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Concept Note 
World Health Organiza,on and IAHPC Collabora,on 

Proposal for 2023 Sponsored Webinar (Health Systems and UHC) Series or  
76th WHA76 lunch,me side event  

 
Problem Statement: Experts estimate that “by 2060, an estimated 48 million people (47% of 
all deaths globally) will die with serious health-related suffering, which represents an 87% 
increase from 26 million people in 2016. 83% of these deaths will occur in low-income and 
middle-income countries. Serious health-related suffering will increase in all regions, with 
the largest proportional rise in low-income countries (155% increase between 2016 and 
2060).”1 Serious life-threatening and life-limiting illnesses place an enormous burden on 
society and further weaken already fragile health systems. Persons with communicable and 
non-communicable diseases living in UN member states with weak healthcare systems, no 
Universal Health Coverage (UHC) and thus no preventive, curative, or community based 
palliative care (CBPC) services generally present too late at health centers for effective 
treatment.  

This results in patients and caregivers 
o Leaving formal and informal employment and having no income 
o Seeking out non-beneficial  “miracle cures” that may result in 

§ catastrophic out of pocket costs  
§ land and personal property sales 
§ bankruptcy, unpaid school fees, student drop out  
§ unemployment and/or inability to support themselves through subsistence 

farming. 
These consequences directly impact member state progress towards (among others) Goal 1 
(no poverty), Goal 3 (health for all) Goal 4 (quality education), Goal 5 (gender equality), Goal 
8 (decent work and economic growth), Goal 10 (reduced inequalities), Goal 12 (responsible 
consumption and production). 

Solution: Integrate palliative care into health systems at the community level through 
primary health care per the Declaration of Astana (2018) as part of comprehensive UHC 
packages to alleviate the burden of serious health-related suffering and strengthen fragile 
health systems.  

Partners for proposed webinar or WHA76 side event  
o WHO Staff from following divisions 

Pallia,ve care  
Health expenditures,  
Workforce development 
Controlled medicines 
Gender 
Ageing 

 
1 Sleeman, K. E., De Brito, M., Etkind, S., Nkhoma, K., Guo, P., Higginson, I. J., ... & Harding, R. (2019). The 
escalating global burden of serious health-related suffering: projections to 2060 by world regions, age groups, 
and health conditions. The Lancet Global Health, 7(7), e883-e892. 
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Environment 
o NSAs in Official Rela,ons --  IAHPC, WHPCA 

 
Purposes:  

o to align global advocacy for integra,on of pallia,ve care into health systems per 
WHA 67/19 with member states’ domes,c policy agendas to achieve goals and 
targets of the 2030 Agenda for Sustainable Development. 

o to disseminate technical tools developed by pallia,ve care technical officers at WHO 
re pallia,ve care integra,on and indicators to member states and other interested 
par,es 

o to centralise a body of knowledge re pallia,ve care’s ability to support 10 goals and 
targets of the 2030 Agenda 

 
Open to: cons,tuencies of all partners including member states, civil society ,and technical 
staff of UN Agencies 
 
Modality: Three-part webinar series or 1.5 hour lunch,me WHA77 Side Event 

Each webinar to feature presenta,ons by four panelists, moderated by WHO staff 
Topics: Three (+1) SDGs each. (1, 3, 4, 5, 8, 10, 12, 13, 16, 17)  

o No poverty (economics of PC) 
o Health for all (UHC and Essen,al Medicines) 
o Quality Educa,on (expansion of medical, nursing, pharmacy, social work, 

spiritual care curricula)  
o Gender Equality  
o Decent Employment 
o Reduced Inequali,es 
o Climate Ac,on 
o Peace, Jus,ce, and Strong Ins,tu,ons 
o Partnerships for the Goals 

Panelists  
WHO Technical staff,  
CSO experts from 

o Academia,  
o Professional associa,ons 
o Development sector 

Discussion  

UN member states have committed to including the SDGs in all policies. SDG3, which focuses on 
ensuring healthy lives and wellbeing for all people and at all ages, including UHC and essential 
medicines in Target 3.8, provides member states with new opportunities to expand access to 
palliative care as part of UHC at a time when need is increasing rapidly.  

