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Methodology
To determine availability of phase II and III clinical trials, information was obtained 
from the LC Global Database, which includes information from clinicaltrials.gov, 
WHO, JAPIC Clinical Trial Information (Japan), and Cancer Trials Australia.

Availability of novel as well as standard therapies was determined through the 
LC Global Database, which is kept current through a quarterly review of member 
country regulatory and reimbursement websites, medical journals and general 
media press releases.

Assessment of quality of life issues was based on information from the 2018  
Global Patient Survey (GPS) on Lymphomas and CLL in which there were 6631  
global respondents.
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This report aims 
to highlight 
patient care issues 
across Asia-Pacific 
(APAC), as well as 
determine where 
these issues can 
be addressed with 
common solutions 
and support.

Section 1  
Introduction
The Asia-Pacific (APAC) region is made up of a collection of countries 
located in or near the Western Pacific Ocean. The population in APAC is 
immense and is disproportionately distributed, with over 60% of the global 
population living in Asia alone. Even within Asia, China and India remain the 
two largest countries in the world and house roughly 37% of the world’s 
people.¹ APAC’s diversity is observed not only in its population density, but 
also in its socioeconomics, its healthcare systems, its beliefs and cultural 
practices, and in how cancer as a condition is perceived and addressed.

When we consider lymphomas specifically, all these factors contribute to 
wide-ranging care. Barriers to care in lymphoma are varied and numerous 
and have huge impacts on patient experience and outcomes. Best practices 
from the rest of the world do not always translate effectively in APAC. 

This report aims to highlight patient care issues across 
APAC, as well as determine where these issues can  
be addressed with common solutions and support. 

This report will cover:
• Overview of cancer systems in APAC 

• The experience of patients with lymphoma in APAC

• Patient advocacy barriers in APAC

• Areas for systemic improvement 

Objectives:
• Understand APAC regional and country-level differences, sensitivities, and disparities

• Explore the commonalities in obstacles to good care across regions and countries 
in APAC

• Identify and make recommendations for initiatives that will lead to positive change  
in APAC

Words highlighted in bold 
are defined in the glossary 
at the end of the report. 
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APAC countries included in both healthcare 
infrastructure/therapy access analysis and  
LC 2018 GPS analysis: 

1. Australia 
2. China 
3. India
4. Japan
5. New Zealand
6. Philippines
7. Republic of Korea
8. Singapore
9. Special Administrative Region of Hong Kong

APAC countries included only in healthcare 
infrastructure/therapy access analysis: 

10. Armenia 

APAC countries included only in LC 2018  
GPS analysis: 

11. Indonesia
12. Macau
13. Malaysia 
14. Mongolia
15. Thailand

Highlighted countries include:

 2
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While this report attempts to cover APAC in a comprehensive way, there are sections that focus on specific 
countries or regions. Most countries that were selected for analysis and comparison are Lymphoma Coalition (LC) 
member countries. This allowed for literature to be supplemented with LC 2018 Global Patient Survey (GPS)  
data.2 It also ensured that patient issues and unmet needs that are relevant to LC membership were highlighted. 

While Pacific countries are analysed and commented on, much of the focus of the report is Asia due to the increased  
complexity of its healthcare systems.
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In APAC, there 
is widespread 
inequity in access 
to health services, 
in health status, 
and in financial 
protection. 

Section 2  
Overview of Cancer 
Systems In APAC
In the Western Pacific Region of the World Health Organization (WHO), which 
encompasses the region LC terms Asia-Pacific (APAC), there is widespread inequity 
in access to health services, in health status, and in financial protection.3 There are 
countries with well-established health and welfare services, but in others disparities 
continue between rich and poor, between rural and urban households, and across 
subnational regions.3 There is also an increasing burden of non-communicable diseases 
(NCDs) including cancer in APAC. The weakness of institutional arrangements 
in many countries means the behaviour of health-sector stakeholders can be 
influenced by market-like incentives and political pressure.4 

To improve this situation, it will be important to account for differences in development 
contexts, as well as the rapid changes that many countries are experiencing, such  
as the relative roles of the state and markets, the movement of people to cities, the 
diffusion of new technologies, and the expansion of digital health services.4

