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Abstract

Background: Palliative care for cancer patients is a critical component of modern oncology, aimed at improving the
quality of life for patients with terminal or advanced-stage cancer. It focuses on alleviating symptoms such as pain, nausea,
fatigue, and psychological distress, while also providing emotional and spiritual support for both patients and their families.
Over the past decades, palliative care has evolved from being a niche service to a fundamental aspect of cancer treatment,
increasingly integrated into healthcare systems worldwide. Despite its importance, access to high-quality palliative care
remains limited, particularly in low- and middle-income countries. Many countries with developed healthcare systems have
made significant strides in improving the availability and quality of palliative care services, yet challenges persist, including a
shortage of trained professionals, fragmented funding, and cultural stigma surrounding death and end-of-life care.

Aim. To critically analyze the international experiences in providing palliative care for cancer patients, examining the
challenges, issues, and opportunities for development across different healthcare systems.

Search strategy. The following approach was used for the literature review on palliative care for cancer patients. The
search was conducted in major scientific databases such as PubMed, Scopus, Web of Science, and others. The review
included peer-reviewed articles published between 2015 and 2025, focusing on palliative care for adult cancer patients.
Studies not related to palliative care or focused on pediatrics were excluded. The search involved a combination of keywords
and filters by language and publication date (last 10 years). To expand the scope of sources, references cited in selected
papers and data from experts were also considered.

Results and conclusions. The literature review highlights that palliative care for cancer patients has evolved
significantly, with various models in both developed and developing countries. Challenges such as workforce shortages,
fragmented funding, late referrals, and limited access to opioids persist globally. Innovations like telemedicine and
interdisciplinary care teams have shown promise in improving access and quality of care, but their implementation remains
inconsistent. Developed countries have more integrated systems, while middle-income nations struggle with regulatory and
resource limitations.

Keywords: palliative care, cancer patients, palliative care models, hospice care, pain management, telemedicine in
palliative care.
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Beepenue: MannuatBHas NOMOLLb OHKOMOrMYECKUM BOMbHBIM SBMSETCA BaXHEALNM KOMMOHEHTOM COBPEMEHHOM
OHKOMOrWM, HanpaBneHHbIM Ha YNyJlleHne KayecTBa XU3HWN MaLUWMEHTOB C TEPMUHANBHONM UK 3anyLLeHHOW CTaauel paka.
Ona HanpaBneHa Ha obneryeHne Takux CMMMNTOMOB, kak B0Mb, TOLWHOTA, YCTanoCTb W NCUXOMOrMYeckue paccTpoiicTBa, a
TakKKe Ha OKa3aHWe SMOLMOHaIbHO 1 AYXOBHON MOAAEPXKKM Kak MaLMeHTaM, Tak U Ux ceMbsM. 3a nocneaHue AecaTuneTus
nannuaTtuBHas NOMOLLb NpeBpaTunach U3 y3kocnewLuanusMpoBaHHOW ycryri B pyHOAMEHTarbHbIA acnekT NeyYeHns paka,
KOTOpbIit Bce DOMblue UHTErPUPYETCS B CUCTEMbI 3APABOOXPAHEHNS MO BCEMY MUPY. HECMOTpS Ha CBO BaXHOCTb, AOCTYN K
BbICOKOKQYECTBEHHOW NannMaTMBHOM MOMOLUM OCTAETCS OrpaHUYEeHHbIM, OCODEHHO B CTpaHax C HU3KUM W CPeaHUM
ypoBHEM fAoxopa. MHorve CTpaHbl C pasBuTbIMW CUCTEMaMM 3[PABOOXPAHEHUs A0OMMMCb 3HAYNTEMbHBIX YCMEXOB B
MOBbILIEHNM [JOCTYMHOCTM M KAa4ecTBa yCyr nannuaTMBHONM MOMOLLM, OAHAKO NPobnembl COXPaHAKOTCS, BKMKOYas HeXBaTKy
MOArOTOBNEHHbIX CMELManucToB, parMeHTapHoe (UHAHCUPOBaHWE W KYNMbTYPHYK CTUrMaTM3aumio, CBA3AHHYK CO
CMEPTbH W YXOA0M B KOHLIE XM3HU.

Llenb. Kputnyeckuit aHanus MexgyHapoAHOro OMbiTa OKasaHWs NannuMaTMBHOM MOMOLUM OHKOSOMMYECKUM BOMbHbIM,
“3y4eHne BbI30BOB, NPOBNEM 1 BOSMOXHOCTEN 15 Pa3BUTUS B PA3NNYHbIX CUCTEMAX 30paBOOXPaHEHMS.

