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Janessa Renee C. Pinuela, also known as Jany, is a student at the De La Salle Medical and Health Sciences Institute.
Along her academic and extracurricular career in diplomacy and the sciences, she has been a strong advocate for
the art of education as a powerful tool in creating accessible opportunities for all - especially in the medical field.
She has been appointed to over twelve (12) positions as a part of the Board of Dais and has participated in over
twenty (20) Model United Nations (MUN) conferences and training sessions. In 2018, the same year as when she
started her MUN engagements, she was appointed rapporteur of the UN General Assembly at the 9th Ateneo MUN. In
her progressive efforts to understand global politics and international affairs, she was recognized with verbal
excellence at the 21st Benilde MUN. Through her continued passion and dedication in contributing to her knowledge
and empowering others, she subsequently brought her newfound expertise to the first MUN she attended, the
Southern Luzon MUN Conference, where she then served as the Undersecretary-General for Finance in 2020.
Currently, she is the Undersecretary-General of the Asia Pacific International MUN where she serves to conceptualize
committee topics, train The Board of Dais and create educational modules for delegates. Beyond MUN, she serves as
a National Ambassador of AIESEC Philippines, the Deputy Director for Membership of Youth Advocates for the
Philippines, the Director for Education and Research of the Youth Parliamentarians of Laguna and is currently a
volunteer member of Young Southeast Asian Leaders Initiative Philippines and Ten Outstanding Students of the
Philippines.
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James Marcellin C. Tolosa is a freshman, academic scholar taking AB-MA Political Sciences – Major in Global
Politics (AB-MA POS) at the Ateneo de Manila University. He started going to MUNs in 2018 when he was still at the
University of the Philippines Integrated School (UPIS), his former high school. His past roles as the Social Sciences &
Humanities  (SocSci) Track Representative, Managing Editor of the UPIS Media Center, and Intern for the UP College
of Law – Institute for International Legal Studies reaffirmed his passions in diplomacy. In August 2020, he became a
Member of the Board of Dais in the Asia Pacific International MUN (APIMUN) for the first time. He is also an ongoing
member of the Ateneo de Manila MUN (AMUN) Varsity. James is mostly interested in topics pertaining to socio-
economic human rights and representation of marginalized communities. Moreover, he believes that MUNs are
training grounds for cultural exchange and socio-political formation. Outside the MUN realm, he serves as a deputy
for the Ateneo SOSS Sanggunian’s Research & Policy-Making Committee, the Ateneo Assembly’s Membership
Politicization. As an alumnus from the Team Kiko Internship Program last January 2021, he has also spearheaded
Tatak, Pilipinas, a movement aiming to increase voter registration in the 2022 Philippine elections through
crowdfunding. During his free time, he stans multiple K-POP 2nd and 3rd generation girl groups and Latino Pop
soloists, jogs & swims, reads nonfiction novels & political satires, and writes calligraphy.
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  Greetings, Honorable Delegates! Welcome aboard to the World Health
Organization! 

  In this year’s 7th DLSMUN,the Board of Dais has shifted to not only an online
platform but also transcended to an international stage by opening such
opportunities to competently skilled members regardless of age, nationality nor
religion. This value of unity in diversity is what we, your Board of Dais, wish to
bestow upon you during the course of this conference. 

We hope that this study guide will equip you in your respective country’s stance,
research, position papers, and speeches. The topics chosen were the often
undermined and overlooked aspects of healthcare that needs to be prioritized and
addressed especially in the current time of the pandemic, so it would be an
interesting and a new ride to traverse into.

Thus, we look forward to your initiatives in being catalysts to welcome the
unification of multidisciplinary mediums, assess undermining hindrances, and pre-
empt the challenges to be faced by the oppressed or involved sectors towards
global cooperation in the post-pandemic society, harnessing the spirit of this year’s
online conference. 

We encourage you all to maximize this opportunity to not only understand the
nature of diplomacy and foreign affairs of your assigned country, but to also engrave
stewardship in embodying the greater good youth serve in bettering the community
on a global scale. Through emulating commitment to collaborative efforts for
feasible resolutions, you could inadvertently resolve inner confusion regarding
international contemporary issues and make yourself more aware on who and how
to help others, whether you are a veteran or a beginner.

You are all chosen for a reason and have potential in being global game-changers.
We commend your commitment to this conference and hope to spark long lasting
passion in you in the field of global health and the progression of the comMUNity.
We are looking forward for you to learn and create meaningful friendships and
memories with us and your fellow delegates during the virtual conference. Best of
luck and we are rooting for you!

For WHOmankind,
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Ma. Zophia Emmanuelle Tendido
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Janessa Pinuela Renee
WHO Chair
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WHO Vice Chair
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      In the urgent call to further international cooperation for improved
public health standards and conditions, the World Health Organization
(WHO) was founded on April 7, 1948, the celebration now referred to as
World Health Day. The WHO is a specialized United Nations agency with
the main objective to ensure that all individuals attain the highest
possible level of health. As the international body acts as a
coordinating authority on global health work and technical
cooperation, WHO has played a significant role in advocating for
universal healthcare, mitigating health emergencies and promoting
human health, which is a state of complete physical, mental, and social
well-being and not merely the absence of disease or infirmity as
defined by its constitution. Throughout the course of 73 years, WHO has
contributed to the eradication of smallpox in 1980, the development of
the Ebola vaccine and now the mitigation of COVID-19 protocols.
Furthering the healthcare system, the WHO introduced the Universal
Health Coverage (UHC) to the international stage in order to further
achieve the Thirteenth General Programme of Work 2025 target that
one billion people will benefit from health services without suffering
financial hardship and be protected from health emergencies. Through
the formulation of conventions, agreements, regulations and
declarations, WHO has committed to:

Providing leadership on matters critical to health and engaging in
partnerships where joint action is needed;
Shaping the research agenda and stimulating the generation,
translation and dissemination of valuable knowledge;
setting norms and standards and promoting and monitoring their
implementation;
Articulating ethical and evidence-based policy options;
Providing technical support, catalysing change, and building
sustainable institutional capacity;
Monitoring the health situation and addressing health trends.

1.

2.

3.

4.
5.

6.
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I. Introduction
     Global partnerships with healthcare systems (HCS) have been essential to the swift
response to health emergencies even before the coronavirus (COVID-19) pandemic. They
have provided resources like personal protective equipment (PPE) and vaccines, as well as
dissemination of scientific information about the threats of diseases. Now, WHO (2020) hopes
that by reinforcing formal partnerships and operations of collaborating centers, it can
accelerate global recovery and foster cooperation in the post-COVID society.  
  
     Nevertheless, HCS still struggle to collaborate with the private and public sectors. The
main reason roots back to the divisions in global response during pandemics and outbreaks
even before the 20th century. Additionally, they have not established intensive, long-lasting
partnerships, deeply involved citizens, addressed stigmas towards health, and spread
awareness about health issues.  
  
     Those historical barriers to multilateral partnerships have remained or even aggravated
during COVID-19. Pollock et al. (2020) acknowledges that HCS, along with other sectors, do
not anticipate health emergencies well; they only respond when cases increase. Some
leaders also treat HCS as enemies who distract them from the fulfillment of their personal
agenda. Instead of listening to the advice of health experts, they have appealed to
convenient yet uninformed solutions to the COVID-19 crisis (Gonsalves & Yamey, 2021).  
  
     Much worse, public mistrust to health response has heightened. The spread of
scientifically accurate information about the disease still cannot empower all citizens to
cooperate. Moreover, many still question the efficacy and access to vaccination and hospital
treatment due to the notion that quality healthcare is exclusive (Hostetter & Klein, 2020). If
the WHO fails to tackle these concerns, then its COVID-19 response will only exacerbate pre-
COVID inequalities in healthcare; hence, not fulfilling its pledge to recovery in all parts of the
world.  
  
