an interdisciplinary approach with a family focus, and
remains tailored for individual differences that exist.

Conclusion

Palliative care is developing around the globe and yet pallia-
tive care specific for cancer patients is in its infancy. Cancer
care professionals should recognize the gaps that exist and
develop strategies to successfully integrate palliative care into
cancer care. To begin this integration, clinicians should under-
stand the epidemiologic cancer differences that exist globally
and the impact this has on palliative care. Next, clinicians need
to examine their personal healthcare clinics and environments
to begin asking how they can facilitate this integration. This
could involve obtaining more education on palliative care or
could involve proposing models and for integration. And fi-
nally, as global citizens of the world, we need to recognize the
needs of LMICs, who suffer from a lack of resources and
services, and develop partnerships that will help to grow pal-
liative care in these disparate countries.
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