Crtpateruss noucka. [Ins obsopa nuTepaTypbl NO ManNMaTUBHOW MOMOLLM OHKOMOTMYECKUM nauueHTam 6bin
“Cnonb3oBaH criedytoLmii nogxog. Monck NpoBOANNCS B OCHOBHBIX HAyYHbIX 6asax AaHHbIX, Takux kak PubMed, Scopus,
Web of Science n gpyrux. B 0630p Obinn BKOYEHbI PeLEH3NpyeMble cTaTbi, onybnukoBaHHble B nepuog ¢ 2015 no 2025
rof, ¢ (GOKyCOM Ha NannMaTiBHY MOMOLLb B3POCMbIM OHKOMNOTMYECKMM MauneHTam. MccrenoBaHus, He CBS3aHHbIE C
NannmMaTMBHOM NMOMOLLBIO UMK MOCBALEHHbIE NeanaTpun, Obinn MCKIOYeHbI. [OMCK BKIOYan CoMeTaHUe KIoYeBbIX CMOB U
hunbTPOB MO A3bIKY U AaTe nybnukauwuv (3a nocnegHue 10 neT). [ing paciumpeHus oxeata UCTOYHWKOB TaKKe Oblnk yuTEHbI
CCbINKW, NMPUBEAEHHBIE B OTOOPaHHbIX CTaTbsAX, U AaHHbIE, NOMyYEHHbIE OT SKCMEPTOB.

PesynbTatbl U BbiBogbl. B 0030pe nuTepaTypbl NOLYEPKMBAETCA, YTO ManjMaThBHash MOMOLLb OHKOMOMMYECKMM
BonbHbIM NpeTepnena 3HauuTenbHbIE MAMEHEHNS Bnarogaps UCnonb30BaHMI0 Pa3NuyHbIX MOAENEN KaK B pasBUTbIX, TaK U B
pa3BuBalOLLMXCA CTpaHax. Takue npobriembl, Kak HexeaTka paboyen cumbl, dparMeHTapHoe (hUHaHCUPOBaHue,
HECBOEBPEMEHHOE HamnpaBneHne K Bpayy W OrpaHUYEHHbIA JOCTYM K OMMOMZaM, COXPaHSOTCS BO BCEM Mupe. Takue
WHHOBALMW, KaK TeneMeauuuHa W MeXaucuunnHapHble MeauumHckue Gpuragpl, nokasanu cebs mHoroobelyalowmmm B
nnaHe ynyylweHns OOCTyna U KayecTBa MEMLMHCKOM MOMOLLW, HO WX BHEAPEHWe OCTaeTcs HenocnefoBaTenbHbIM.
Pa3BuTble cTpaHbl MMeEOT GONee MHTErpupoOBaHHbIE CUCTEMBI, B TO BPEMS KakK CTpaHbl CO CPEAHUM YPOBHEM AO0XOA4A
CTarK1BaTCs C HOPMATUBHO-MPABOBLIMU U PECYPCHBIMU OrPaHNYEHNSMM.

Knroyeeble criosa: nannuamugHas NOMOWb, OHKOIo2uYecKue 60nbHbIe, MOOEnU nannuamueHoU NOMOWU, XOCNUCHas
nomoub, obesbonugarue, menemeduyuHa 8 nanIuamusHol NOMoWU.
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Kipicne: OHkonorusnblk HaykacTapra nannuaTvBTi KeMek-kaTepni iCikTiH COHfbl HEMece AaMblFaH caTbichl Gap
HayKacTapablH, eMip Cypy CanacblH xakCcapTyra DarbiTTanFaH Kasipri OHKONOrMsHbIH, MaHbI3abl Kypamaac Beniri. On aybipcbIHy,
KYPEK alHy, LapLuay XasHe ncuxornormsnblk Oy3binynap cusikTbl Genrinepai XewinaeTyre xsHe nauMeHTTEpre Ae, onapabiH
otbachbinapbiHa Aa 3MOLMOHaNabl XaHe pyxaHn Konpay kepcetyre barbittansaH. COHfbl OHXbINAbIKTApAa NannnaTvBTiK kemek
XOFapbl MaMaHAaHAbIPbINFAH KbI3METTEH Oykin anem GoiibiHILA OeHCayNbk CakTay XyienepiHe kebipek eHeTiH katepni icik
aypynapbIiH emgeyaiH, Heriari acnekTiciHe anHangbl. MaHpI3obirbiFbiHa KapaMacTaH, KoFapbl cananbl nannuaT1eTi KeMEKKe Kon
XeTimainik wekteyni Gonbin kanagbl, acipece TabbiCbl TOMEH XaHe opTalla enpepae. [eHcaynbik CakTay Xyieci aamblraH
KemnTereH enaep nannuaTveTiK KeMeK KbI3METTEPIHIH, KOKETIMAININ MeH canachbiH apTTbipyda anTapnblKTall XeTICTIKTepre XeTTi,
Gipak, npobriemanap, CoHblIH, illiHae falblHaanFaH MamMaHgapablH, KeTicneyLwUinir, hparMeHTTi KapXblNaHabIPy XaHe eniM MeH
eMmipaiH, COHbIHa BalinaHbICTbl MaAEHM CTUrMaT3aLMs cakTanagbl.