     There are ongoing efforts to intensify engagement with various sectors of society. The
WHO has attempted to unite manufacturers for vaccines & PPEs, benefactors in funding the
former, and policymakers in making informed decisions and relaying information to the
public. By framing a common goal: to beat COVID-19, the specialized agency expects these
stakeholders to do their part in speeding up global recovery (Apuzzo & Kirkpatrick, 2020).
That aspiration, though, has yet to come to fruition given the lack of assistance from other
sectors who can not only provide resources but also combat hostile politicization and widen
public engagement. 

4

II. Background
A. The General Role of Healthcare Systems (HCS) in
Society  

     According to Donev, Kovacic, & Laaser (2013), healthcare systems (HCS) consist of
institutions promoting the well-being of individuals that form those through either traditional
or science-based services. From hospitals and nursing homes in local & provincial 

World Health
Organization



7TH DE LA SALLE - MODEL UNITED NATIONS 

communities to national & global agencies, HCS have indeed played a significant role in
controlling diseases via preventive protocols and rehabilitations since the pre-coronavirus
(COVID-19) society. HCS abide by the three goals of the World Health Organization (WHO) to
ensure quality services. First, these services must benefit the well-being of their receivers.
Second, the providers must identify and address the specific health needs of their receivers.
Finally, these systems should administer the distribution of resources in a way that does not
discriminate against any social group.  

     To sustain the provision of health services to their proponents, HCS need to collaborate
with various agents investing in the needed resources. These systems rely on funding from
philanthropist organizations and the means for manufacturing from factories. Additionally,
these collaborators further partner with academic experts (especially scientists) in
researching evidence-based practices that promote the well-being of its recipients.
Furthermore, these systems assist government officials and civil society members spread
health awareness on in spreading awareness on the importance of responding to health
emergencies. HCS are not limited to institutions administering care as these also include
other private and public sectors who altogether advocate for better health (Donev, Kovacic,
& Laaser, 2013) as a part of a grand scale of multilateral partnerships. 

5

     In line with its mandate, the WHO has committed to assisting agents from both private
and public sectors. The organization has complied with the 2009 Resolution A62/39
formulated during the World Health Assembly (WHA) in determining the nature of
partnerships involved in strengthening the provision and access to healthcare services. In
screening potential partners, WHO evaluates the candidate campaigns for public health and
indicates expected contributions to the organization’s goals. The goals include but are not
limited to the following: providing technical assistance to developing countries, improving
the leadership of local health sectors, and spreading awareness about health-related issues
(WHO, 2021). Furthermore, the organization has set specific terms to delineate the nature of
its collaboration with the chosen partners. In formal partnerships, the assigned governing
body shall assist the WHO in setting its operational plans. These partners often consist of
academic institutions such as but not limited to the Johns Hopkins University Center for
Humanitarian Heath and civil society such as the World Association for Disaster and
Emergency Medicine which although play significant roles in medical education, do not
share the budget of the organization. In contrast with the “programs,” they do not receive a
share of the budget of the organization. 
  
     Moreover, WHO establishes collaborating centers in Member-States wherein these
institutions receive direct funding from the organization to carry out health missions in their
designated UN region. (WHO West Pacific, 2021). The National Institute of Parasitic Diseases,
one institution under this bracket of collaborating centers, has monitored malaria and other
communicable diseases for approximately three decades. To sustain these programs, WHO
has called upon national governments, international businesses, and philanthropic
organizations for financial donations (WHO West Pacific, 2021). 

B. The Status Quo of Multi-sectoral Collaborations with
HCS 

C. The Global Recovery  
     Since the emergence of the COVID-19 Pandemic last December 2020, the WHO has
envisioned a global recovery that addresses not only the addressment of aggravated
challenges faced by HCS but also the exacerbated state of its collaborating sectors. The WHO 
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     Medics and physicians had worked together to curb health emergencies even before the
rise of pandemics in the 20th century. These include the Athenian plague (430 BCE),
Antonine plague (180), Justinian Plague (6th century), and Black Death (1340). The first three
plagues were characterized by doctors attributing those diseases to superstitious beliefs.
With emphasis on the latter, groups of European plague doctors and surgeons agreed to take
care of patients under quarantine. They propagated the belief that the bubonic plague could
be cured by readjusting the body humors (black bile, blood, phlegm, and yellow bile) in
exchange of currencies called florins 

     About six centuries after, doctors struggled to deal with the Spanish flu. Doctors’ debates
about the origins of the infectious and deadly disease still continued even after the First
World War. Their failure to altogether determine its very causes and effects & appeal to
sectors from civic society led to the event’s nickname as a “forgotten pandemic” (Becker,
2020). Such lack of cohesive public health awareness promoted prejudice to the rise of
acquired immunodeficiency syndrome (AIDS) and smallpox in Africa & Yugoslavia, 

D. Health Emergencies Faced by the HCS before
COVID-19

believes this recovery is attainable through six actionables to link national governments &
civil society to safeguard & reimplement pre-pandemic agreements. 
  
     The first actionable pertains to the conservation of nature, which the WHO (2020) defines
as a “source of human health.” In line with the 2010 Nagoya Protocol, WHO calls for local
communities to safeguard biodiversity considering that they are reservoirs of not only
natural resources but also infectious diseases (Vandebroek et al., 2020). Moreover, the
actionable demands stricter implementation of laws concerning environmental pollution and
climate change. The second actionable keeps in mind the investment of private enterprises
and government-owned companies in health facilities to mitigate future health emergencies.
This includes a widened access to sanitary and handwashing facilities for hospitals in
developing regions, as well as increased occupational safety training services and infection
prevention and control for healthcare workers. Aside from providing financial assistance
and/or compensation to healthcare facilities, WHO (2020) aspires to bolster renewable
energy sources as a third actionable in curbing pollution in terrestrial, aerial, and marine
areas. By implementing the 2015 Paris Climate Agreement, citizens would be able to
compensate for the costs from unsustainable investments as well as strengthen food
systems to gain the community immunity against viral diseases. Considering sustainable
living, the fourth actionable encourages the coordination between economists and urban
planners in reconstructing restricted spaces and infrastructure that not only denies access to
jobs and socioeconomic services but also brings about diseases. Such reformed urban
planning surpasses material & health-related concerns; it actively initiates the alleviation of
pre-pandemic disunity that has divided civil society groups and obstructed campaigns for
health reforms (Vandebroek et al., 2020). The fifth actionable demands that fiscal
policymakers reassess the taxation system that may give rise to diseases because of
funding projects that inflict environmental harm. As WHO envisions global post-COVID
recovery, there is a need to incorporate healthcare services and monitor financial stimulus
packages to identify marginalized populations who do not have access to primary
healthcare needs. With the acknowledgment of the various agenda of sectors in the society,
the sixth actionable urges all sectors of society to participate in the “global movement for
health and the environment” initiative of the WHO to alleviate the irreversible socio-economic
debt being experienced. 
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respectively from the 1970s to the 1980s. Such bigotry against homosexuals as the “carriers”
of the former disease spread due to the domination of conspiracy theories in mass media
over scientific information during that time. 

     As modern HCS continued to curb four pandemics in the next forty years, they tried to
adjust their fragmented approaches to health. For instance, they controlled the severe acute
respiratory syndrome (SARS) in 2003 by shaping the isolation protocols of policymakers.
More interestingly, they started raising mental health as a concern by providing
psychological counselling to their patients. Furthermore, they made knowledge about health
accessible to communities by disseminating announcements from the WHO in television and
other forms of media. Thus, they continued their progress in intensifying sectoral support in
the swine flu, ebola, and ZIKA pandemics from 2009 to 2016. Although there has been a
betterment in HCS, there is continued public impression regarding the feasibility of the
system exploiting health emergencies by administering expensive medicines and vaccines
(Becker, 2020) and spreading false medical information and exacerbating mass panic.
Along with the reforms of HCS, mistrust has continued to the time of the COVID-19 pandemic
today.