Current palliative care funding models consist of a patchwork of charitable donations to largely 
private and faith-based institutions, dependent on donor benevolence rather than taxation, 
public insurance, or programmed efficiencies.2 This model is unsustainable and unfit for purpose 

 
2 EIU Quality of Death Index 2015 http://www.eiuperspectives.economist.com/healthcare/2015-quality-death-
index 
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in the global context of ageing populations, pandemics, and the rise of chronic, non-
communicable, diseases. 

Publicly funded palliative care services integrated into primary care under Universal Health 
Coverage, an objective under Target 3.8 of the Sustainable Development Goals (SDGs), is both 
ethical and sustainable, a win-win budget combination. Publicly provided palliative care aligns 
with the 2030 Agenda, adopted by all UN member states in 2015, and offers a “best buy” for 
member states. According to the 2018 Lancet Commission Report, “Alleviating the access abyss 
in palliative care and pain relief— an imperative of universal health coverage,” most 
governments, including in the LMICs, can afford to make that choice and provide what has been 
defined as an “essential package” of palliative care to address SHS.3 [WHO Guidances] 

I. Integrating palliative care into primary care under Universal Health Coverage can support 
member state progress towards Agenda 2030 goals and targets 

Development experts agree that impoverished, unhealthy populations are a brake on sustainable 
development. To remove that brake, they formulated Target 3.8 of SDG Goal 3: ‘Achieve universal 
health coverage, including financial risk protection, access to quality essential healthcare services 
and access to safe, effective, quality and affordable essential medicines and vaccines for all’. 
The World Health Organization (WHO) definition of Universal Health Coverage (UHC) includes 
‘palliative care’ as an ‘essential health service’.4 The safe, effective, quality, and affordable essential 
medicines needed for palliative care include internationally controlled medications such as 
morphine, unavailable in more than 80% of the world. 

Improving availability of internationally controlled medicines such as oral morphine for the release 
of severe pain and breathlessness, aligns with the 2016 Outcome Document of the UNGA Special 
Session on the World Drug Problem, as well as with the opinio juris of several human rights experts 
including the Special Rapporteurs for Health, and the Special Rapporteur for the Right to be Free 
from Torture. Internationally controlled essential medicines, which fall under Target 3.8, are the 
cornerstones of palliative care.5 

A. Primary palliative care helps end poverty (Goal One) 

Provided at the community level, palliative care (which represents a small upstream public health 
investment) reduces catastrophic out-of-pocket medical expenses to the family, and institutional 
costs (downstream spend) to the government and health services. In many countries, where patients 
present too late for curative treatment to be beneficial, scarce household and public sector 
resources that might otherwise be spent on ineffective or inappropriate treatments and medications 

 
3 Knaul, F. M., Farmer, P. E., Krakauer, E. L., De Lima, L., Bhadelia, A., Kwete, X. J., ... & Zimmerman, C. (2018). 
Alleviating the access abyss in palliative care and pain relief—an imperative of universal health coverage: the 
Lancet Commission report. The Lancet, 391(10128), 1391-1454. 
4 https://www.who.int/en/news-room/fact-sheets/detail/universal-health-coverage-(uhc) 
5 https://hospicecare.com/what-we-do/projects/palliative-care-essentials/iahpc-essential-medicines-for-
palliative-care/ 
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are better spent on appropriate pain relief and psychosocial services that improve patients’ quality 
of life, and in many cases allow them to return to income generating activities for their household.6  

This low cost upstream investment helps households avoid what health economists call ‘the medical 
poverty trap’. Furthermore, when the household breadwinner loses the ability to provide income 
due to serious illness or caregiving burdens, families are often unable to work, buy food, farm their 
land, and meet the cost of school fees. Many have to sell lands and other resources to pay 
catastrophic out of pocket medical expenses, further escalating  hunger, malnutrition, and 
intergenerational poverty.7  

Filling the 80% public health palliative care gap with all deliberate speed, particularly in low- and 
middle-income countries, could give an extraordinary boost both to the world’s material and 
spiritual economies. Seeing investment in health services as an investment in development rather 
than as a cost, places persons, and the common good, at the center of policies, ensuring that no-one 
is left behind. 

