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Introduction

Although India is enjoying its demographic dividend, this window 
will close soon. The focus of public health interventions so far is 
around preventing deaths, and there is a fair improvement in life 
expectancy in the past two to three decades. Other socioeconomic 
improvements also contributed to it. The system is now grappling 
with the increasing trends of various age‑related diseases (ARDs) 
and care burden of an ever‑increasing number of elderly. People 
with age 60 years and above are defined as elderly and with age 
80 years and above are called as eldest of the old.[1] Currently, 
the epidemiological transition is speeding toward the end of 
ARDs.[2,3] Many of the ARDs need palliative care (PC) due to 
their noncurable nature and prolong survival rates.[2,4] Access 
to PC is a major challenge, especially in rural areas. Access of 
the elderly to PC is a concern because along with higher disease 
burden, there are other socioeconomic vulnerabilities of the elderly 
as well. It is essential to understand and deliberate on the specific 
vulnerabilities of the elderly in the context of access to PC for 
better future interventions.

Demographic Changes and Trend of an Aging 
Population

The population of the elderly was 8.7% as per the 2011 census, 
and by 2050, it will be close to 19%, and in the same period, 

India’s annual growth rate of the elderly will cross national 
annual growth rate.[5,6] The percentage may appear small, but 
the absolute number of elderly will be too high to handle for 
the health system. In the period 2000–2050, the total population 
of India will grow by 55%, but the elderly population will 
increase by 326% and those in the age group of 80 years and 
above by 700%.[1] One needs to understand that this demands 
a significant shift in public health priorities in the coming 
years, as longevity does not ensure a better quality of life or 
low prevalence of ARDs.

Life expectancy at the age of 60 years, in India, is 17 years for 
men and 19 years for women. This means that after the age 
of 60 years, on average, one elderly will live for an extended 
period in the stage of dependency. In the global ranking, India 
at present has low rank, but it will increase fast.[7] Old‑age 
dependency ratio (OADR) is the ratio of older dependents 
(age 64+) to the working‑age (15–64) population, and it is 
indicative of the burden related to the care of the elderly. India 
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has OADR of 14.2 elderly (64+) for a working‑age population 
of 100. It varies across the states with Kerala on the top with 
19.6 and Delhi at the bottom with 10.4.[8] Such indices can be 
useful to identify priority areas for PC interventions.

Elderly Health Care: A Neglected Burden

Aging can be divided into multiple stages, depending on how 
much care and assistance is required. Even healthy elderly 
people need care and assistance, which increases with age. 
Moreover, when ARDs occur, along with care and assistance, 
medical intervention is also required. After all possible curative 
treatment, PC is the mainstay. In India, there are problems in 
support at all these stages and the level of assistance due to the 
absence of a public system for support. Global strategy and 
action plan of the World Health Organization (WHO) on aging 
and health 2016–2020 suggests countries to make provisions 
for the health and welfare of the elderly population.[9] The 
global burden of ARDs is very high.[10] The global picture 
indicates that among the needy people, the number of 
noncommunicable disease  (NCD) patients is very high. As 
per the WHO global atlas on PC, cancer patients constitute 
34.01%, cardiovascular patients: 38.47%, chronic obstructive 
pulmonary disease patients: 10.26%, and so forth. All most 
all of the major diseases are NCDs except for HIV (5.71%) 
and multidrug‑resistant tuberculosis (0.80%).[11] Most of these 
NCDs are part of ARDs. This further indicates the importance 
of making PC services elderly friendly.

As life expectancy increases, the incidence of ARDs, including 
cancers, increases. For cancer alone, roughly one million new 
cases are diagnosed each year in India, and a major proportion 
of the patients are older than 60 years.[12] The burden of deaths 
due to other NCDs is also very high, contributing to 63% deaths 
per year, that is, 6.03 million of 9.57 million total deaths in 
India.[13]

As per the 2011 census, 71% of the elderly live in rural areas 
where access to quality health care is a significant concern. 
There is no reach of specialty services or PC in rural areas. 
About 64.8% of the elderly are suffering from some of the other 
chronic diseases, and they have huge health‑care needs.[14,15]

The disability rate for the elderly was 51.8/1000 and 84.1/1000 
for the above 80 population in 2011.[16,17] Out of a total of 
26.8 million disabled people, 21% were elderly, and 76.19% 
of disabled elderly live in a rural area.[17] Every 20th elderly 
is disabled. For these elderlies, disability acts as a barrier to 
health access as well as an NCD risk factor apart from a social 
vulnerability. This additional factor needs to be at the back of 
the mind while making PC services elderly friendly.

