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Introduction
The World Health Organization's founding charter was signed in 

July 1946 by diplomats from 61 nations. The enjoyment of the best 
achievable quality of health is one of every human being's fundamental 
rights, without discrimination of race, religion, political belief, 
economic or social position, according to one of the first sentences of 
this constitution [1]. Although it may seem clear to most people today 
to agree in principle with this statement, the truth is that significant 
discrepancies in health and healthcare exist not just globally but also 
inside individual nations and communities. In-depth research has been 
done on the issues surrounding health and healthcare inequalities in the 
US, and studies demonstrate that there are still differences by ethnicity, 
race, and culture. When compared to the majority population, those 
who are members of ethnic, racial, and cultural minorities frequently 
have less access to healthcare and experience worse health outcomes 
[2-5]. Healthcare disparities have to do with healthcare quality and 
accessibility. There is overwhelming evidence of healthcare inequalities 
in the US, especially among African- or Black-Americans. For instance, 
in the US, White people are more likely to obtain proper mental health 
treatment than African-Americans [6]. White and African-American 
Americans receive diabetes care differently [3]. Compared to Whites, 
African-Americans need neurology care far less frequently. These 
are but a few instances. Similar gaps exist among many minorities, 
including Hispanics, in all facets of healthcare in the US [5,7].

Health outcomes and healthcare disparities are related. Life 
expectancy is the most visible health difference. In the US, African-
Americans' life expectancy is shorter than that of their White neighbours. 
In 2015, the average life expectancy for African-Americans was 75.5 
years, compared to 78.9 for White people [8]. Health inequalities have 
been noted in many aspects of health, including dental health, and are 
not only limited to life expectancy [4]. There are health inequalities in 
the COVID-19 epidemic as well. African Americans were shown to be 
more likely than White Americans to test positive for the virus in the 
early stages of the epidemic [9]. There are several factors that contribute 

to these health disparities, including lower health literacy, worse living 
circumstances and environments, an increased possibility of holding 
employment that put workers at risk for health problems and are less 
likely to offer them health benefits like health insurance [10-12].

The inclusion of health insurance serves as an example of how 
discrepancies in healthcare frequently contribute to differences in 
health. Individuals without health insurance are responsible for 
covering all medical costs out of pocket. As a result, they will only be 
able to obtain the healthcare that their budget permits. This medical 
care might be inadequate or of poor quality. People who get subpar 
care or have limited access to healthcare are more likely to experience 
negative health consequences. Even when patients are diagnosed with 
advanced illness, experience pain and other symptoms, and would 
benefit from palliative care, healthcare inequities still exist. Palliative 
care, which takes a comprehensive approach, is a crucial part of 
plans to deal with pain as a public health problem. Even while pain 
is frequently thought of as primarily a medical concern, it needs to be 
researched as a worldwide public health issue. This isn't only due to 
the widespread incidence of pain; according to estimates, over 20% of 
individuals experience pain. The burden that pain places on society, the 
costs to countries, the wider social effect of pain, and, last but not least, 
the differences in pain and pain management among demographic 
subgroups make pain a public health concern [13,14].

Sadly, discrepancies in access to palliative care have also been noted. 
According to studies conducted in the US, minorities are less likely to 
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Abstract
When compared to the general population, members of ethnic, racial, and cultural minorities frequently have less 