B. Primary palliative care can help member states achieve Goals Two (Zero Hunger) Three 
(Better Health) and Four (Education) Five (Gender Equality ad Empowerment) and Six (Decent 
Work) 

Investing in palliative care workforce training can grow national economies to reduce hunger while 
improving health, reducing school dropout rates, supporting the largely female caregiver workforce, 
and mitigating the global caregiver deficit. In 2015, the International Labor Organisation estimated a 
massive shortfall (3.6 million globally) in the number of workers needed to staff care homes for 
growing populations of older persons in all countries.8 This number refers only to care workers, a 
fraction of a segment of the palliative care workforce, which is multi-disciplinary.  

 
6 Bates, M. J., Gordon, M. R., Gordon, S. B., Tomeny, E. M., Muula, A. S., Davies, H., ... & Niessen, L. W. (2021). 
Palliative care and catastrophic costs in Malawi after a diagnosis of advanced cancer: a prospective cohort 
study. The Lancet Global Health, 9(12), e1750-e1757; Leng, M. E., Bates, M. J., Grant, L., & Fallon, M. (2022). 
Cancer burden and preparedness in fragile settings. The Lancet Global Health, 10(10), e1367-e1368; Kundu, 
Tapas, E. Reitschuler-Cross, and Linda Emanuel. "Alleviating poverty: A proposal to mitigate the economic cost 
of disease." John & Gwen Smart Symposium, Chicago, IL.; Emanuel, Natalia, et al. "Economic impact of 
terminal illness and the willingness to change it.” Journal of palliative medicine 13.8 (2010): 941-944. See also 
“Two hours by wooden boat, ten miles of hair-pin bends. What it takes to get to one of Malawi's most remote 
hospitals.”http://www.heraldscotland.com/news/15778000. 
Two_hours_by_wooden_boat__ten_miles_of_hair_pin_bends__What_it_takes_to_get_to_one_of_Malawi__
39_s_most_remote_hospitals_/ 
7 Alcaraz, Carlo, et al. "The effect of publicly provided health insurance on education outcomes in 
Mexico." The World Bank Economic Review 30.Supplement_1 (2017): S145-S156; Ratcliff, C., Thyle, A., 
Duomai, S., & Manak, M. (2017). Poverty reduction in India through palliative care: A pilot project. Indian 
journal of palliative care, 23(1), 41 https://www.ncbi.nlm.nih.gov/pubmed/28216861; see also “In Malawi, 
when you get cancer that is it, you are finished' Nurse tells of struggle as Scots charity donates to rural 
hospital”  https://www.dailyrecord.co.uk/news/uk-world-news/in-malawi-you-cancer-it-11718062; 
Citation: Onah MN, Govender V (2014) Out-of-Pocket Payments, Health Care Access and Utilisation in South-
Eastern Nigeria: A Gender Perspective. PLoS ONE 9(4): e93887. https://doi.org/10.1371/journal.pone.0093887; 
Whitehead, M., Dahlgren, G., & Evans, T. (2001). Equity and health sector reforms: can low-income countries 
escape the medical poverty trap?. The Lancet, 358(9284), 833-836. 
8  LTC protection for older persons: A review of coverage deficits in 46 countries . 
http://www.ilo.org/global/about-the-ilo/newsroom/news/WCMS_406984/lang--en/index.htm 
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Countries that are serious about achieving the SDGs will invest in the wellbeing of the millions of 
unpaid (mostly female, often older) family caregivers by providing them with a basic income and 
training in essential caregiving skills. This would support those who leave jobs or school to look after 
a terminally ill loved one (removing at least two people — the patient and caregiver — from the 
workforce). Employers will ensure that those want to stay in their jobs, or return once the caregiving 
is over, can access this option. Costa Rica, with its “Ley de Cuidadores” is the only country with such 
a system at the moment. Failure to adequately support family caregivers with basic training acts as a 
brake on sustainable development,  

Supporting family caregivers through subsidies and training would give millions of adults the skills 
they need to carry out the essential work of tending to a very sick, very fragile family member. It 
represents upstream public health prevention of stress-induced non-communicable diseases such as 
cancer, diabetes, substance use disorder, and heart disease. Subsidized caregiving provides family 
members with disposable income to spend on basic needs, and, in many cases for payment of school 
fees for children, which are forfeit when family breadwinners lose employment due to illness.  