The Situation at the Family Level

Elderly people are often ignored at family as well as policy 
spheres. The elderly have no control over resources or 
decision‑making at a family level. There is no social support 
system for them, and their poverty laden families have other 

priorities. Around three‑fourths of all Indian elderly are 
financially dependent on their families or others.[5] In rural 
areas, the migration rate of the younger population is very 
high. Family members often neglect the health needs of their 
elderly due to other competing priorities. Around half of the 
elderly face some form of abuse.[14,18] The modern processes 
for availing various government schemes are complicated 
for rural older people. Enrolment of the elderly in various 
government welfare schemes is limited for various reasons, 
including health insurance. All these factors affect access to 
health and PC, leading to low health‑related quality of life 
of the elderly.

Even the families of the elderly who need PC face multiple 
problems which go unnoticed. In the absence of access to 
PC, these patients need to be taken to a specialty institutional 
care. These frequent visits are troublesome for both patients 
as well as caregivers. In‑house caring and nursing a family 
member is a fulltime work, and it takes an incremental toll 
on caregivers as this period extends. Apart from the direct 
cost related to institutional care, there are multiple indirect 
costs that the family needs to bear. Emotional burnout is also 
significant.[19,20] Provision of PC at grassroots has a positive 
impact not only on the needy elderly but also on the family 
members and caregivers.[20]

Barriers to Access to Palliative Care

Access to health care is a broad concept which encompasses all 
the factors affecting an individual’s ability to seek appropriate 
and quality health care. From the PC perspective, there are 
multiple barriers for the elderly. Unavailability of PC services 
is a key issue, especially in rural areas. Till 2018, there were 
only 159 centers in India except for Kerala. In Kerala, there 
are 316 centers.[21] Kerala is at a relatively advanced stage of 
demographic transition with a higher proportion of elderly. 
Furthermore, it has the most appreciated community‑based PC 
model in India.[22] However, in most of the other states, there 
are minimal services, and community‑based care model is a 
distant dream.[2] It will be a major challenge to incorporate PC 
in primary health‑care services.

For most of the ARDs, including cancers, early diagnosis 
is crucial for better prognosis and reduction of further 
complications. Due to compromised access to health care and 
low awareness, there is a problem in the early diagnosis of 
ARDs. This delay, especially in rural areas, makes the elderly 
population further dependant on PC.

Disability is another aspect which poses challenges for the 
elderly. The disability rate among the elderly is 51.8/1000 and 
84.1/1000 for the above 80 population. Furthermore, 76.19% 
of the disabled elderly are in rural areas.[7]

Another major challenge is the availability of trained human 
resource at grassroots. There are very limited training centers, 
and education in palliative medicine is not on the required 
scale.[2]
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Future Burden and Palliative Care Provision at 
Grassroots

Among the sustainable development goals, the third one 
gives a target of reducing premature deaths due to NCDs to 
one‑third by 2030.[23] However, this means in future, a higher 
number of people will need PC. As per the WHO, currently, 
40 million patients need PC annually in the world, and only 
14% have access to some form of care. In India, 60% of the 
dying population needs PC per year.[24] Unfortunately, only 
1%–2% of needy people in India have access to PC.[25,26] As 
if now, the government structure for the provision of PC is 
not fully evolved in India. The existing facilities are around 
urban cancer treatment centers and in disaggregated status.[24]

India ranks 67 in the list of 80 countries for quality of death 
index with a total score of 26.8 of 100. India ranks below 
many low‑income countries such as Ghana and Uganda. The 
highest‑ranking country is the UK with 93.9, and Iraq ranks last 
with a score of 12.5.[27] There will be many variations across the 
Indian states, but this low average for such a vast population 
is worrying, and it is directly related to lack of access to PC.[4]

Rural areas are far from such services and the elderly take a 
huge burnt of it. It is crucial to plan now for providing PC in 
rural areas and understand the significant hurdles toward that. 
The need will be huge in future, and insufficient services may 
jeopardize the right to health and dignity of the needy elderly 
people.[28]

In India, the need for PC is increasing exponentially along 
with the rise in the elderly population. Some of the prominent 
reasons for the increase in future demand for PC are increasing 
paying capacity, better coverage by insurance, awareness due 
to digital knowledge sources, etc., Hence, the future generation 
will demand PC for their dying elderly, both in private as well 
as public sectors.