access to healthcare and worse health outcomes. Health inequalities have been noted in both the COVID pandemic 
and other epidemics. Similar gaps have been observed in individuals with severe illness and pain, with minority 
patients either not having access to or using palliative care as frequently. Cultural competency is one of several 
ideas that have been put out in the US to solve the problem of unequal access to healthcare. In order to increase 
access and health outcomes, this project investigates if and how cultural competency might be used to palliative 
care in India. In the literature, it is stated that cultural competency is a crucial component of the answer for fair 
healthcare systems in various nations. More financial resources won't always result in a more fair healthcare system, 
thus solutions to the issues of healthcare inequities must go beyond this. A system that is culturally competent 
acknowledges and incorporates culture as a key aspect of care, which is especially important at the end of life, at 
all levels. If successfully implemented, cultural competency will increase patient happiness, improve follow-up and 
patient compliance, and enhance the palliative care field's reputation with minorities. This could lessen disparities in 
palliative care access and health outcomes.
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have access to palliative care than members of the White population, 
who makes up the majority of the population, and they also tend to 
favour aggressive care over palliative care when it comes to the end of 
life [15-17]. Studies have also indicated that minorities are less likely to 
be happy with the level of care, communication, and pain control when 
they do receive palliative care [16]. Numerous variables have been 
identified as contributing to this gap by a recent scoping review of the 
literature. Economic instability and a lack of proper insurance, cultural 
and spiritual views on health and medicine, and geographic location 
were listed as the key contributing variables in the review. Palliative care 
is often hampered by communication issues and prejudice on the part 
of medical professionals [18]. These results highlight the importance of 
'cultural and spiritual values' as well as 'difficulties in communicating' 
since they demonstrate that obstacles to palliative treatment are not 
just due to economic issues but also have cultural and social roots. 
Disparities in healthcare and in terms of health still exist in India. People 
who belong to scheduled castes, scheduled tribes, or other backward 
castes are more likely to have poorer health outcomes and less access to 
treatment, and these gaps have also been linked to poverty, rural living, 
and social class or caste [19,20]. Subgroups of the Indian population 
might not have equitable access to palliative treatment as a result. Even 
if more information is required on this subject, such inequalities are 
a problem for public health. Since the country's first palliative care 
programmes were founded in the 1980s, palliative care in India has 
undergone enormous improvement. Sadly, due to a lack of funding, the 
current schemes cannot offer palliative care to all patients who would 
benefit from it [21,22]. The problem of fair and equal access to palliative 
care is especially important given India's low palliative care resources. 
What can be done to ensure that the population is divided fairly among 
the little palliative care resources that are available? is the issue that has 
to be answered. Even though India's healthcare inequalities are mostly 
caused by poverty, expanding palliative care facilities and offering free 
palliative care may not be sufficient to eliminate them. Health and 
healthcare disparities are not merely a financial problem, as has been 
demonstrated above. Numerous proposals have been put up in the US 
to solve the problem of unequal access to healthcare. A key component 
of these strategies is the growth of cultural competency. Palliative care 
programmes naturally incorporate some attention to cultural concerns 
into their services since palliative care offers a comprehensive response 
to pain and suffering brought on by life-threatening disease. According 
to the WHO, palliative care includes consideration of "psychosocial or 
spiritual problems" [23]. There are cultural aspects to these issues. For 
instance, studies conducted in India have revealed that many palliative 
care patients there encounter spirituality through religion, which has a 
strong influence on society [24]. Palliative care clinicians in India must 
be aware of these patterns and communication practises while speaking 
with patients because communication patterns are also influenced 
by culture [25-27]. In India, palliative care agencies and scholars 
have created studies, training courses, and models of palliative care 
delivery that take into account the local culture. They are conscious 
of the significance of culture to care. IAPC's Certificate Course in 
Essentials of Palliative Care, which emphasises spirituality-related 
topics and communication skill development, is a prime illustration 
of this. In order for palliative care organisations and professionals to 
gain pertinent knowledge, abilities, and attitudes, aiming for cultural 
competency represents a holistic strategy to dealing with patients in 
multi-cultural situations, as will be discussed below. This strategy 
may further encourage and strengthen the incorporation of cultural 
considerations in India's palliative care delivery, training, and research. 
Systematic evaluations demonstrating the value and effectiveness of 
cultural competency outside of India provide a solid foundation of 

evidence to support its use in palliative care in India. Palliative care 
programmes naturally incorporate some attention to cultural concerns 
into their services since palliative care offers a comprehensive response 
to pain and suffering brought on by life-threatening disease. According 
to the WHO, palliative care includes consideration of "psychosocial 
or spiritual problems." There are cultural aspects to these issues. For 
instance, studies conducted in India have revealed that many palliative 
care patients there encounter spirituality through religion, which has a 
strong influence on society. Palliative care clinicians in India must be 
aware of these patterns and communication practises while speaking 
with patients because communication patterns are also influenced by 
culture. 

The information that is now available makes it abundantly evident 
that increasing financial resources alone will not be sufficient to 
address the issue of healthcare inequalities. The healthcare system will 
not necessarily become more egalitarian with more financial resources. 
The US is a good illustration. The healthcare system in the US is the 
most expensive in the entire globe. However, there is much inequity in 
the system. When healthcare systems aim for equal healthcare access 
and health outcomes among the people they serve, they become more 
egalitarian. In the literature, it is stated that cultural competency is a 
key component of the answer for fair healthcare systems in ethnically, 
racially, and culturally diverse countries. One of the best examples of 
such a diversified society is the US. This ethnic, racial, and cultural 
variety has deep historical origins, and the US society has continued 
to diversify through time, much like many other modern civilizations. 
People continue to leave their places of origin in quest of a better life 
elsewhere on the world, often motivated by economic or educational 
possibilities, by a need to escape war or political tyranny, or all of the 
above. As a result, a growing number of people on the planet now live 
in cultural settings that are very different from the ones they were born 
into. This movement has resulted in cultural variety. However, the kind 
of movement that promotes cultural variety does not just occur across 
nations. Even inside nations, it occurs. India has always been a crossroads 
of religions and civilizations. People continue to move within India as 
a result of work opportunities, with significant movement patterns 
from rural to urban regions. People from rural areas who are used to 
more traditional ways of living must adjust to contemporary life in 
cities where more traditional Indian ways of life coexist with Western 
ideals and lifestyles. People may also find themselves in locations where 
they are unable to speak the native tongue. The variety that has always 
defined India is furthered by this recent exodus. In the environment of 
which other faiths, most notably Buddhism, Jainism, and Sikhism have 
emerged, Hinduism is a tremendously varied religion in and of itself. 
There are sizable minority of Muslims and Christians as well because of 
migration and conversion [28].