Makcatbl: OHkonorusnbIK HaykacTapsa ManivaTuBTIK KeMEK KepCeTydiH, Xanblkapanblk TaxXipubeciH CblHM Tangay,
AEHCaynblk CakTayablH, apTypni XylenepiHae gamy yliH CbiH-KaTepnepai, npobnemanap MeH MyMKIHOIKTepai 3epTTey
6onbin Tabblnagsl.

I3pey ctpaterusicbl: OHKONOMMAMbIK, HAyKaCTapFa NannuaTuBTi KeMek Typanbl aaebueTTepai Wony yiliH keneci Tacin
kongaxbinagel. I3gey PubMed, Scopus, Web of Science xaHe Gackanapbl CusiKTbl Herisri fbinbIMU Aepekkoprapaa
xyprisingi. Wonyra 2015-2025 xbingap apanbiFbiHOa XapusnaHfaH XoHE OHKOMOTMAMbIK HaykacTapFa epecektepre
nannuaTuBTIK KeMeK KepCeTyre apHanfaH peLieH3usnaHFaH Makananap Kipgi. lannuaTueTik keMekke KaTbIChbl XOK HeMece
neguatpusira GainaHbICTbl 3epTTEYNEp anbiHbIN TacTangbl. 13aey Tin MeH xapusinaHfaH kyHi 6oibiHWwa (CoHsbl 10 Xbin
iWiHAE) KINT Ce3fep MeH Cy3rinepaik, TipkeCiMiH kamTuabl. [lepekke3aepin, ayKbIMbIH KEHENTY YLLIH Xeke Makananapgarbl
cintemenep MeH capaniublnapablH, AEPEKTEPI KapacTbIpbIIabI.

Hatuxenep MeH KOpbITbIHAbINAP: DAe0MeTTEPre WOy OHKOMOMUANbIK, HayKacTapFa NananaTmeTK KeMeK AaMblaH
engepae Ae, Hamywsl engepge ge opTypni Mogenbaepai KonmaHy apkbinbl anTaprbikTail esrepicTepre yllbipaFaHbiH
kepceTeqi. KyMbIC KyLiHiH, xeTicneyLwiniri, (parMeHTTi KapXKbinaHabipy, Aspirepre yakTbinbl xongama Gepmey xoHe
onuouaTapFa KoM KEeTIMAIMIKTIH, WeKTenyi cuakTbl Macenenep Oykin sanemae xanfacyaa. TenemeauumHa XsHe NaHaparnbik,
[EeHcaynbIk CakTay TONMTapbl CUSKTbl MHHOBALMANAp MeauuMHarblk, KeMEKTiH, KOMKeTiMAini MeH canacbiH XakcapTy
TypFbICbIHAH NepcnekTuBanbl Gonpbl, Gipak, onapabl eHridy calikec kenmewnai. [ambiraH enpepaiH, WHTerpauusnaHsaH
Xyvienepi 6ap, an optalua Tabbicbl 6ap enaep HOPMATUBTIK-KYKbIKTBIK, XXaHE PECYPCThIK, LUekTeynepre Tan 6onyaa.

TytliHdi ce3dep: nannuamusmik KeMeK, OHKOMO2USbIK Haykacmap, nannuamuemik KeMex yneinepi, xocnucmik
KeMex, aybIpcbIHyObl bacy, nannuamusmik Kemekmeai menemeOuyuHa.
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Introduction approach aims to empower caregivers and improve decision-
International experiences of palliative care for cancer ~ making processes for patients with advanced cancer [56].
patients reveal a diverse landscape shaped by varying Recommendations include national strategies to

healthcare systems, cultural contexts, and resource  establish comprehensive palliative care services across all
availability. Palliative care aims to improve the quality of life healthcare levels [56].
for patients with life-threatening illnesses, yet its Integrated palliative care (IPC) models are being explored
implementation and integration differ significantly across  in Europe to address fragmentation in service delivery. These
regions [55]. This overview highlights key aspects of = models aim to provide continuous and coordinated care,
palliative care practices and challenges faced globally. improving the quality of life for patients and their families.
Palliative sedation is a critical component of end-of-life The study of IPC initiatives in several European
care for cancer patients, particularly in Europe. An  countries seeks to identify successful integration
international study involving Belgium, Germany, ltaly, = mechanisms and enhance palliative care practices [6].

