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e >1 million deaths/week

 >60 million need
e 25.6M at EOL

.-

e Families (at least 2-4
each)

e <10% of need for PC met,
14% @ EOL

e at least 18 million die in
pain
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* 67% 60+ / 8.6% childy e
e 80% LMIC -
* 93.5% NCD »,
e ~75% of countries no of limitedigelivery of
* only 8% of countries god@ integration

* 92% of morphine used by¥17% of world pop




Global Need for Palliative Care

Global Atlas of Palliative Lancet Commission Report on
Care at the End of Life Palliative Care & Pain Relief

{éf The Lancet Commissions I

Lk
ik Haslth
Derizatian

Global Atlas of Palliative Alleviating the access abyss in palliative care and pain relief— @ ()

Care at the End of Life an imperative of universal health coverage: the Lancet
Commission report
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Global Need for Palliative Care

Global Atlas Lancet Commission Report
e 20.4 million at EOL e 25.6 million at EOL
e 40 million total need e 61.1 million total need

e 2.34M children e 5.3M children
* 18 major Dz groups e 20 major Dz group
* Pain as surrogate for PC * Inclusion of Injury
e Suffering as surrogate
e 15 types

http://www.who.int/cancer/publications = www.thelancet.com/commissions/palliative-

/palliative-care-atlas/en/ care




Need for PC in Russia and former
Soviet Republics (Lancet)

Russian Republic
Decedents (1,870,000) Non-Decedents

* 327,000 * 1,262,000

Total
2,089,000
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Need for PC in Russia and former
Soviet Republics (Lancet)

Decedents Non-Decedents Totals
e Armenia 14,000 14,000 28,000
e Azerbaijan 27,000 26,000 53,000
e Belarus 47,000 65,000 112,000
e Georgia 22,000 22,000 44,000
e Kazakhstan 73,000 61,000 134,000
. K{rgyzstan 15,000 11,000 26,000 ey
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Need for PC in Russia and CIS
Countries (Lancet)

Decedents Non-Decedents Totals

* Moldova 18,000 13,000 31,000
e Tajikistan 18,000 24,000 42,000
* Turkmenistan 16,000 11,000 27,000
e Ukraine 226,000 327,000 553,000
e Uzbekistan 73,000 61,000 134,000

* TOTALS 549,000 635,000 1,184,000 oo .o
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Distribution of major causes of
death worldwide (2016%*)

WHO Mortality Data 2016

4883000
8.6% ‘.

" Communicable, maternal, perinatal & nutritional ® Non-communicable = Injury

N = 56,874,000
*WHO Global Health Estimates Deaths by Age, Sex, & Cause



Decedent Need for Palliative Care by Diagnosis
Lancet Commission Report - 2017

All other, 11%

Non-Ischemic
Heart Disease, 4%

HIV, 4%

Premature birth
and trauma, 4%

Liver Disease, 5%

- L
Injuries, 6% N=25.6M



Distribution of children in need of palliative
care at the end of life by disease groups

Neurologicial conditions
(not including epilepsy)
2.31%

5.69%

Cancer (Malignant Neoplasm) w

Endocrine, blood, immune disorders
5.85%

Cardiovascular disease —‘

6.18%

HIVIAIDS 10.23% J

Meningitus 12.62%

N = 1,170,011

Protein energy I'l.!laIr'turtr'tti[:nJ
14.12%

r Kidney diseases
2.25%

Congenital anomalies
(not including 1/2 heart)
25.06%

|' Cirrhosis of the liver 1.06%

Neonatal conditions
(several adj) 14.64%




80% of the need for palliative care
isin LMIC’s

r High income
22%
rLow income Upper middie
8% income
41%

“Lower middle income
29%

N=19,228,760

But 80% of current PC delivered in the 20 most integrated
countries



Aging

e The Elderly Sub-Population
e Young old 65-74
e Old 75-84
e Old Old 85+

e For the first time in history, people aged 65 and
over outnumber children under the age of 5.

e By 2050, the U.N. estimates that the proportion of
the world's population age 65 and over will more
than double, from 7.6% today to 16.2%




PERCENT OF POPULATION AGES 65 AND OLDER, (2050)