Despite the fact that all Indians share some cultural characteristics, 
the disparities across Indian regions, faiths, and rural and city life can 
make people feel alienated. When patients require pain treatment 
and palliative care, such alienation can have a significant effect. The 
way members of the surrounding cultural majority experience and 
express their suffering may differ from the way members of cultural 
minority do so. Because people attach various meanings to pain based 
on their cultural background, different people will react differently to 
pain across cultures. When a person has suffering, their culture will 
also influence whether or not they choose to discuss it, especially in a 
hospital setting. For instance, patriarchal dynamics that place a larger 
priority on males may prevent women from publicly expressing their 
suffering until it becomes unbearable among more traditional sections 
in Indian culture. This could cause significant care delays. The type of 
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pain therapy patients seek may also vary by culture. Ayurveda, Siddha, 
Unani (or ynn), homoeopathy, and other medicinal traditions coexist 
in India alongside Western-style biomedicine. Beyond other variables 
like cost and availability, the type of medical system that consumers 
select will largely depend on cultural preferences and identity. 
According to research, using conventional medicine and waiting longer 
to seek biomedical treatment are related. While culturally influenced 
attitudes towards healthcare, such as a reluctance to talk about pain or a 
preference for traditional medicines, can be seen across cultural groups 
in India, they may be more overt in some groups, such as the rural 
population, whose traditional attitudes and behaviours have been less 
influenced by global culture [29]. In fact, research suggests that people 
from rural and urban regions have different views about health and 
healthcare. For instance, a 2014 research in Uttar Pradesh found that 
rural residents were more prone than city dwellers to use analgesics 
without a prescription and professional medical guidance. When 
people from rural regions move to the city or even when they seek 
medical care in metropolitan hospitals, these attitudes and habits could 
still exist. One element that can help patients get the treatment they 
require quickly is the deployment of cultural competency at the level 
of both individual healthcare practitioners and healthcare institutions.

We must first comprehend the meaning of the word "culture" in 
order to grasp cultural competency. As a result, individuals who were 
raised in other societies may hold various cultural ideas, practises, and 
presumptions, and not everyone can be assumed to have a natural 
knowledge of other cultures. Therefore, cultural competency is 
necessary for individuals, groups, and systems that interact with people 
of other cultures. The ability of a person, organisation, or system to 
(inter)act and appraise situations with knowledge and awareness 
of diverse cultures is known as cultural competency. Healthcare 
professionals may deal with people from various cultural backgrounds 
in an effective way by demonstrating adequate self-awareness, 
knowledge, and expertise via cultural competency. 'The capacity to 
work successfully' is what the word 'competence' denotes. Therefore, a 
culturally competent healthcare system acknowledges and incorporates 
the importance of culture throughout the system to ensure that it, as 
well as the organisations and individuals working within it, can operate 
successfully while responding to the requirements of patients from 
different cultural backgrounds [30].

At the end of life, all of this becomes very important. Every living 
thing must eventually deal with the common and constant truth of 
death. The experience of death and its significance, however, vary from 
person to person and are greatly influenced by society. Life's latter years 
can be difficult. Therefore, it is essential to provide healthcare that is 
culturally competent at this point. Patients' and their family members' 
expectations of healthcare may be influenced by their culture. There is 
a chance for conflict, miscommunication, low compliance, and worse 
health outcomes when these expectations are not realised. Conflict can 
arise when doctors and patients disagree, or it can arise when patients 
make decisions that the doctor does not understand or approve of, 
such as turning down palliative care or failing to follow the prescribed 
pain management therapy. Here, cultural disparities are frequently the 
main point of contention. Cultural disparities between the patient's 
background and the medical profession provide difficulties. Due to the 
fact that they are frequently pertinent to understanding preferences 
for treatment when the patient is close to passing away, doctors and 
the clinical team should investigate beliefs and culturally determined 
values. Only if a healthcare establishment as a whole recognises the 
patient's cultural background and incorporates cultural competency 
can it deliver proper palliative care. Patients and their loved ones will 

experience meaning and peace in the dying process more frequently 
if palliative care providers are aware of and accepting of the cultural 
background of a patient and incorporate that knowledge into a patient-
centered approach. However, failing to take into account the patient's 
cultural values which may include religious and spiritual values 
can result in care that is not in line with the patient's objectives. For 
instance, a research found that patients who had their spiritual needs 
met by the medical staff near the end of their lives had a higher quality 
of life and used hospice services more frequently than those who had 
not.