Spain, and the Netherlands focuses on monitoring While these studies highlight advancements in palliative
discomfort and sedation levels to optimize patient comfort ~ care, challenges remain, particularly in regions with limited
during palliative sedation [52]. resources and infrastructure. The disparity in service

The study underscores the need for standardized  availability and integration underscores the need for global
monitoring  protocols to ensure effective sedation  efforts to expand and improve palliative care access,

management and improve patient outcomes [52]. ensuring that all cancer patients receive compassionate and
The Middle East Cancer Consortium emphasizes the  effective end-of-life care.
importance of training and education for both formal and Aim. To critically analyze the international experiences

informal caregivers to enhance palliative care services. This  in providing palliative care for cancer patients, examining
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the challenges, issues, and opportunities for development
across different healthcare systems.

Search strategy. The following approach will be used
for the literature review on palliative care for cancer
patients. The search conducted in major scientific
databases such as PubMed, Scopus, Web of Science, and
others. The review include peer-reviewed articles published
between 2015 and 2025, focusing on palliative care for
adult cancer patients. Studies not related to palliative care
or focused on pediatrics excluded. The search involve a
combination of keywords and filters by language and
publication date (last 10 years). To expand the scope of
sources, references cited in selected papers and data from
experts considered.

Search results and their discussion.

Clinical models of palliative care

Modern palliative care in oncology employs several
complementary models of care, designed to address the
diverse needs of patients. Specialized palliative care is
developed through outpatient, inpatient consultative,
inpatient specialized, home-based (home care), and
hospice models. Each model is focused on a specific stage
and condition of the patient [29]. For example, outpatient
palliative care clinics serve as a key point for early access,
enabling long-term patient support, symptom management,
education, and future treatment planning. Inpatient
consultative teams work in hospitals, providing expert
management of acute symptoms in hospitalized patients
and assisting with discharge planning and continued care.
In cases of severe symptoms and complex situations,
specialized palliative care units (or palliative care beds) in
hospitals offer intensive, comprehensive care [50]. Home-
based palliative care services (home team care) focus on
patients with limited mobility and moderate symptoms,
allowing assistance in the comfort of the home setting.
Finally, hospices (including day hospitals and hospice-type
hospitals) are primarily for patients in the final stage of the
disease with an unfavorable prognosis, providing
comprehensive care and support at the end of life. These
five models complement each other and together form a
continuous support system throughout the disease [27].
According to literature reviews, the optimal approach is a
combined model: early integration of outpatient palliative
care alongside oncological treatment, with enhanced
support in the hospital or at home as the disease
progresses. This approach, applied in countries like the UK,
Australia, and others, is associated with reduced
unnecessary hospitalizations, improved quality of life, and
even some extension of patients' life expectancy [9].
Overall, accumulated international experience shows that
flexible organization of palliative care — from hospitals to
home — enables a wide range of needs of cancer patients to
be met and ensures continuity of care [21].

Role of Multidisciplinary Teams

One of the cornerstone principles of palliative care is
the multidisciplinary, or interdisciplinary, approach.
Palliative care teams typically include physicians
(specialized in palliative care or related fields), nurses, pain
management specialists, psychologists, social workers, and
often chaplains, volunteers, and other professionals [7].
Team-based palliative care allows specialists from various
disciplines to jointly and comprehensively address the

multidimensional needs of patients and their families—
ranging from physical symptoms to psychological, social,
and spiritual support [26]. Numerous studies confirm that
the involvement of such a team can significantly improve
pain and symptom control, reduce levels of anxiety and
depression in patients, increase satisfaction with care, and
enhance the overall quality of life [32]. For example, a meta-
analysis showed that multidisciplinary palliative care
significantly improves the quality of life of cancer patients
and reduces their levels of depression and anxiety
compared to standard approaches [37]. In clinical practice
in developed countries, the team-based approach has
become the standard: for instance, the American Society of
Clinical Oncology (ASCO) officially recommends the
involvement of a specialized interdisciplinary palliative care
team for all patients with advanced cancers and high
symptom management needs [53]. Similarly, in the United
Kingdom, palliative care has historically been built on the
collaboration between general practitioners, hospice
specialists, and social services, ensuring a holistic
approach to alleviating patient suffering. Multidisciplinary
teams not only address diverse issues (pain, shortness of
breath, nausea, emotional distress, family and spiritual
matters) but also assist in making complex decisions,
planning the next stages of care, and connecting patients
with  necessary resources [54]. Ultimately, the
interdisciplinary approach enhances the effectiveness of
palliative care and its ability to adapt to the unique needs of
each patient. This approach is recognized globally as a key
factor in the success of palliative programs [26].