3% - 8% | 9% - 14% . 15% - 20% .21%-1?% .13%-36%

* Russia 22% e Kyrgyzstan 11%

* Armenia 23% * Moldova 24%

* Azerbaijan 17% * Tajikistan 9%

* Belarus 24% e Turkmenistan 11%
* Georgia 23% e Ukraine 25%

* Kazakhstan 13% * Uzbekistan 13%

Population Reference Bureau 2018




Need for PC 2060

e By 2060 serious health related suffering (SHRS) will
nearly double*
e From 25.5M to 48 million deaths
e 155% increase in SHRS in low income countries
* 183% increase age 70 & older
e 109% increase in cancer deaths
e 264% increase in dementia

*Sleeman KE, et al. The escalating global burden of serious health-related
suffering: projections to 2060... The Lancet 2019




Global Development of Palliative
Care (2012)

e +16,000 services

 +3 million patients AR a0
e 6-12 million family &

e ~14% of EOL need
met

e >10% of total
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PC All Levels of Development

Level of Palliative care Development (PCD)
a» Level 1: not known activity

o Level 2: capacity building

< Level 3a: isolated provision

~ Level 3b: generalized provision

-~ Level 4a: preliminary integration

a» Level 4b: advanced integration

«» Not applicable & WPCA 2012 AN rights reserved.



Children’s PC All Levels of Development

Levels of Pediatric Paliative Care provision and services
& Level 1. Not known activity

= Level 2. Capacity building

~ Level 3. Localized provision

@ Level 4. Preliminary to advanced integration

« Not applicable

- Data not available
EWPLA 2012 Al ghte reservad






ag University

of Glasgow Indicators of Palliative Care Development

WHO Dimension

Services (Q15)

Services (Q17)

Funding (Q18)

Strategy or National Plan (Q19 a/e/f/g/k)
Law (Q19 b/c/d)

Medicine (Q21/22)

Medicine

Education (Q23)

Education (Q24/25)

Vitality (Q19 h/i/j/im/n/o)

Indicator

Provision of services (per 100,000 people)
Geographical spread of services

Range of available funding sources for palliative care
Existence of national strategy or plan for palliative care
Existence of legal provision to support palliative care
Availability of morphine and other strong opioids
Country consumption of morphine per capita (2015)
Training programmes for professionals in palliative care
Education for pre-qualification doctors / nurses

Existence of meetings, associations, journals, conferences,
guidelines, collaborations in palliative care

© University of Glasgow | End of Life Studies Group



&J] Ummun Global population by level of palliative care
development, 2017

of Glasgow

2: 1: 3% 4b:
2% 14%
4a:
3a:
(o)
48% Ve

3b:

0
6% © University of Glasgow | End of Life Studies Grou%5



Mapping Levels of Palliative Care
Development Globally (2012)

* Six Levels of Development

1. No interest or development 32%
2. Interest but no service provision 9.8%
3a. Isolated provision of services 31.6%
3b. Generalized Provision 7.3%
4a. Preliminary Integration 10.7%
4b. Advanced Integration 8.6%

Lynch, Connor, & Clarke, 2012
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QUACIERGhal Country Level of Palliative Care Development by UN
Universal Health Care Index Quartile

Category 1 Category 2 Category 3a Category 3b Category 4a Category 4b Total

No. (%) No. (%) No. (%) No. (%) No. (%) No. (%) No.
Q5 (High) 2 (6) 0 (0) 2 (6) 7 (19) | 4 (11) | 21 | (58 | 36
Q4 2 (6) 2 (6) 12 | (34) 7 (20) 9 (26) 3 (9) 35
Q3 10 (26) 1 (3) 17 (44) 4 (10) 5 (13) 2 (5) 39
Q2 11 | (31) 4 (11) | 14 | (40) a4 (11) 1 (3) 1 (3) 35
Q1 (Low) 10 | (26) 6 (16) | 19 | (50) - - 2 (5) 1 (3) 38
No UHCI 12 | (80) - - 1 (7) - - - - 2 (13) 15
All a7 | (24) | 13 (7) 65 | (33) | 22 | (11) | 21 | (11) | 30 | (15) | 198

© University of Glasgow | End of Life Studies Group



Movement of Countries Between Levels of Palliative Care
Ui C el Development (4-part typology)

World Mep 1 Word Map 2
(2006) |z011)

s University

Wordd Mag 3
|2017)
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_Levels of PC Development in
~ormer Soviet Republics

e Armenia 3A
e Azerbaijan 2
e Belarus 3B
e Georgia 3B
e Kazakhstan 3A
pre Kyrgyzstan 3A
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_Levels of PC Development in
~ormer Soviet Republics