Some statistical extrapolations help to understand the future 
burden on the PC system due to cancers and other diseases. 
The current global cancer burden estimated was 18.1 million 
new cases and 9.6 million deaths. By 2040, the global cancer 
incidence will rise to 29.5 million per year.[29] In 2018, the 
incidence of all types of cancers was estimated 1,146,672 for 
India, and by 2040, this will reach to 1,891,621 per year and 
death burden due to cancer at present is 784,821, and it will be 
133,434 by 2040.[30] The group called “Serious Health‑Related 
Suffering”  (SHRS) represents the needy group of patients 
for PC. It is estimated that by 2060, low‑ and middle‑income 
countries (LMICs) will account for 83% of such patients.[31] 
India represents around 44% of the population from LMIC 
and will have a major portion of SHRS people in future. 
Even among the patients who reach tertiary level cancer 
centers, 96% do not have proper PC access.[32] An existing PC 
system is not enough for cancer patients alone. The current 
PC delivery structure is already in an overwhelmed status. 
Although conceptually experts agree that other noncurable and 
progressive diseases need PC intervention and patients should 

be handled based on palliative medicine principles, in reality, 
only a small section of noncancer, needy patients get PC.[24,26] 
Other ARD patients are not being focused on this perspective. 
At present, 63% of deaths occur due to NCDs in India and this 
number will increase in future.[13] Future projections indicate 
that 6 million people per year will need PC in India.[24]

Institutional Efforts and Policy

As per the World Health Assembly, health systems are 
supposed to provide PC as a part of primary health care. No 
needy person should be kept devoid of it, and it is an ethical 
responsibility of health systems.[33] The National Health 
Policy of India, 2017, for the first time, has included PC in the 
objectives related to primary health‑care provision.[34] This is a 
positive policy change. Furthermore, the specialization cadre 
in PC, along with a specialty in higher medical education, has 
been started recently in India. These steps will prove crucial in 
laying down the foundation of a future system for better PC, 
but providing the care to such a huge and needy population 
is a challenge.

The National Programme for Health Care of the Elderly 
(NPHCE) was started in 2011 with 100 selected districts, 
and it is expected to expand to the whole nation. Under this 
program, infrastructure and health‑care delivery centers are to 
be built from primary to tertiary level health centers and equip 
those with a trained medical cadre in geriatric care. More focus 
will be on primary health care and prevention of diseases or 
complications of ARD. There will be dedicated clinics for 
the elderly, and they will be linked to the system through 
community‑based cadre with regular health monitoring of the 
elderly.[3] As per the National Health Policy, PC will be part of 
primary care, and this program can act as the leading provider, 
especially at grassroots. NPHCE is now based in the NCD cell 
of the respective district, which is an additional benefit as most 
of the ARDs fall in the NCD category. However, mounting the 
PC component on NPHCE will be a vital and challenging task. 
This will need additional training of the same human resource 
and better referral linkages to PC centers. In India, both these 
systems are in the nascent stage and marrying the two has its 
own challenges. However, if state governments could integrate 
PC component with primary care provision through NPHCE, 
it will benefit rural elderly to tackle with ARDs and improve 
their quality of life.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

References
1.	 National Policy for Senior Citizens‑2011. Ministry of Social Justice 

and Empowerment, Government of India. Available from: http://
socialjustice.nic.in/writereaddata/UploadFile/dnpsc.pdf. [Last accessed 
on 2019 Aug 13].

2.	 Jeba  J, Atreya S, Chakraborty S, Pease N, Thyle A, Ganesh A, et al. 



Jadhav: Rural elderly and palliative care

Indian Journal of Palliative Care  ¦  Volume 26  ¦  Issue 1  ¦  January-March 2020 119

Joint position statement Indian association of palliative care and 
academy of family physicians of India – the way forward for developing 
community‑based palliative care program throughout India: Policy, 
education, and service delivery considerations. J Family Med Prim Care 
2018;7:291‑302.