Legislative Regulation and Healthcare Strategies

Legislative and regulatory measures over the past
decade have played a crucial role in the development of
palliative care, solidifying it as an integral part of healthcare
systems. An international benchmark was set by the WHO
Resolution 67.19, adopted in 2014, which called for all
countries to strengthen palliative care as part of universal
health coverage throughout life [43]. The resolution included
recommendations for developing national policies, funding,
workforce training, improving access to opioid analgesics,
and integrating palliative care at all levels of healthcare
delivery [23].

In response to this call, many countries have taken
steps toward institutionalizing palliative care. In developed
healthcare systems, palliative care was already largely
integrated, but the last 10 years have seen new legislative
initiatives and strategies. In the UK, the first national End-of-
Life Care Strategy was adopted in 2008, outlining goals to
expand hospice and palliative care within the NHS.
Subsequent programs like "Ambitions for Palliative and
End-of-Life Care" (2015-2020) have aimed to ensure equal
access to end-of-life care. Although there is no separate law
specifically for palliative care in the UK, regulatory support
is provided through its inclusion in the guaranteed NHS
package and government support for hospices. At the
institutional level, the National Council for Palliative Care
oversees policy, and clinical guidelines are developed by
entities such as the National Institute for Health and Care
Excellence (NICE) [57].

In Germany, a significant step was the adoption of the
Federal Hospice and Palliative Care Act (HPG) in
December 2015. This legislation officially included palliative
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care as part of standard services covered by mandatory
health insurance, strengthening support for hospices and
home care services. The law requires insurance funds to
cover 95% of hospice costs (previously around 90%) and
introduced mechanisms for quicker contract agreements
between funds and home-based palliative care providers.
Additionally, nursing homes are now required to collaborate
with hospice services, and inpatient palliative care units are
entitled to special reimbursement rates for treatment [40].

In Canada, the passage of the "Framework on Palliative
Care in Canada Act" (2017) led to the publication of a
comprehensive National Palliative Care Framework in 2018.
This framework defined palliative care, established
workforce training commitments, and addressed service
development across settings (hospital, hospice, home, long-
term care) [1]. In subsequent years, Canada’s government
implemented the Palliative Care Action Plan (2019),
investing in hospice expansion, workforce education
through Pallium Canada, and access monitoring systems
[1].

In Australia, the government developed the National
Palliative Care Strategy 2018, a unified plan coordinated
between the federal government and states aimed at
ensuring all Australians have access to quality palliative
care for life-limiting illnesses. This strategy enshrines
palliative care as a fundamental part of universal healthcare
and sets goals for the next five years, including a monitoring
system for implementation [20].

In the United States, although there is no single law
guaranteeing palliative care for all citizens, regulatory
measures have been introduced to promote its
development. A key component is the Medicare hospice
benefit, introduced in the 1980s, which covers hospice care
for terminal patients over 65. In the last decade, several
versions of the PCHETA (Palliative Care and Hospice
Education and Training Act) have been presented to
Congress, advocating for funding specialist training and
research in palliative care. Furthermore, many states have
enacted regulations requiring hospitals to inform patients
about palliative care options or establish palliative care
consultative services in large hospitals [53]. As a result of
these policies, by 2019, 72% of U.S. hospitals with 50 or
more beds had their own palliative care teams, a significant
increase from approximately 53% in 2008 [63].

Overall, the experience of developed countries shows
that governmental support and clear policies significantly
accelerate the integration of palliative care into healthcare
systems. National strategies or legislation (such as those in
Germany and Canada) ensure funding, coordination of
efforts, and the removal of barriers (e.g., access to opioid
analgesics) [34]. However, even wealthy countries continue
to face challenges—such as the mismatch between high
end-of-life treatment costs and the average quality of
palliative care in the U.S.—which highlights the importance
of not only funding but also focusing the system on the
needs of dying patients [63].

Funding of Palliative Care

The financial and economic models of palliative care
organization significantly impact the accessibility and quality
of services. International comparative analysis shows that in
most countries, palliative care funding is mixed, combining
resources from public (or insurance) systems, charitable
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organizations, and personal funds from patients [62]. Non-
governmental sources continue to play a significant role —
historically, hospices and palliative care services in many
countries originated as initiatives by non-profit organizations
and philanthropists and are still partially supported by
charitable funds in many places. Meanwhile, government
funding is gradually expanding but is rarely strictly tied to
objective epidemiological needs, resulting in unevenness
and gaps in the financing system [19].

For example, in the UK, considered one of the leaders
in palliative care, the state covers about 83% of the costs
for palliative consultations in hospitals, approximately 59%
of the costs for home-based (domiciliary) care, around 30%
of the expenses related to inpatient stays, and only about
23% of the costs for day hospice services. The rest of the
financial burden is covered by charitable funds and
donations, reflecting the historically established partnership
between the NHS and the non-governmental sector in this
field [21] .