     Below is a timeline summarizing the responses of HCS and their multilateral partnerships
from the historical plagues to the ZIKA virus epidemic, along with a background of the
COVID-19 response:

Period
 

Health
Emergency/ies HCS Intervention 

Until 20th c. 

Until 21st c. 

Plagues in Europe

and Asia (Athenian,

Antonine, Justininan,

and Black)

Spanish flu
pandemic
African AIDS
epidemic
Yugoslavian
Smallpox outbreak

Doctors were rather
individualistic in promoting
their own superstitions. In the
Black Plague, some joined
forces to spread
misinformation about
infectious diseases. 

Doctors were divided in their
views towards the disease’s
origins. Civil society members
detached themselves from
public health knowledge. 

2001-2003 East Asian SARS

outbreak 

Healthcare workers
collaborated in raising mental
health concerns and
integrating researchers for
diseases. Civil society
members remained
disengaged and ignorant. 
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2009

2014-2016

2020

Swine flu pandemic

African ebola

epidemic

Africn ZIKA virus

epidemic

COVID-19 pandemic 

Healthcare workers made
efforts to spread public
awareness through the media
and call for entrepreneurial
investments in vaccines. Civil
society sectors attributed
them to fear mongering. 

Healthcare workers advanced
research and dissemination of
information via social media.
Civil society members saw
their initiatives as forms of
“fake news.” 

Healthcare workers and
scientists have collaborated
intensely for the first time in
history (Apuzzo & Kirkpatrick,
2020). Yet medical mistrust
and politicization of the crisis
have aggravated. 

E. International Efforts for HCS Partnerships
before COVID-19 

     There had been attempts by European Member-States to uphold global cooperation in
health before 1948. They began in 1851 through the establishment of the International
Sanitary Conference (ISC) discussing quarantines for sailors and sanitary systems for areas
experiencing cholera outbreaks (WHO, 2021). Half a century after, the Office International
d'Hygiène publique (OIHP) was founded to improve the decision-making of officials assigned
to address sanitation problems (WHO, 2021). By the time WHO was established, the two
organizations lost public traction.  
  
     The WHO then continued the progress of ISC and OIHP for the next seventy years. In line
with Article 44 of its Constitution, it established regional offices in Africa, the Americas, South-
East Asia, Europe, the Eastern Mediterranean, and Western Pacific. These offices would
conduct their own joint projects with agents such as but not limited to technological
manufacturers, investors, statisticians, and other members of the academe. 

     In 2002, the Global Fund to Fight AIDS, Tuberculosis and Malaria or Global Fund
empowered the private sector to donate HCS in developing regions (Shocken, n.d.). Countries
from Western Europe like France & United Kingdom, as well as the United States and Japan
contributed a total of approximately 970 million USD in three years. The fund provided
therapy for more than 20 million individuals with AIDS and 5 million individuals with
tuberculosis prior to COVID-19. In the next decade, it established connections with the WHO
European Regional Office and Organization for Economic Co-operation and Development
(OECD). 

World Health
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     In 2005, multiple civil society, philanthropic, and health organizations ratified the Paris
Declaration on Aid Effectiveness. It aims to determine donors and recipients from the six
regions so that all can strengthen their healthcare facilities and fund workers treating AIDS
and other communicable diseases. However, it has also ignited debates whether to adopt a
vertical or horizontal distribution of healthcare services. The former approach treats HCS as
providers of specific yet limited services depending on the nature of disease, while the latter
focuses on general yet more accessible ones; thus, reaching out to more patients. In
response, the WHO has balanced those two perspectives via a sector-wide approach
(Lorenz, 2007). Two years later, WHA Resolution 60.29 was approved to intensify collaboration
with not only creators of medical devices but also bioengineers. By that decade, there had
been more than 70 global health partnerships (Lorenz, 2007).  
 
     In 2017, the Coalition for Epidemic Preparedness Innovations (CEPI, n.d.) aimed to prevent
epidemics by investing vaccine funds for health emergencies. Aside from investors, scientific
researchers, supply chain workers, and pro-health advocacy groups also joined to
corroborate the technological development of vaccines, deliver them in developing regions,
and spread awareness about their efficacy rate.  
  
     Below is a table summarizing the major partnerships, as well as their founding year and
sectors involved: 

9

F. Exacerbation of HCS Challenges during COVID-19 
     The health sector is vital in assisting Member-States recover from the current health crisis.
Nurses, doctors, and other hospital workers have identified more than 133 million individuals
with COVID-19 as of March 21, 2021. These medical frontliners have immunized about 430
million individuals around the world since November 2019. Aside from curing patients and
vaccinating the public, the health sector has influenced the informed decision-making of
government officials and civilians. Simultaneously, the public not only comply with such
policies but also gain awareness about the health risks associated with COVID-19. As a result,
positive cases and deaths are minimized. More crucially, the health sector is responsible for
reshaping the common goal of public and private sectors: to beat COVID-19. In a time where
protocols may cause divisions, it unites them digitally through awareness campaigns and
joint projects.  
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III. Discussion
A. Persisting Threats to Multilateral Partnerships
since Pre-COVID Society  

     Despite the recurrence of health emergencies, society has not given attention to HCS.
According to Pollock et al. (2020), it has encountered delays in implementing preventive
protocols that pause other activities. These include restrictions in movement and closures of
establishments, as well as contact tracing and quarantine for positive patients. No wonder
that most countries except those in East Asia have only begun approving those upon the
declaration of COVID-19 as a pandemic in March 2020. Aside from that, society faces barriers
to investment in technical and financial support since benefactors surmise that purchasing
medical equipment in advance wastes resources allocated for other present projects. In fact,
Marthe Gold from the New York Academy of Medicine claims that about one third of budgets
allotted for disaster risk preparation is “unnecessary, and inappropriate” (Miceli, 2020). The
problem, however, is that HCS become unprepared for health emergencies in the long-term.
When those crises unexpectedly arise, they rush to purchase and reserve excessive
equipment. Nevertheless, there have been attempts to anticipate health emergencies
through pandemic systems. One example is the PREDICT (n.d.) program established by the
U.S. Agency for International Development. For more than a decade, it has detected more
than 1,000 viruses and called for the investment of more than 60 testing laboratories. Along
with its partner EcoHealth Alliance, it has reached out to scientists in more than 10 countries
in Southeast Asia and Africa. 
  
     The challenge now is to prioritize the purchase and administration of COVID-19 vaccines.
Williams et al. (2020) calls for Member-States to assess vaccines in terms of their outcome
so that citizens are protected in the long-term. Nevertheless, financial constraints remain,
especially in developing regions. Moreover, some members of the civil society may cast
doubt on their effectiveness – as explained in the next section.   
 

   a. Low Prioritization of Health Emergencies 

   b. Public Skepticism on Services from HCS 
     Citizens have mistrusted HCS because of providing expensive services. Bogart et al. (2021)
note in their study that about 7 out of 8 Black Americans cannot access quality healthcare
facilities and tests since they earn less than $10,000 per year and have no jobs. As a result,
they have struggled to cope with AIDS even before COVID-19. Hostetter & Klein (2021) further
expound on how those services violate their right to universal health coverage. Hospital
workers prioritize receiving monetary compensation over treating their patients; hence,
tightening barriers to accessibility. By offering medical guidance without “validating patients’
concerns” and ending it after their stay in hospitals, nurses and doctors have remained
detached Hostetter & Klein (2021). 