3.	 Government of India. Operational Guidelines‑National Program of 
Health Care for the Elderly. Directorate General of Health Services, 
Ministry of Health and Family Welfare. Government of India. Available 
from: https://mohfw.gov.in/sites/default/files/8324324521Operational_
Guidelines_NPHCE_final.pdf. [Last accessed on 2019 Aug 13].

4.	 Kar  SS, Subitha  L, Iswarya  S. Palliative care in India: Situation 
assessment and future scope. Indian J Cancer 2015;52:99‑101.

5.	 Office of the Registrar General, India. Provisional Population Totals, 
Paper‑1 of 2011. New Delhi: Office of the Registrar General and the 
Census Commissioner of India, Ministry of Home Affairs, Government 
of India, Office of the Registrar General, India; 2011. Available from: 
http://www.censusindia.gov.in. [Last accessed on 2019 Aug 30].

6.	 Alam  M, James  KS, Giridhar  G, Sathyanarayana  KM, Kumar  S. 
Report on the Status of Elderly in Select States of India 2011, 
Building Knowledge‑base on Population Ageing in India. New Delhi: 
United Nations Population Fund; 2012.

7.	 Caring for Our Elders: Early Responses. India Ageing Report. 
United Nations Population Fund (UNFPA) and Government of India. 
2017.  Available from: https://india.unfpa.org/sites/default/files/pub-
pdf/India%20Ageing%20Report%20-%202017%20%28Final%20
Version%29.pdf. [Last accessed on 2019 Aug 13].

8.	 Elderly in India‑Report. Central Statistics Office, Ministry of Statistics 
and Programme Implementation. Government of India. 2016. Available 
from: http://mospi.nic.in/sites/default/files/publication_reports/Elderly 
inIndia_2016.pdf [Last accessed on 2019 Aug 13].

9.	 World Health Organization. Global Strategy and Action Plan on Ageing 
and Health. Geneva: World Health Organization; 2017.

10.	 Chang AY, Skirbekk  VF, Tyrovolas  S, Kassebaum  NJ, Dieleman  JL. 
Measuring population ageing: An analysis of the global burden of 
disease study 2017. Lancet Public Health 2019;4:e159‑67.

11.	 World Health Organization and Worldwide Palliative Care Alliance. 
Global Atlas of Palliative Care at the End of Life. Ch. 2. World Health 
Organization & Worldwide Palliative Care Alliance; 2014.

12.	 Bray  F, Ferlay  J, Soerjomataram  I, Siegel  RL, Torre  LA, Jemal  A. 
Global cancer statistics 2018: GLOBOCAN estimates of incidence and 
mortality worldwide for 36 cancers in 185 countries. CA Cancer J Clin 
2018;68:394‑424.

13.	 World Health Organization  –  Noncommunicable Diseases  (NCD) 
Country Profiles; 2018. Available from: https://www.who.int/nmh/
countries/ind_en.pdf?ua=1. [Last accessed on 2019 Sep 03].

14.	 Report on the Status of Elderly in Select States of India, 2011. Building 
Knowledge‑base on Population Ageing in India  (BKPAI) Research 
project‑2012. UNFPA Available from: https://india.unfpa.org/sites/
default/files/pub‑pdf/AgeingReport_2012_F.pdf.  [Last accessed on 
2019 Sep 03].

15.	 Arokiasamy  P, Sulabha Parasuraman  TV, Lhungdim  SH. Study on 
Global Ageing and Adult Health  (SAGE) Wave 1: India National 
Report. Mumbai: International Institute for Population Sciences; 
2013.

16.	 Velayutham B, Kangusamy B, Joshua V, Mehendale S. The prevalence 
of disability in elderly in India – Analysis of 2011 census data. Disabil 
Health J 2016;9:584‑92.

17.	 Government of India. Disabled Persons in India a Statistical Profile 
2016, Social Statistic Division. Ministry of Statistics and Program 
Implementation. Government of India. Available from: http://mospi.

nic.in/sites/default/files/publication_reports/Disabled_persons_in_
India_2016.pdf. [Last accessed on 2019 Aug 30].