Fostering cultural competency in Indian palliative care

It is crucial that palliative care programmes in India take into 
account incorporating cultural competence in their services, training, 
and research initiatives because it has been demonstrated that doing 
so will increase patient satisfaction and there are solid grounds for 
assuming that doing so will improve access to palliative care as well as 
palliative care outcomes. Research is crucial because it would broaden 
the body of data supporting cultural competence and demonstrate the 
effectiveness of cultural competence strategies created especially for 
Indian palliative care. It is crucial to understand that the concept of 
cultural competency was originated in the US and that not all of the 
methods in which it has been used there may be appropriate or practical 
in developing nations. For instance, cultural competence literature 
from the US proposes using both multilingual workers and "foreign 
language interpretation services including distance technologies" to 
facilitate communication with patients whose native tongue is not 
English. It's possible that professional translators won't be accessible or 
inexpensive for India's palliative care schemes. This specifically implies 
that while the idea of cultural competence in general may be helpful for 
palliative care in India, programmes for such care need to be conscious 
that cultural competence models and techniques created in nations 
like the US may not be immediately applicable to India. In order to 
determine how much these ideas and techniques may be included into 
their palliative care initiatives, the programmes will need to conduct 
research and evaluations. In order to adopt cultural competence, 
palliative care initiatives will need to concentrate on three key areas: 
knowledge, attitudes, and skills and apply them to their particular 
environment while taking the cultural backgrounds of the patient 
population they are targeting into consideration. The socioeconomic 
and cultural traits of the groups that the palliative care programme 
targets are referred to as knowledge. These must be known and 
understood by physicians, counsellors, and volunteers in palliative care 
programmes. People who work in initiatives that care for patients in 
tribal communities, for example, need to understand how these people 
discuss diagnoses. Clinicians who care for Muslim patients should be 
familiar with Islamic concepts related to death and dying. Additionally, 
they must be aware of unique socioeconomic issues that may make it 
more difficult for Muslim patients to get palliative treatment. In India, 
Muslims are proportionately more likely than those who belong to 
the Hindu majority to be less educated and less likely to be employed. 
Access to healthcare is hampered by this.

The necessity to be attentive to patients' cultural demands and 
mindful of one's own cultural limits is implied by attitude. Palliative 
care professionals must be culturally humble. They must be conscious 
that there may be significant gaps in their understanding of the cultures 
of the people they are treating. If the palliative care professionals are 
eager to hear from and learn from their patients, then these gaps do 
not pose a serious threat on their own. An attitude of respect, empathy, 
humility, and humility is what is required. It takes expertise to put 
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these attitudes into practise in patient care. Palliative care professionals 
cannot learn from patients without cultural competence. Providers 
of palliative care need to be skilled in determining what patients' 
illnesses and diseases mean to them, how they interact with the outside 
world, and how they wish to be treated. Patients will be given more 
authority to participate completely in the decision-making process 
about their treatment via the use of cultural humility and expertise. 
Due to the widely held cultural presumption that people in India must 
be sheltered from the suffering that bad news might bring, patients 
are frequently excluded from the decision-making process. In India, 
medical professionals frequently agree to pleas from the patient's 
family to withhold the diagnosis and prognosis.

Palliative care professionals will become aware of the limitations of 
such cultural practises and beliefs and may discover they may not apply 
to all patients as a result of their cultural humility. Research among 
cancer patients in India has frequently demonstrated that many of them 
desire to learn more about their condition and participate in decisions 
about their care, but are unable to do so. Healthcare professionals that 
are culturally competent are able to deal ethically with circumstances 
where the patient's information demands may conflict with the family's 
desire to shield the patient from damage that they believe would be 
brought on by the very same knowledge. Patients from various cultural 
origins will more readily find their way to the palliative care service 
when cultural competency is included into palliative care programming 
through cultural knowledge, attitudes, and abilities. Patients will be 
more compliant with treatment suggestions since they and their loved 
ones will be happier, return for therapy, and do so. In this approach, 
cultural competency will aid in enhancing palliative care access and 
health outcomes in India.

Conclusion
When palliative care services are provided in a country with a diverse 

population, like India, cultural competency is a crucial instrument 
for their growth. Cultural competency will likely increase patient 
satisfaction and, more crucially, lessen inequalities in access and health 
outcomes in palliative care if it is effectively implemented and tailored 
to the Indian palliative care setting. The biggest benefit of cultural 
competency is that it might potentially assist patients greatly while 
without necessarily significantly raising the expenditures associated 
with running palliative care initiatives. Although it is necessary to 
include cultural competency into daily operations and education, 
doing so does not call for a huge financial outlay. Programmes for 
palliative care need to begin considering how they might inventively 
include cultural competency into their operations.
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