* Moldova 3A
* Tajikistan 3A

e Turkmenistan 1
e Ukraine 3A
e Uzbekistan 1




Opioid Use Worldwide

al

Opioid use -minus methadone- W
milligrams per capita 2
- < 1
o 1teb

-~ =>51to 25
- >2510100
a >100
@» Not applicable

.— Data not available
SWPCA 2012 Al rights ruserved.



| nequity of access. distributed opioid
mor phine-equivalent (DOME)

Distributed opioid mor phine-eguivalent

Russia:
124 mg (8%)

W. Europe:

18,316 mg (870%)

China:
314 mg (16%)

Nigeria:
0.8 mg (0.2%

e 50% poorest: <1% Uganda:
e 10% richest: | S3me(LUH v )

.Argentina:

almost 90% 2,374 mg (115%) »

ce: Author calculations using INCB (2010-13) and GHE 2015 (www.incb.org,
http://www.who.int/healthinfo/global burden disease/en/) . See Data Appendix for methods.
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ME (mg/capita)
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Global Opioid Consumption

Morphine Equivalence (ME) minus Methadone, (mg/capita)

= Morphing

=== Pgthidine.ME

= Oxyoodone ME

=== Fantanyl.ME

== Hydromorphone, ME
=== Talal. ME
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Sources: International Narcotics Control Board; World Health Organization population data
By: Pain & Policy Studies Group, University of Wisconsin/WHO Collaborating Center, 2015



Georgia

Opioid Consumption in Morphine Equivalence (ME) minus Methadone, mg per person

ME (mg/capita)

=@ Morphine

b Pathidine.ME

== Oxycodone ME

== Faritanyl.ME

#= Hydromarphone ME
=== Total ME
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Sources: International Narcotics Control Board; World Health Organization population data
By: Pain & Policy Studies Group, University of Wisconsin/WHO Collaborating Center, 2015



Evidence review for the impact of
palliative care on the cost and quality
of health care

eBasic premise of cost effectiveness:

— Palliative care reduces unnecessary hospitalization,
diagnostic testing, and treatments

— Consultations reduce cost and length of hospitalizations,
reduced ER and re-hospitalization

— Increased cost of home care more than offset by reduction
in unnecessary care and futile treatments




Evidence review for the impact of
palliative care on the cost of health care

e Overall level of evidence: moderate

e Recent review articles supporting cost effectiveness
— May et al 2018 Meta Analysis

e Increasing palliative care capacity to meet national guidelines may
reduce costs for hospitalized adults with serious and complex
illnesses.

—Smith et al 2013

e Palliative care is most frequently found to be less costly relative to
comparator groups, and in most cases, the difference in cost is
statistically significant.




Evidence review for the impact of
palliative care on the cost of health care

» Methodological Issues
— Ethical & appropriate use of RCT’s

el ack of studies from LMIC’s
— Des Rosiers et al 2013

e A Hospital-Based Palliative Care Service for Patients With
Advanced Organ Failure in Sub-Saharan Africa Reduces
Admissions and Increases Home Death Rates

e Studies in process
— Cochrane Pain, Palliative and Supportive Care Group




Challenges and Vision for the Future
of Palliative Care

e Challenges
 The world has two opioid crises
e 75% of countries have severely limited access to opioids
e 42% of countries have no PC services
e Over 60 million need PC but less than 10% receive it
e 80% of this need is in resource limited settings
e Children are less likely to receive PC services than adults
e Slow progress in educating and retaining workers
e Lack of public awareness of hospice & PC




Challenges and Vision for the Future of Palliative Care
How do we get to a more integrated model of
palliative care?

* |Increasing the capacity of primary care providers to
integrate palliative care (PC) into practice
* Increased PC education for all health professionals
e Shifting existing resources from acute to primary
palliative care — advanced illness management
* |ncreased capacity to deliver home based care
* Available, accessible, and affordable medicines




Challenges and Vision for the Future of Palliative
Care How do we get to a more integrated model of
palliative care?

* Integration of specialized PC into existing health care
delivery structures & primary care, not stand alone

e Better continuity of care between levels of care

e More community involvement/ownership and

volunteerism
* Palliative care as a model for the health care system of

the future







Free to Download
www.thewhpca.org/resources

Building Integrated
Palliative Care Programs
and Services

Edited by Xavier Goémez-Batiste
& Stephen Connor
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Thank you!

For questions about this presentation contact me at

sconnor@thewhpca.org