18.	 Elder Abuse in India  –  2018 Report. Help Age India. Available 
from: https://www.helpageindia.org/wp‑content/uploads/2018/08/
ELDER‑ABUSE‑IN‑INDIA‑2018‑A‑HelpAge‑India‑report.pdf.  [Last 
accessed on 2019 Sep 09].

19.	 Antony L, George LS, Jose TT. Stress, coping, and lived experiences 
among caregivers of cancer patients on palliative care: A Mixed method 
research. Indian J Palliat Care 2018;24:313‑9.

20.	 Kulkarni P, Kulkarni P, Ghooi R, Bhatwadekar M, Thatte N, Anavkar V. 
Stress among care givers: The impact of nursing a relative with cancer. 
Indian J Palliat Care 2014;20:31‑9.

21.	 Directory of Palliative Care Services, Pallium India. Available 
from: https://palliumindia.org/resources/clinics/.  [Last accessed on 
2019 Aug 13].

22.	 Kumar SK. Kerala, India: A regional community‑based palliative care 
model. J Pain Symptom Manage 2007;33:623‑7.

23.	 United  Nations Sustainable Development Goals. Available from: 
http://www.un.org/sustainabledevelopment/health/. [Last accessed on 
2019 Aug 13].

24.	 Khosla  D, Patel  FD, Sharma  SC. Palliative care in India: Current 
progress and future needs. Indian J Palliat Care 2012;18:149‑54.

25.	 Rajagopal  MR, Joranson  DE. India: Opioid availability. An update. 
J Pain Symptom Manage 2007;33:615‑22.

26.	 McDermott E, Selman L, Wright M, Clark D. Hospice and palliative 
care development in India: A  multimethod review of services and 
experiences. J Pain Symptom Manage 2008;35:583‑93.

27.	 The 2015 Quality of Death Index  –  Ranking Palliative 
Care across the World: A  Report by The Economist 
Intelligence Unit. Available from: https://www.apcp.com.pt/
uploads/2015‑EIU‑Quality‑of‑Death‑Index‑Oct‑6‑FINAL.pdf.  [Last 
accessed on 2019 Sep 01].

28.	 Knaul  FM, Farmer  PE, Krakauer  EL, De Lima  L, Bhadelia  A, 
Jiang Kwete  X, et  al. Alleviating the access abyss in palliative care 
and pain relief‑an imperative of universal health coverage: The lancet 
commission report. Lancet 2018;391:1391‑454.

29.	 World Health Organization. International Agency for Research on 
Cancer. World Health Organization; 2018. Available from: https://gco.
iarc.fr/tomorrow/home [Last accessed on 2019 Aug 13].

30.	 International Agency for Research on Cancer, World Health 
Organization. Based on GLOBOCAN Dataset. Available from: https://
gco.iarc.fr/tomorrow/graphic‑isotype?type=0 and population=900 and 
mode=population and sex=0 and cancer=39 and age_group=value and 
apc_male=0 and apc_female=0#collapse‑group‑0‑3. [Last accessed on 
2019 Aug 13].

31.	 Sleeman KE, de Brito M, Etkind S, Nkhoma K, Guo P, Higginson IJ, 
et al. The escalating global burden of serious health‑related suffering: 
Projections to 2060 by world regions, age groups, and health conditions. 
Lancet Glob Health 2019;7:e883‑e892.

32.	 Doyle KE, El Nakib SK, Rajagopal MR, Babu S, Joshi G, Kumarasamy V, 
et  al. Predictors and prevalence of pain and its management in four 
regional cancer hospitals in India. J Glob Oncol 2018;4:1‑9.

33.	 World Health Assembly‑67th Meeting Agenda Item 15.5 Strengthening 
of Palliative Care as a Component of Comprehensive Care throughout 
the Life Course; 2014. Available from: http://apps.who.int/gb/ebwha/
pdf_files/WHA67/A67_R19‑en.pdf?ua=1&ua=1. [Last accessed on 
2019 Sep 02].

34.	 National Health Policy‑2017. Ministry of Health and Family Welfare, 
Government of India. Available from: https://mohfw.gov.in/sites/default/
files/9147562941489753121.pdf. [Last accessed on 2019 Sep 09].