     Citizens then resort to the conspiracy theories promoted in media and politics (to be
elaborated in the next section) instead of embracing science-proven facts (Bogart et al.,
2021). Some connect the COVID-19 pandemic to illicit activities; for instance, the belief that
scientists created COVID-19 as a biological weapon. They also attribute blame to the HCS
themselves, i.e., that they invented treatments to monger fear and exploit monetary
resources. Bogart et al. (2021) also warn that while conspiracy theories may not be
“necessarily false,” they do not adhere to the scientific method. They may also prompt 
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widespread vaccine and treatment hesitancy, as seen in the Black Americans from the study
of Bogart et al. (201) who prefer to “die” than to receive immunization.  

     Citizens then resort to the conspiracy theories promoted in media and politics (to be
elaborated in the next section) instead of embracing science-proven facts (Bogart et al.,
2021). Some connect the COVID-19 pandemic to illicit activities; for instance, the belief that
scientists created COVID-19 as a biological weapon. They also attribute blame to the HCS
themselves, i.e., that they invented treatments to monger fear and exploit monetary
resources. Bogart et al. (2021) also warn that while conspiracy theories may not be
“necessarily false,” they do not adhere to the scientific method. They may also prompt
widespread vaccine and treatment hesitancy, as seen in the Black Americans from the study
of Bogart et al. (201) who prefer to “die” than to receive immunization.  
 

IV. Stakeholder Actions

A. Manufacturers and Researchers

     To reiterate Leftwich (2004), cooperation and negotiation are necessary in political
activity. Together with national HCS, the WHO has made efforts to collaborate with the
following sectors: 

     Producers are essential to HCS since they provide the resources needed to offer health
services. One example is the COVID-19 Vaccines Global Access (Covax), a partner of the 

   c. Politicization of Initiatives from HCS
     Leftwich (2004) defines politics as “all the activities of cooperation… and conflict, within
and between societies.” Yet some national leaders have instigated mainly the latter to HCS
during the COVID-19 pandemic. Thinking that science-initiated collaborations are conflicts in
public interest, they not only hinder those but also undermine their purpose. For instance,
populists have used media outlets as channels of expedient yet uninformed solutions to
COVID-19. Former US President Donald Trump once advocated convalescent plasma as a
convenient form of immunization to the virus despite insufficient research from the Food and
Drug Administration. By blatantly disobeying preventive measures like mask-wearing from
the Center for Diseases Control, he also influenced the public to disregard strict health
protocols (Gonsalves & Yamey, 2021). Meanwhile, autocrats prevent healthcare workers from
expressing not only concerns relating to COVID-19, but also calls for cooperation. For
instance, Narendra Modi (India) controlled media outlets relaying HCS updates to Indian
citizens, claiming that they instilled in “pessimism” instead (Gonsalves & Yamey, 2021).
Additionally, Jair Bolsonaro (Brazil) and Boris Johnson (United Kingdom) prevented
healthcare workers and scientists from relaying their coordinated research to policymakers.
Consequently, they have quelled the common complaints of the needy, women, indigenous
peoples, and other marginalized peoples towards the situation – violation of their right to
public health.  
  
     Additionally, populists and autocrats have coerced some healthcare workers into eliciting
a negative image of their own initiatives. By colluding with government officials, they
manipulate information and sabotage their quality services. As proof, Abbasi (2020) argues
that the Scientific Advisory Group for Emergencies (SAGE) from the United Kingdom once
refused to disclose information about the limited provision of healthcare services to
marginalized peoples. Similarly, in the Asia-Pacific region, the Philippine Department of
Health has adjusted the tallies of COVID-19 recoveries in its “mass recovery” initiative. It has
also silenced organizations from the academe and private info-technology companies’ fact-
checking of its very reports.  
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WHO and other health alliances since June 2020. According to its CEO Seth Berkley (2020),
the facility aims to store 2 billion vaccines from at least 9 approved brands by the end of this
year. To achieve that goal, HCS supply Covax with the research needed to create vaccines.
Covax then communicates with manufacturing companies such as Pfizer and Nonavax on
the shipping and distribution of the vaccines. It also offers incentives to persuade the
skeptical enterprises to assist them. Aside from Covax, initiatives have also existed at the
regional level. One example is Paul Duprex’s initiative for microbiology research in the United
States that has even reached out to medical and technological companies in European
countries like France, Austria, and Norway (Apuzzo & Kirkpatrick, 2020). Their combined
efforts can fact-check public online databases collating information about COVID-19
vaccines such as medRxiv and Clinicaltrial.gov. As manufacturers receive that information,
they can further boost the rate of clinical trials and production of health supplies in
developing countries. 

C. Policymakers
     HCS have led to the informed decision-making of national officials on policies aiming to
manage the health crisis with other concerns. For instance, Jacinta Ardan (New Zealand) has
helped the HCS and economic sector reach a compromise. She has allowed health makers
to influence her four-level alert policies restricting occupational activity. Concurrently, she
has balanced health-related concerns with the fiscal policymakers’ suggestions to provide
more than 12 billion NZD to workers affected. Her actions demonstrate how collaboration can
mitigate not only health-related but also socio-economic inequalities.   
     As potential benefactors, fiscal policymakers can also amplify the manufacturing of
health supplies and funding of scientific research. In fact, Gavi has received an additional 1.4
billion USD from self-funding governments worldwide. Afterward, Berkley (2020) expressed
his gratitude to the maintenance of Covax operations. Nevertheless, he requests an
additional 1 billion USD so that vaccines can be availed.  
     Other sectors that HCS can involve in their multilateral response are the following:

B. Benefactors   
     HCS find financial assistance indispensable in sustaining the swift response to COVID-19.
As proof, Gavi has partnered with the European Commission, which assists in the vaccination
of citizens in about a fifth of the population of developing regions. It has also established the
Advance Market Commitment earning 700 million USD to fund more than 90 countries
(Berkley, 2020). Aside from regional blocs, private enterprises also play a significant role in
providing investments for developing regions. In particular, their Partnership for Investment
and Growth in Africa has offered digital assistance and training necessary to sustain the
momentum of COVID-19 research in Mozambique. Similarly, Kenya Investment Authority has
funded personal protective equipment for healthcare workers (International Trade Center,
2020). 

     Biodiversity conservationists are integral to HCS since they monitor communities that may
become reservoirs of diseases (OECD, 2020). Like HCS, they also lack funding – such as those
from East Asia & North America who have received practically no stimulus funds (McElwee et
al., 2020). Without their help, medical experts may fail to examine the zoonotic origins of
COVID-19 and predict future health emergencies. Another reason for their indispensability is
that they can discover alternative medicines for HCS services. Rangers assigned to
safeguard natural biomes like forests may impart information about resources that can be 

D. Biodiversity Conservationists
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used as remedies for viruses (Vandebroek et al., 2020). In that way, local communities can
still protect themselves from COVID-19. 

Along with food experts, conservationists can also advise healthcare workers to address food
security. As a direct value of biodiversity, food is essential in providing the stamina that
doctors and patients need to fight the virus. However, due to COVID-19 protocols, trades in
local markets and regional supply chains have been disrupted (Committee on World Food
Security, 2020). Moreover, some suppliers have exploited consumptive yet unsafe resources
in forests and other biomes. If these sectors fail to supply the demand of HCS, then the latter
may lead themselves to their own breakdown. 

     Despite widespread mistrust, civil society agents have a major role to play in accelerating
global COVID-19 recovery. Smith et al. (2016) reminds that during health emergencies, they
must uphold the right to universal health coverage. Additionally, they have responsibilities
such as compliance to health protocols imposed by HCS and suppression of fake news that
suppress scientific information in the media. Some non-government organizations (NGOs)
have abided to those; for instance, Red Cross, which has invented saliva testing kits for those
who cannot afford regular swab ones. Additionally, Amnesty International has fought
discrimination to healthcare workers and racial groups allegedly spreading COVID-19.  