The wherewithal to pay school fees (saved by Universal Health Coverage and removal of household 
need to pay catastrophic OOP expenses for serious illness services and medicines) ensures that the 
next generation will be educated, instead of having to drop out of school  because families are 
spending scarce resources on what are often futile medications and treatments. Family subsidies 
and community palliative care provision that enables family caregivers to return to work, help 
households avoid the “medical poverty trap”.9 

Leaving no-one behind by ensuring appropriate access to palliative care and internationally 
controlled essential medicines is an upstream public investment in workforce training that 
strengthens public health systems with appropriately credentialed doctors, nurses, pharmacists, 
social workers, bereavement counsellors and chaplains. These professionals can attend to the 
clinical, psycho-social and spiritual needs of the millions of children, their parents, and older persons 
who will need palliative care. Although services will be provided mostly in the home, and in the 
community by primary care workers, they can also be available in outpatient clinics, hospitals, 
hospice units, nursing homes, and prisons as necessary. 

By integrating palliative care into their newly strengthened healthcare systems, all countries will 
come closer to achieving at least six of the 2030 Agenda for Sustainable Development Goals. 

In sum, these interlinked goals and targets include  

1. Goal One “End poverty in all its forms everywhere” – Community based palliative care (CBPC) 
can  

• Support land retention and household saving rates 
• Reduce catastrophic OOP expenditures preventing lost employment and education 
• Provide paraprofessional caregiver training for future employment in the community 
• Save health system costs related to hospitalisations, acute care, and polypharmacy (see 

Section I above on costs) 
2. Goal Three “Good Health and Wellbeing”  

CPPC can  

 
9 Whitehead, M., Dahlgren, G., & Evans, T. (2001). Equity and health sector reforms: can low-income countries 
escape the medical poverty trap? The Lancet, 358(9284), 833-836. 
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• Promote wellbeing for LIC and uninsured families and patients, particularly children and 
older persons (See Sections One and IV above) 

• Reduce caregiver stress and associated NCDs by providing respite and psychosocial care 
• Target 3.8 Universal Health Coverage (UHC). Per the UN High Level Political Declaration 

on UHC, palliative care is now included in the spectrum of UHC.  
3. Goal Four “Quality Education” 

By reducing catastrophic OOP costs for households experiencing serious illness, CBPC can  
• Increase school enrollment 
• Reduce dropout rates of students who pay school fees 
• Train and certify paraprofessional caregivers to meet growing need for community 

health providers, particularly older persons 
• Train health workforces in all allied disciplines to provide basic palliative care to 

populations with PC needs 
4. Goal Five “Gender Equality” 

CBPC programs can  
• Train and certify female caregivers and family members to increase household income 
• Provide respite for unpaid female caregivers to return to paid employment and school 

5. Goal Eight “Decent Work and Economic Growth”  
CBPC can  
• Prepare and certify semi-professional caregivers and volunteers to enter the paid labor force 
• Train and employ clinical, psycho-social, and spiritual care professionals for growing 

populations of older persons suffering from multiple chronic conditions 
• Strengthen health systems by building workforce capacity at administrative and clinical 

levels. 
6. Goal Ten “Reduced Inequalities” 

• The 80/20 global abyss in access to palliative care and controlled medicines. 
o “Access to palliative care is one of the world’s most egregious inequities.” Richard 

Horton, Editor of the Lancet. Integrating it into health systems at the primary health 
care and community levels can reduce this inequity.  

7. Goal Twelve “Responsible Consumption” 
• Community based palliative care has a lower carbon footprint than intensivist, hospital 

based, often non-beneficial treatment aimed at prolonging life [evidence needed for this 
hypothesis] 

• Shorter, more resilient supply chains for locally sourced and manufactured generic, plant 
based, palliative care medicines are more climate friendly than branded expensive 
pharmaceutical product imported from distant suppliers [evidence needed for 
pharmaceutical industry supply chains] 

8. Goal Thirteen “Climate Action” 
• Home and community based palliative care has a lower carbon footprint than intensivist 

hospital-centered life-prolonging treatment. [Evidence needed to support intuitive and 
anecdotal experience.] 

 

Conclusion: Member states that integrate palliative care into primary health care and develop CBPC 
through effective partnerships with the relevant UN organizations, INGOs, academia, civil society 
organizations are more likely to make progress towards goals and targets of Agenda 2030 to improve 
health and development outcomes for their citizens. 

 

 