In Germany, following the 2015 law, almost all basic
hospice and palliative care services are financed by
mandatory health insurance (statutory Krankenkassen).
Insurance funds now reimburse 95% of the costs of
inpatient hospices for adults (previously about 90%);
additionally, they are required to cover not only personnel
costs but also medications and materials for home hospice
services. Special palliative care (SAPV) services at home
are billed separately, encouraging outpatient providers to
enter into contracts with insurance funds [40].

In Canada, funding for palliative care is a shared
responsibility between provincial authorities and the federal
government, with services for patients generally being free
of charge under the universal healthcare system. However,
until recently, the volume and quality of services varied
significantly across provinces. The implementation of the
2018 National Palliative Care Framework implies federal
funding for the development of home care services, training,
and research initiatives [1].

In the United States, the funding model differs: hospice
care for elderly patients is funded by the government
through the Medicare program (fixed daily rates for patients
with a life expectancy of six months or less), while palliative
care teams for non-terminal patients are funded through
regular sources such as insurance companies or directly by
hospitals [42] . This has led to the wide development of
hospices in the U.S. (in 2018, about 1.55 million patients
received hospice services), while outpatient palliative care
clinics and hospital-based consultative teams are funded
differently, often through hospital budgets, charitable grants,
or consultation fees [24]. Recently, new payment models
have been developed in the U.S., aimed at promoting early
palliative care — for example, pilot projects for simultaneous
(concurrent) provision of palliative support alongside
oncology treatment with separate payments. However,
funding remains fragmented [60].

Australia and New Zealand primarily finance palliative
care from public sources within their public health systems,
but private charitable organizations (e.g., the Silver Chain
Foundation in Australia) also contribute, particularly in the
development of home services and hospices [25]. Overall, a
common feature of palliative care funding in developed
countries is the combination of government guarantees with
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support from the third sector. Experts note that payment
mechanisms often do not reflect the actual workload of care
and patients’ needs. For example, funding may be based on
fixed rates (per diem in hospices or DRG in hospitals) that
do not differentiate patients by the complexity of their cases
[49]. Modern studies call for improvements in funding
models — introducing payment for the volume of care
provided (e.g., by team activity or by needs indicators),
avoiding incentives that lead to patient segregation or
undesirable administrative decisions [19].

Innovative Technologies and Approaches

In recent years, there has been active implementation
of technological and organizational innovations in palliative
care, partially accelerated by the COVID-19 pandemic. One
of the key trends has been the use of telemedicine in
palliative care [4]. The emergence and widespread adoption
of modern telecommunications have opened new
opportunities for supporting patients who are at home or in
remote areas [59]. Studies show that telehealth applications
help expand the reach and effectiveness of palliative
services, providing consultations and monitoring from a
distance [28]. Telemedicine is used for video consultations
between patients and palliative care doctors and nurses,
remote symptom assessments, psychological support, as
well as organizing teleconsultations among specialists (e.g.,
between oncologists and palliative care experts) [22]. A
separate development is telepharmacy, which involves
remote monitoring of prescription management and

medication intake, particularly relevant for pain
management and symptom therapy [39].
A comprehensive 2024 review notes several

advantages of telepalliative care: it increases patient access
to experts (especially in rural and hard-to-reach areas),
reduces the need for exhausting trips for seriously ill
patients to clinics, and allows for prompt responses to
changes in the patient's condition [35]. At the same time,
challenges arise, including the need to train elderly patients
in using video communication, ensuring confidentiality and
quality of communication, and maintaining the "human"
aspect of care when contact is mediated remotely [28].

The COVID-19 pandemic in 2020-2021 dramatically
accelerated the adoption of telemedicine: in many hospitals
and hospices around the world, the forced shift to remote
consultations (due to lockdowns and the risk of infection)
proved the viability of this format. After the pandemic, many
elements of telecare remained part of routine practice,
becoming an important complement to in-person visits [38].
For instance, in the UK and Canada, protocols for remote
symptom monitoring for cancer patients receiving palliative
care have been developed, while in the USA, the Palliative
Care Quality Collaborative (CAPC) issued
recommendations on organizing telepalliative visits [15].