V. Role of International Community
Amnesty International (2020) notes that WHA approved A73/CONF./1 Rev.1 or the resolution
for the COVID-19 response. It stresses on the cruciality of international cooperation among
Member-States in the creation of a vaccine. It also aims to reinforce the implementation of
the 2001 Doha Declaration – in particular, its provision of investment and accessibility of
health equipment to developing regions.  
  
It is noteworthy that various philanthropic organizations around the world have heightened
their involvement. For instance, Global Fund (2021) has provided 1 billion USD worth of
financial aid for COVID-19 in more than 100 developing countries. Recently, the United States
and Germany offered another 3.5 billion USD and 166 million USD, respectively, as emergency
investment Other known benefactors partnering with the Global Fund include CEPI and Gavi
(founded in January 2020). Together, they have launched the Access to COVID-19 Tools
Accelerator (ACT-Accelerator) aiming to accelerate the production of vaccines and test kits
(WHO, 2021). 
  
Regional blocs and economic organizations are also vital in catering to the socioeconomic
needs of their respective stakeholders. These include the Pan-American Health Organization
(PAHO) for the Americas, Asian Development Bank (ABD) for South-East Asia, Western Pacific
& Eastern Mediterranean, and African Union (AU) COVID-19 Response Fund for Africa. The
European Union (EU), meanwhile, has assisted the vaccine development of both their citizens
and those from the aforementioned regions. 

In conclusion, barriers such as lack of support, public skepticism, and conflict-oriented
politicization have prevented HCS from reaching out to various sectors of society since pre-
pandemic times. Nevertheless, joint response is indispensable to solve the COVID-19 crisis. By
working together to beat COVID-19, they can dissolve those obstacles and facilitate
communication in the post-COVID society. (Apuzzo & Kirkpatrick, 2020). 

E. Civil Society 
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What are the other relevant sectors that can be included in the healthcare system’s
response to the COVID-19 pandemic? 
How can other sectors be included in providing healthcare through a collaborative
COVID-19 response? 
What policies should HCS implement to persuade multiple sectors to support their actions
against COVID-19? 
How can the aforementioned multilateral partnerships… 

improve the current services and accessibility of HCS to the public? 
change the resignation and doubt of the status quo towards public health? 
combat the divisive politicization of populist and authoritarian leaders to COVID-19? 

How can Member-States...  
remove the three obstacles that impede local and international partnerships of the
involved stakeholders? 
deal with sectors that underperform their role in the COVID-19 response? 

How can the heightened international synergy in the first five numbers be sustained after
the COVID-19 pandemic? 

1.

2.

3.

4.
a.
b.
c.

5.
a.

b.
6.
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I. Introduction

chronic liver disease 
neurological disease  
kidney failure 
congenital anomalies 

     The realm of health care is as much as broad and extensive as the field of science. Thus,
with such variety comes a more divisive approach of distribution, subjecting each field to
unequal prioritization, awareness, preferences, and other factors—and palliative care, in
terms of medical response and integration, is one of those who were left behind the limelight.

     Despite not being in the health care’s wall of fame, palliative care’s role in health care
systems in general is more than that meets the eye. Palliative care covers and is actually
involved for a broad range of diseases. World Health Organization (WHO) (2020) states that
the common chronic diseases associated and needed for palliative care for adults are
diabetes (4.6%), AIDS (5.7%), chronic respiratory diseases (10.3%), cancer (34%), and
cardiovascular diseases (38.5%). Other ailments that are often in requirement of palliative
care are as follows: 

 
     It is also cited that patients in need of palliative care were commonly experiencing pain
and breathing difficulties – two of the most serious symptoms out of all associated diseases
(WHO, 2020). For instance, 80% of AIDS or cancer patients and 67% of cardiovascular disease
or chronic obstructive pulmonary disease patients will inevitably encounter moderate to
severe pain at the brink of their lives, wherein the role of opioids for pain management is
vital. 
  
     As health mainly focuses on the well-being of a person, pain and suffering is the least a
healthcare professional could provide for its patient. Hence, palliative care has a crucial role
to play for pain alleviation and providing the “care” in health care despite the patients’
unescapable subject to discomfort and suffering. 

Parkinson’s disease 
multiple sclerosis 
dementia 
drug-resistant tuberculosis 
rheumatoid arthritis, etc. 

A. COVID-19’s Effect to the Global Palliative Care
Service Integration 

     The COVID-19 pandemic’s arrival strained health care systems even more, increasing the
difficulty in providing safe and effective palliative care and end-of-life services. The gap of
palliative care in health care system assimilation is already characterized as wide, but the
arising global health crisis through the COVID-19 pandemic exacerbated the situation to rock
bottom especially in the Least Developing Countries (LDCs).  

     One of its manifestations is WHO’s issued operational guidance for COVID-19 last June
2020 (WHO, 2020b). Maintenance of essential health services during the pandemic were
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presented—the importance of addressing chronic diseases, maternal care, immunization,
and emergency care, among others—but mentions about palliative care and how it will be
embedded in the global response was nowhere in sight. 

     Since the elderly are the most vulnerable ones to COVID-19 (Whiting, 2020; Centers for
Disease Control and Prevention, 2021), along with their difficulty in breathing, pain, and other
fatal physiological & psychological factors, long-term consequences, and time constraints,
palliative care needs to be incorporated to the pandemic response. However, little to no
action was neither seen in the global nor the domestic level.

     Thus, it is essential to deduce that palliative care should be integrated and not overlooked
in the global response to combat the pandemic for it is as crucial as the ongoing crisis,
particularly in the LDCs and Low- and Middle- Income Countries (LMICs) who are in most
need of palliative care but have the least support in medical facilities, knowledge, and
manpower.

18

A. Defining the Basics of Palliative Care 
 

health care professionals have an ethical duty “professionals to alleviate pain and
suffering, whether physical, psychosocial or spiritual, irrespective of whether the disease
or condition can be cured,” and 
palliative care integration and equitable inclusion in public health systems are essential,
critical, and crucial for the attainment of Sustainable Development Goal (SDG) 3.8 in lieu
of Universal Health Coverage (UHC).

     According to the World Health Organization, palliative care is defined as the prevention
and relief of suffering of adult and paediatric patients and their families in line with life-
threatening illnesses-linked conflicts and concerns which are, but not limited to, the patient’s
physical distress and the psychological, social, and spiritual suffering of both parties (patient
and their family members) (WHO, 2018). Therefore, it was emphasized and determined in a
resolution WHA67.19 by the 67th World Health Assembly last 2014 (WHO, 2014; WHO, 2018b)
that “palliative care is an ethical responsibility of health systems” and given such:  
  

 
     This global consensus and arising call for recognition, given its resolution and definition,
shone on the point that palliative care is not just an option and only called upon for its
urgency; rather, it should be an accessible and all-encompassing medical and ethical
necessity provided to those in need at the entirety of the health care systems’ levels. 

     In connection to a lack of awareness, most treat hospice and palliative care as synonyms.
As defined by the Family Handbook of Hospice Care (Fairview Hospice, 1999), hospice is the
provision of “compassionate care” in hospitals, nursing homes, or households with assistive
facilities. By offering physical, emotional, and spiritual support to the dying, it wishes to 

II. Background
     There are only few activities and initiatives in palliative care globally since it is a sensitive
issue that addresses the fine line pertaining to legal, cultural, and moral issues and rights to
life and death; furthermore, the diversity of beliefs and principles regarding end-of-life care
hindered the path towards global discussion. Given that pain and suffering alleviation is the
core of both the pandemic global response and palliative care, member states are
encouraged to further expand its integration and voice in the healthcare system—for the
benefit of patients, caregivers, health-care providers— and to prevent immense havoc and
losses for families, communities, and economies, and increasing death toll.
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preserve their right to a worthy death. Meanwhile, their loved one's practice techniques
necessary to maintain the dignity of the patient via medicine, regulating oxygen levels, etc.
They also participate in grief support groups after the patient passes away. 

     Hospice and palliative care may be interrelated, but they are distinct from one another.
Both of them aim to improve the quality of life, comfort, emotional support, and medical
treatment for all ages with severe and life-limiting illnesses; however, the key difference is
that palliative care is given from diagnosis regardless of its stage and have access to
curative treatments when requested while hospice is provided for someone who is terminally
ill with six months or less to live and no curative treatments can be provided.

B. History of Palliative Care Development
     Palliative care enhances the families’ and patients’ quality of life as both parties encounter
the associated problems to life-threatening or painful illnesses. Suffering is prevented and
relieved much as possible by early identification, accurate assessment and treatment of
pain and other-linked risks and problems, whether it might be psychosocial, physical, or
spiritual (WHO, 2020). Thus, to delve more on palliative care and understand it needs
additional information to munch in will be explained and provided—from its grassroots up to
its ambience and application upon levels of analysis (domestic, regional, and global) in the
long run. Below is a table summarizing the history of palliative care: 

   a. Unfolding the Brief History of Palliative Care 
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significant savings in hospital and overall health system costs (Morrison, Penrod, Cassel,
et. al., 2008; Kelley, Deb, Du, Aldridge-Carlson, & Morrison, 2013); 
lessening of the burdens of the symptoms without affecting the caregiver’s grief amid the
vast majority who prefer to pass away at their homes (Gomes, Calanzani, Curiale,
McCrone, & Higginson, 2013); and 
lowering rates of depression, amplified quality of life, and improved survival length
compared to those who only received standard oncologic care (Temmel et. al, 2010;
Hoerger, Wayser, Schwing, Suzuki, & Perry, 2019). 

     In summary, the birth of the hospice movement, introducing the value of respecting the
requests and needs of people in ending life and suffering for patients with terminal illnesses,
brought about the concept and entity of palliative care and its evolution of patient
accommodation scope. Though it was a slow progress in embedding palliative care, both in
hospitals and the medical academe, hospital-based palliative care programs had been
improved due the advancement of palliative care, resulting to further funding and
competencies, which are but not limited to the following: 
 

     However, these further competencies are not widely implemented to LDCs and LMICs. As
the surge of COVID-19 came, the slow progress has placed it once again on a drop, almost
bringing it back to square one.

A. Accessibility and Inclusivity of Palliative Care in
the Global Health System

     The WHO (2020) did establish the prevention, assessment, and multidisciplinary
treatment goals of palliative care as an established entity from hospice; however, the service
remains inaccessible to LMICs. They do not adopt policies integrating it to their healthcare
systems, conduct specialized training, and offer incentives to experts under the field. It was
further stated by WHO that one of the barriers for accessible palliative care is the “lack of a
national palliative care policy, a national palliative care strategic plan, and a national
palliative care clinical guidelines (WHO, 2018b)” in various countries.

     Looking particularly on the lens of LDCs, it is estimated that 40 million individuals need
palliative care annually, wherein 78% of them reside in middle- and low-income states.
Specifically, 98% of the children population needing palliative care also live in such countries,
with almost 50% of them housed in Africa (Cruz-Oliver et. al, 2017; World Health Organization,
2017). According to the report of WHO (2017), low- and middle-income countries’ (LMICs)
palliative-care services are not integrated into their national health systems that constricts
its availability to the states that need it the most. 

     In LMICs, most people are in need of palliative care at their very own homes since they
cannot easily travel and move beyond their communities, the communities are hard-to-
reach areas, and the majority prefer spending their last days on their residence. Thus,
accessibility and inclusivity of palliative care and capacity building of primary care
physician, clinical officer, assistant doctor or nurse practitioner through basic palliative care
training are essential in the community for relief and pain from serious or life-threatening
illness can be acted upon with inexpensive, safe and effective medicines and equipment
prescribed by trained professionals. 

III. Discussion
Here are the specific challenges and issues faced by palliative care in the pandemic’s
tsunami of suffering:
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B. Misinformation
    The deficiency of the integration process has been linked to misinformation to the related
services provided by palliative care, shortage of financial aid for program sustenance, and
the cultural beliefs and morals between life and death (Connor & Sepulveda Bermedo, 2014;
Macpherson, Chiochankitmun, & Akpinar-Elci, 2014; Onyeka, Velijanashvili, Abdissa, Manase, &
Kordzaia, 2013). Such a lack of access to factual knowledge has hindered the acclimatization
process of palliative care in various countries, widening of access to palliative care and end-
of-life care services, and legislation towards the regulation of opioid clinician prescription
and patient intake. 

    They are also unaware as to what palliative care comprises. The common misconception
is that palliative care is only for dying patients; in reality, it also accommodates the needs of
those having serious health problems. Moreover, most assume that it is not an alternative to
disease prevention and treatment. Actually, it is a practice that should be integrated along
them (WHO, 2018b).  WHO (2018) stated that one of the barriers include opiophobia:
irrational fear of opioids or pain relievers due to misinformation regarding its side effects,
addiction, and diversion that lead to excessively restrictive regulations for opioid prescription
and access.

C. Care Rationalization in times of limited resources
    COVID-19 created a paradigm shift in the way healthcare professionals handle
prioritisation of care due to a limited number of ventilators and ICU resources, assistant
physicians, respiratory failure support, and vulnerabilities of organs and mortality as age
increases (Fadul, Elsayem, & Bruera, 2021). As much as all must be treated, preparation
guidelines must be created to ensure which patients or actors should be prioritized with the
recent shortage and contraction of ICU care and ventilation support, referring to several
factors including hospital discharge and long-term survival likelihood, individuals who play
an essential role in life-saving such as frontliners and healthcare workers, and principles of
wartime triage, catastrophic medicine, and utilitarianism to help with the decision-making
process.

D. Symptom Control, Palliative Intervention, and
Bereavement Support

    Moving further to the context of COVID-19, palliative care is essential as it is a life-limiting
and life-threatening illness and can easily disperse throughout its contacts. As it is mainly
affecting the respiratory system by nature and worsening lung and heart complications, the
symptoms and stages (Asymptomatic, Mild, Moderate, Severe, and Critical) of COVID-19
(Lowth, 2020), particularly the last 2 stages of COVID-19 case classification, are in dire need
of palliative care in its response.  

    Implementation of further guidelines would need physician training for efficient symptom
control for non-ICU care patients suffering from dyspnoea, pain and delirium for the lack of
comfort can result in distress, burnout, and compassion fatigue to patients, caregivers, and
healthcare teams (Fadul, Elsayem, & Bruera, 2021). Palliative and technical expertise for
aerosol generation minimization during withdrawal of tubes, respiratory distress alleviation,
and steroids application and management are essential in dyspnoea palliation for COVID-19,
acute respiratory distress syndrome, and advanced cancer patients.

    Moreover, as it is also isolated in nature and incur greater costs, healthcare workers,
families and the patients are in high amount of pain and suffering physically,  
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E. Staffing, Physician Training for Palliative Care
Delivery and Bereavement Support

     According to WHO (2018b), the some of the challenges remain to be addressed involves
the lack of: (1) basic, intermediate and specialist palliative care training programs; (2)
positions for inpatient and outpatient staff with official responsibilities of palliative care; and
(3) enabling compensation for trained clinicians in their contribution and practice of
palliative care.

     It was reported that in some countries, more than 75% of the services were reported with
staff that are suspected or confirmed to have acquired COVID-19, in which the staff describe
the following reasons for further burnout and weakening of support to their very patients:
increased workload, worries and concerns for their ill colleagues, struggles to acquire
necessary equipment and medicines, and financial viability, pay, and risks for their provided
services (Oluyase et. al, 2020).