In addition to telemedicine, other innovations are
emerging in palliative care. The use of mobile applications
and wearable devices to track symptoms and medication
intake is growing, providing real-time data on patient
condition [36]. Some centers (e.g., in Australia) have
introduced electronic alert systems to notify palliative care
teams about patients admitted to the hospital with an
exacerbation of cancer, allowing timely consultation.
Automated prescribing systems (triggers) based on
electronic health records are being used for the timely
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referral of patients to palliative care services when certain
criteria are met (e.g., repeated hospitalizations, tumor
progression) [41]. It is also worth mentioning the
development of online educational platforms and resources
for caregivers — in recent years, numerous websites and
courses have emerged, teaching caregivers palliative care
skills at home, psychological support, and legal aspects
(such as guardianship, wills, etc.) [44]. These resources are
actively developing in Canada and Australia with
government support. Finally, experiments with artificial
intelligence technologies are beginning to penetrate the
field of palliative care, such as using Al for predicting patient
needs or identifying hidden symptoms based on voice and
video data, although this is still in the research phase [58].

Thus, innovative technologies complement traditional
palliative care models, enhancing accessibility, flexibility,
and personalization. The key task for the coming years is to
develop an evidence base and standards for the application
of these technologies (especially telemedicine) in palliative
care to maximize their benefits and minimize potential risks.
The development of policies and protocols in this area will
determine  the further trajectory of innovation
implementation in palliative care practices [28].

Features of Developed and Developing Countries:
Comparison and Trends

Countries with highly developed healthcare systems
have accumulated extensive experience in organizing
palliative care, which can serve as a benchmark for the rest
of the world. For example, the United Kingdom is
traditionally recognized as one of the leaders: in 1967, the
first modern hospice (St. Christopher's Hospice) opened
there, and today the UK ranks first in the world in terms of
quality end-of-life care. The British model is characterized
by a wide network of hospices (many of which are
charitable but receive significant support from the National
Health Service), as well as the integration of palliative care
teams into hospitals and clinics nationwide. High standards
of training, the presence of clinical guidelines (such as
those by NICE), and public support for the hospice
movement have helped the UK secure its leadership
position [16].

Australia and New Zealand are also consistently among
the countries with the best palliative care; in the 2021 global
ranking, Australia received the highest grade (Grade A),
ranking 4th out of 81 countries evaluated. This reflects the
success of national strategies, a strong primary care system
(where general practitioners participate in palliative care),
and attention to rural regions through telemedicine and
home care services [10].

Germany has significantly expanded access to palliative
care over the past decade. Legislation guarantees funding,
and the country has dozens of hospices and specialized
units within hospitals. The SAPV (Specialized Outpatient
Palliative Care) system ensures the management of
seriously ill patients at home across all federal states.

The United States demonstrates a combination of
advanced experience and certain shortcomings: on the one
hand, many large cancer centers (e.g., MD Anderson,
Memorial Sloan Kettering) have exemplary palliative care
integration programs, and numerous studies and
innovations come from the U.S.; on the other hand, access
to services across the country is uneven, and due to
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funding peculiarities, there is often an emphasis on
expensive treatment until the very end, which impacts the
average quality of dying (the U.S. ranks in the middle of
global rankings) [12].

Canada's approach is similar to that of the UK, although
regional differences exist due to its geographical and
federal structure. Overall, all of the mentioned developed
countries have national policies, specialized training for
doctors and nurses, a wide range of care models (hospital,
outpatient, home, hospice), and a focus on early palliative
care for cancer patients. Their experience confirms the
effectiveness of integrated palliative care: for example, in
the UK, there has been a decrease in the proportion of
cancer patients dying in hospitals, with an increase in the
number of those who can spend their final days at home or
in a hospice, which aligns with many patients' preferences.
In Germany, the 2015 legislative changes led to an increase
in home care services and better coordination between
hospitals and hospices [51].

In the U.S., from 2015 to 2019, the coverage of
hospitals with palliative care teams increased from 67% to
72%, and the number of hospitalizations accompanied by
palliative consultations also increased significantly, linked to
efforts by associations to implement quality standards. In
Canada, after the launch of the national framework in 2018,
there has been increased access to hospices and
expanded home care programs, particularly in Indigenous
communities and remote areas [31].

Australia reports the implementation of national palliative
care standards and the development of outcome measurement
systems (e.g., national palliative care indicators monitored by
the Australian Institute of Health and Welfare). Thus, developed
countries demonstrate that political will and investment in
palliative care lead to tangible improvements in clinical practice
and patient satisfaction [64].

Progress in palliative care also exists in middle-income
countries, but it is more fragmented. According to estimates
by WHO and the World Hospice Alliance, 80% of the global
need for palliative care is in low- and middle-income
countries, but only about 4% of that need is met there. In
other words, the overwhelming majority of patients in these
countries still do not receive adequate pain relief and other
symptom management. While affluent countries meet about
half of the needs of the seriously ill (50% of the need), in
less wealthy regions, palliative care is often still in its
infancy [61].