     Thus, adequate staffing of clinicians with palliative care experience and frontliners with
palliative care training, acute respiratory symptom management, and ensuring self-safety
are vital and needed to provide support for patients and bereaving families (Arya, Buchman,
Gagnon, & Downar, 2020; Mandal, 2020). Moreover, the authors added that an adoption of a
triage system, communication means, telemedicine, and video calling is needed to
distinguish patients are in need of specialist palliative care consultation, connect dying and
critically ill patients separated from family and workers due to infection risks, and form
provider groups to support and cover tracks.

F. Addressing Equipment, Service, and Medicinal
Facility Shortage

     Healthcare professionals, who were overwhelmed with the additional load and surge of
patients beyond their existing patients to manage for, were not the only ones that were
affected with the change of work and services. Securing facilities, supply, and spaces for
palliative care have also emerged as issues through the shortage and shift of market in
production as it shifted its lens in majority for COVID-19 global response.

     Study shows that the major challenges included reported shortages in: Personal Protective
Equipment (PPE) (48%), staff (40%), medicines (particularly levomepromazine, midazolam
and alfentanil as its top 3) (24%), other equipment (14%) (Oluyase et. al, 2020). Furthermore,
there are also issues in ensuring the security and optimal utilization and maximization of
resources and units for palliative care as the pandemic led to the shortage of beds and
palliative care spaces due to the influx of patients.

     Through the breakthroughs and hurdles toward palliative care, Center to Advance
Palliative Care (UPMC Palliative and Supportive Institute, 2014) stated that a 157% increase of
palliative care on US hospitals that has 50 or more beds has been witnessed within 2000 and
2011 that ensured today’s whole-person healthcare for patients to estimated 75% of all
hospitals with more than 300 beds. However, there is still a lack of financial incentive for
facilities and pain-relieving facilities, like importation or local production of oral and
injectable morphine (WHO, 2018b).

psychologically, and spiritually as the pandemic placed restrictions on different sectors,
which were also worsened or improved by the domestic response, which varies per country.
As patients, families, and healthcare workers are declining due to a lack of personal contact
and connection, experts highlight that potential palliative or hospice care preparation
through detailed conversations and role assignments are essential for information
management and smooth flow despite these rough times (McCarthy, 2020).
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Thus, there must be: (1) separate wards earmarked for COVID-19 patients and palliative care
units for dying COVID-19 patients; (2) morphine, haloperidol, midazolam, scopolamine, and
other medicine stocks for critically-ill patients; (3) PPE stocks for palliative healthcare
providers for long-term operability; (4) regulation suspension on injectable opioids
availability restrictions, and; (5) palliative sedation plans for patients “refractory to common
comfort medications (Arya, Buchman, Gagnon, & Downar, 2020; Oluyase et. al, 2020).” In
addition, food administration to ensure nutritional intake and balanced meals for recovery
are also essential and linked to food security. 

     In totality, palliative care services have an active stance but were left ignored and not
integrated by most of the national health systems due to various factors. Nonetheless,
recognition and assimilation of palliative care’s vital role in the time of pandemic should be
highlighted, and first line drugs alternatives must be provided to combat medicine supply
deficiency (Oluyase et. al, 2020).

G. Funding, prioritization, and bilateral and
multilateral partnerships for palliative health care

     In terms of how palliative care is treated or acted upon pre-pandemic (business,
legislations, etc.), there are existing models of palliative care approaches in developing
countries such as South Africa, Uganda and Zimbabwe. Some were initially developed to
respond to cancer patients’ needs and have expanded to cover those with HIV, and others
which have developed palliative care processes as part of their response to the HIV epidemic
(Lucas, n.d.). As both LDCs and LMICs face challenges and lessons from their implementation,
exchanging best practices to increase the scale of access and improve the provided
services, as well as funding and financial support from developed countries are
recommended to push forth for initiatives and wider integration of palliative care.

     In addition, LDC and LMICs are in need of bilateral and multilateral partnerships with other
sectors to support and speeden up the integration to the global health system. WHO (2018b)
stated that a lack of palliative home care insurance coverage is one of the challenges that
still need to be addressed. Thus, aid from trade and liberalization of goods, products,
information, and services in the health sector are recommended.

     As LMICs and LDCS are resource-poor regions with hotspots of those who needed
palliative care, arising palliative care developments are supported by third-party donors and
grant makers as the necessary funding  for essential palliative care services coverage
exceeds the financial means and sources of most of the developing countries (Callaway,
Foley, De Lima, Connor, Dix, Lynch, Wright, & Clark, 2007). Thus, fundraising and voluntary
donations-dependent NGOs are highly called upon as they can enhance health care
services.

     International funding agencies’ coordinated action are vital too in ensuring essential
medications and appropriate palliative care access to the world’s financial- and resource-
poverty-stricken populations. With a number of collaborative networks existing that provide a
significant contribution for hospice and palliative care sustainability and development across
the world’s various resource-poor regions, it is pointed out that international networking and
access support for the field of palliative care is crucial.

H. Other Issues
     Other than the aforementioned, these three additional challenges to palliative care
integration are also worth viewing and considering to be tackled. 
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     The first one refers to the arising moral and ethical issues regarding euthanasia and
physician-assisted suicide (PAS) as one of the associated services to palliative and hospice
care. As pain and suffering becomes unbearable to the patient and the families, the choice
to maintain life or end death is left upon the families and the patients themselves that has
been controversial and divided countries due to ethical issues. 

     COVID-19, with its unpredictable wave and spread, brought tremendous anxiety, fear, and
worry, bringing the discussion of the issues of life and death on the table. While COVID-19
mostly causes mild illnesses, it can aggravate health for it can also be fatal, putting some in
a critical condition, terminal illness or pain, or worse, death. As it is also one of the most
disabling illnesses, especially for the susceptible and vulnerable elderly (Dabashi, 2020;
Davis, 2020), requests for euthanasia and PAS are arising for some of the following reasons:
1.) their pain is unbearable with no prospect and reasonable alternative of improvement from
a painful condition or functioning on their end; 2.) their conditions would worsen the financial
burdens to their family, or 3.) sacrificing their lives to prevent the risks of spreading the
disease. 

     PAS is legalized in United States (particularly, Washington, Oregon, California, Colorado,
Montana, Vermont, Washington, D.C., and Hawaii), Switzerland, Germany, and Japan;
whereas euthanasia and PAS is lawfully allowed in the Netherlands (Wise, 2001), Belgium,
Luxembourg, Colombia, Canada, and Portugal (Reuters & News Wires, 2021). Though some
countries have taken the step forward, this wave is not universally in line with other member
states for some of them are still not yet ready to adapt and legalize it as it challenges various
barriers and arguments. In this multifaceted and interconnected issue pertaining to life and
death in the realm of health, S&T, law, philosophy, religion, and many more, the challenge for
these member states is to settle the clash among nations in response to this issue: may it be
on legitimizing PAS and in/voluntary euthanasia, finding medical alternatives for those who
cannot approve, or discovering a common ground that where the fine line between these two
solutions could be addressed.

     The second revolves around the moral dilemma in addressing environmental concerns in
palliative care in terms of waste management and climate change that is affected by
manufacturing, PPE production, single-use materials, crematorium, and hazardous medical
equipment. 

     Last in line is human rights in terms of patients’ access to healthcare and right to life and
health. Given that there are cultural, global, regional, domestic, and personal perceptions
and knowledge of palliative care, profile (in terms of age, race, ethnicity, gender etc.) and
demographics (rural and remote areas, and indigenous people) might affect the judgement
and decision-making process if guidelines are not present. Given such, equity in care is
crucial because all patients—despite their groups, socio-economic status, trauma,
disabilities, and palliative care access— need to be cared for under ethical standards, their
vows on the Hippocratic Oath, and identity as healers.