In countries such as lIran, India, and some African
states, palliative care is not yet systematically integrated:
services are provided sporadically, covering a narrow circle
of patients, and are not effectively incorporated into national
healthcare systems [48]. National programs or policies in
this area are often absent, access to opioid analgesics is
limited due to regulatory barriers, and the training of
medical staff is sparse [8], [18].

Nevertheless, the last decade has seen positive shifts.
Several middle-income countries have become pioneers at
the regional level. For example, Malaysia has incorporated
palliative care into its healthcare strategy, developing it at
oncology centers, which has enabled services to be
provided in some areas of the country. South Africa, one of
the leading African countries, has established several
hospice care centers, partially relying on NGOs and
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international support [47]. In Eastern Europe, countries
such as Poland, Romania, and Russia have increased the
number of hospices and home care teams in recent years,
largely due to the enthusiasm of individual organizations
and support from churches or philanthropists.

Latin America is also showing progress: in Chile,
palliative care for cancer patients was recognized as a
patient right in 2020 and included in the guaranteed health
coverage package, while Colombia and Argentina are
developing national training programs for palliative medicine
doctors [14]. Many middle-income countries are adopting
WHQO's 2014 recommendations, adapting the public health
model in the development of palliative care, which includes
six key components: political support, funding, workforce
training, access to medications, service delivery systems,
and monitoring/research [2].

However, significant challenges remain. According to
international estimates, there is a shortage of at least 2 million
trained specialists globally, with this shortage most acutely felt
in middle- and low-income countries [17]. The issue of access
to opioid analgesics also remains problematic: despite the
easing of some international regulations, in several countries,
strict control and concerns over prescribing morphine have led
to a decrease in average morphine consumption — from 6 mg
per person in 2014 to about 4.5 mg in 2021 (per capita in the
hypothetical patient). This indicates insufficient removal of
barriers to pain relief [46].

Nonetheless, there is a growing understanding that
palliative care is an essential component of the healthcare
system, even with limited resources. WHO urges countries
to include palliative care in universal health coverage
programs and train primary care physicians in basic
palliative care skills (the concept of primary palliative care in
clinics) [5].

In middle-income countries, the most realistic and
sustainable strategy is to develop palliative care at the
primary care level - trained general practitioners and
nurses can provide basic care, bringing in specialists for
more complex cases. This model has been successfully
tested in certain provinces of South Africa and India (Kerala
state) [45], [11]. On a global scale, ten years after the WHO
resolution, experts express disappointment at the pace of
progress: according to the World Hospice Alliance, only
about 14% of the estimated 60 million people who need
palliative care annually receive it [30].

Nonetheless, positive shifts are undeniable — palliative
care has firmly entered the global health agenda as a
crucial area related to human rights and the right to a
dignified life until the end. Accelerating the development of
palliative care in middle- and low-income countries is
possible with the activation of political will, international
support, and the removal of key barriers (regulatory,
educational, financial) [13].

Promising trends include expanding social and
volunteer support, involving communities and family
members in care, creating national palliative care plans (as
Kenya and Bangladesh have done in recent years), and
integrating palliative care into existing structures, such as
oncology clinics and chronic disease services [3].

Conclusion

The international experience of the last decade
convincingly demonstrates that palliative care for adult
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cancer patients is an essential component of modern
oncology and healthcare in general. Developed countries
have formed comprehensive clinical models that cover
patients at all stages — from outpatient management right
after the diagnosis of terminal cancer to home and hospice
care in the final stages. Multidisciplinary teams have
become the gold standard, providing a holistic approach to
patients and their families, improving symptom control, and
reducing the burden on the system (more rational use of
hospitalizations, preventing crisis situations) [33].

The development of palliative care heavily depends on
effective government policies and funding: where palliative
care is recognized as a priority (either legislatively or
strategically) and is adequately funded, there is a significant
increase in services and improved end-of-life quality
indicators. On the other hand, gaps in funding and policy
absence lead to fragmentation and inequity in access.

Innovations — from telemedicine to new organizational
approaches — open new horizons, making palliative care
more accessible and convenient for patients, especially in
the era of digitization and the lessons learned from the
pandemic. The main challenge of the new decade is to
spread the successes of palliative care worldwide,
overcoming the gap between rich and poor countries.
Despite  serious challenges  (workforce, financial,
infrastructure), there is a clear understanding of the way
forward: integrating palliative care into healthcare systems,
training every doctor in the basics of palliative care,
ensuring access to key medications (morphine must stop
being a luxury), and engaging society in supporting
vulnerable patients. Palliative care, which originated as a
humanitarian initiative, has today become an integral part of
evidence-based medicine and human rights. The
international review shows that with political will, proper
planning, and compassion, the suffering of millions of
cancer patients can be significantly alleviated, giving them
and their families dignity, comfort, and support during the
most difficult time of life.
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