     As stated in the Universal Declaration of Human Rights, International Covenant on
Economic, Social and Cultural Rights, and the Convention on the Rights of Persons with
Disabilities, every individual is entitled to a right to health wherein economic, social, and
cultural right to a universal minimum standard of health should be provided to everyone.
Thus, any triage system without palliative care principle integration is deemed unethical
(Mandal, 2020; Arya, Buchman, Gagnon, & Downar, 2020) for regardless of their degree of
survival and likelihood of death, patients should not be abandoned and must receive
palliative care to exhaust all means to heal and survive for it is one of their human rights.
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A. World Health Organization
IV. Stakeholder Actions

     Despite the lack of integration of palliative care in the global pandemic response, WHO
(Lucas, n.d.) has identified three fundamental measures to improve the provision of its
essentiality in the COVID-19 Response: 

Palliative care is not often included in national government plans wherein these services are
available to only 68% of countries and only 40% of countries reported that these services
reached the minimum of half those who are in need. In sub saharan Africa, Uganda serves as
one of the leading countries that have adopted foundation measures for establishing a
palliative care service.

While a handful of other countries in the region have some provision for palliative care, this is
provided outside the government health service. WHO urges national governments to
integrate palliative care in the essential and fundamental health services system to ensure
that budget allocations to health care would be beneficial to provide care for those with
chronic illnesses.

   a. Development of a national policy

   b. Training for health workers and public education
     The WHO alongside the International Association for Hospice and Palliative care (IAPHC)
has encouraged medical institutions and national governments to support the investment in
training staff and volunteers as well as educating healthcare students and professionals the
foundation of palliative care. The IAPHC has advocated for pre-service training of staff
whether new recruits are new or previously trained in order to strengthen their existing
understanding. Due to the need to advance in planning, staffing and funding, the WHO has
urged healthcare professionals to uphold the responsibility in teaching the next generation
palliative care essentials. For HIV Palliative care, such training needs to be linked to training
on areas specific to HIV such as transmission and control of transmission, issues of stigma
and discrimination, and respect for confidentiality. 

   c. Pain control 
     The access to an essential package of palliative care and pain control not only alleviates
suffering of patients but also reduces the overall cost of health care systems and protects
families from financial risks of receiving hospitalization fees. Furthermore, the strengthening
of pain control and pain management aids in achieving UHC for all those under poverty.

B. Other Global, Regional, and Domestic Actors
     The pandemic is not just an health issue but rather an environmental, religious and
cultural, political, economical, security, and legal issue as well. Though WHO is at the forefront
of the pandemic response, other organs are also interconnected in addressing the issues
presented in the integration of palliative care to the global and national health system: UNEP
is needed for addressing environmental effects and associated issues to healthcare; 
 UNCTADfor funding, aid, economic security, and exchange of goods, knowledge, expertise,
services, medicines, and products needed; UNHRC for ensuring equitable access to palliative
healthcare and observance of right to health; UNESCO and UNICEF for discussing cultural,
scientific, educational, and universal beliefs on death and life and representing the
marginalized sectors of society for palliative care access; UNSC for ensuring the smooth flow
of global response and path towards post-pandemic recovery, and; FAO for making sure that
food security is observed and secured and its administration to the patients in line with
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palliative care and COVID-19 are nutritious and distributed well.
            
Regional actors that are encouraged to resolve the issue involve the European Union,
Association of Southeast Asian Nations, and many more international organizations.
Palliative Care and Hospice Care Centers and healthcare providers and professionals are
recommended to take a step in the discussion and aid in formulation of guidelines and
legislations. Hospitals and medical suppliers have a role in embedding palliative care,
adapting to its needs, and take part in effective execution to the guidelines for healthcare
systems to meet the purpose of palliative care. And lastly, Member States, communities, the
public, media, academe, and bureaucrats or government, are essential in dispersing
information, lobbying in international and national forums, redirecting culture and beliefs
about palliative care, and forming initiatives to cross-check its integration, assimilation, and
improvement for every patient in need. 

V. Role of International Community

WHO Guidelines on Cancer Pain Relief and Palliative Care for Children 
Technical series on Primary Health Care 
Integrating palliative care and symptom relief into responses to humanitarian
emergencies and crises  
Integrating palliative care and symptom relief into pediatrics  
Integrating palliative care and symptom relief into primary health care

“building evidence of models of palliative care that are effective in low- and middle-
income settings. 
a special focus on palliative care for people living with HIV, including development of
guidelines; 
promoting increased access to palliative care for children (in collaboration with UNICEF); 
supporting Member States in improving access to palliative care medicines through
improved national regulations and delivery systems; 
developing guidelines and tools on integrated palliative care across disease groups and
levels of care, addressing ethical issues related to the provision of comprehensive
palliative care; 
developing indicators for evaluating palliative care services; 
encouraging adequate resources for palliative care programs and research, especially in
resource-limited countries;
 monitoring global palliative care access and evaluating progress made in palliative care
programs; and 

     Palliative care may not be in the priority list for now in the realm of World Health
Organization’s priorities, but it has been recognized in major global mandates and strategies
on people-centered and integrated health services, UHCs, and noncommunicable diseases.
WHO Essential Medicines List and the WHO Essential Medicines List for Children (WHO, 2020)
include palliative care medicines and pain relief prescriptions; moreover, they created WHO
Guidelines for the pharmacological and radiotherapeutic management of cancer pain in
adults and adolescents (2019), a handbook for cancer pain management for adults and
teenagers. Other guidelines provided by WHO related to palliative care are as follows: 

 
     Moreover, the first and only international palliative care resolution, “Strengthening of
palliative care as a component of comprehensive care throughout the life course,” also
known as WHA67.19 (2014), called upon Member-States and WHO for the improvement of
palliative care access within the fundamental health system components – particularly on
primary health care and community and home-based care. These are the following areas
that are aimed to focused upon by WHO in the resolution: 

1.

2.

3.
4.

5.

6.
7.

8.
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8. integrating palliative care into all relevant global disease control and health system 
    plans (WHO, 2014).” 

 
     Under-resourced at the most crucial of times, the 2017 Lancet Commission on Palliative
Care and Pain Relief (The Lancet, 2020) pointed out the widespread access shortage to
inexpensive and effective interventions for palliative care services.

     Acknowledgement of palliative care in the global health system is enough for it has not
been embedded domestically. Recognition is one step; however, acting upon the issue and
ensuring its implementation concretely is another. The limited number of international
discourse and resolutions show how it has been a taboo topic to cover up until now. It
addresses the fine line between the concept of life and death, as well as pain and suffering,
and raises its significance for healthcare systems.

VI. Guide Questions

How can Member-States...
promote public awareness of palliative care?
recognize its potential in improving the COVID-19 response of the healthcare system?
foster concrete actions and make palliative care more accessible to LDCs and LMICs? 

How can the triage system be safeguarded into the equitable treatment and access to
palliative care given the shortage of preparation, training, resources, and manpower in
LDCs and LMICs due to COVID-19?
How can the aforementioned sectors in the first topic further contribute to the
improvement and inclusion of palliative health care systems globally, regionally, and
domestically in the post-pandemic society without contributing further issues?
How can the healthcare systems operate interconnectedly with euthanasia and hospice
in consideration of patient decision-making autonomy and physician ethical
responsibilities?
What can the Member States, WHO, and other stakeholders do to address the challenges
and issues of palliative care integration domestically and nationally?

The COVID-19 pandemic has led to a wider gap and disparity to the access and integration
of palliative care in the global pandemic response, especially in LDCs and LMICs. If the
disparity would go on through, the well-being of the patients and their families, as well as the
efficiency and longevity of the domestic health care systems, will be at stake that will slow
down the path toward post-pandemic recovery. Thus, palliative care inclusion to the global
and national health system response and placing them at the forefront along with the other
types of health services are vital in improving well-being, alleviate pain and suffering, and
preventing the further virus dispersion.

1.
a.
b.
c.

2.

3.

4.

5.
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