2.1 Healthcare Infrastructure Analysis 
The presence of healthcare infrastructure, including universal health coverage 
(UHC), national cancer control plans (NCCPs), and health technology 
assessments (HTA), was evaluated for the following nine countries and the Special 
Administrative Region of Hong Kong: 

1. Armenia 

2. Australia 

3. China 

4. India

5. Japan

6. New Zealand

7. Philippines

8. Republic of Korea

9. Singapore

10. Special Administrative Region of Hong Kong



Lymphoma Care in Asia Pacific: Exploration of Disparities in Care August 2020 · © 2020 Lymphoma Coalition 6

These infrastructure components analysed are based on recommendations from the WHO as to what is 
needed by-country to:

• Ensure that patients, in general, have access to required, effective health services without incurring financial hardship (UHC); 

•  Improve services for cancer patients specifically (NCCPs); and 

•  Best allocate limited funds to health interventions and technologies (HTA).

The results of this analysis are summarised in Table 1 and explained by-country in detail below. 

Table 1. Evaluation of the presence of key healthcare infrastructure in nine countries (and the Special 
Administrative Region of Hong Kong) across the Asia-Pacific region

Country
Universal  

Health  
Coverage

Year of  
Universal Health 

Coverage

National  
Cancer Control 

Plan

Health  
Technology 

Assessment Agency

HTA Process 
Allows  

Patient Input

Armenia
Proposal for universal 

health coverage in 
development

Planned 
launch 2021

In development
No formal HTA 

body found
Not found

Australia

Yes - Mix of public 
(Medicare) and 

private (insurance, 
out-of-pocket)

Established 
in 1950s

Cancer Australia 
Strategic Plan 2014-
2019, Blood Cancer 

Taskforce (2019)

Pharmaceutical Benefits 
Advisory Committee 

(PBAC), Medical 
Science Advisory 

Committee (MSAC) 

Yes

China

In development - 
Public insurance 

covers approximately 
95% of population

Began in  
2009

Healthy China Plan 
(HCP), 2019-2030 

National Center for 
Medicine and Health 

Technology Assessment
Not found

India

In development - 
Ayushman Bharat 

PradhanMantri 
Jan ArogyaYojana 

(ABPM-JAY)

2018 Not found

Health Technology 
Assessment in India 

(HTAIn) - Early 
development

Not found

Japan
Yes - National 

Social Insurance
1961 Cancer Control Act

Central Social 
Insurance Medical 
Council (Chuikyo)

Not found

New Zealand
Yes - Mix of public 

and private
1993

New Zealand 
Cancer Action 

Plan, 2019–2029

Pharmacology and 
Therapeutics Advisory 

Committee (PTAC)

Yes - As part 
of public 

submissions 
for funding

Philippines In development
Began in  

2019

Philippine Cancer 
Control Program/ 
National Cancer 
Prevention and 

Control Action Plan

Center for Review of 
Health Technologies 

(STEP)
Not found

Republic 
of Korea

Yes - National 
Health Insurance 

Service (NHIS)
1989 Moon Care Initiative

Health Insurance 
Review and Assessment 
Agency (HIRA), National 

Evidence-based 
Healthcare Collaborating 

Agency (NECA)

Not found

Singapore
Yes - National 

Social Insurance
Not found Not found

Agency for Care 
Effectiveness (ACE)

Not found

Special 
Administrative 

Region of 
Hong Kong

Yes - Mix of public and 
private insurance

1993
Hong Kong Cancer 

Strategy, 2019

Drug Advisory 
Committee (DAC) under 
the Hospital Authority

Not found
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Armenia 
UHC: Armenia implemented the Basic Benefit 
Package (BBP) in 1999 for the ‘socially vulnerable’, 
which mainly targeted essential services. Cancer 
care is said to be fully funded by the government. 
However, in 2014, only 39% of total health 
expenditure came from government spending, while 
51% were paid out-of-pocket by households, 8% 
from international loans and grants, and 2% from 
resources of employers/private ventures.5 A universal 
health insurance system is due to launch in 2021.

NCCP: Drafts of the 2019-2023 national cancer plan 
have been submitted to the Ministry of Healthcare  
in Armenia. This draft strategy centres on the need  
for effective cancer prevention, early detection, and 
treatment mechanisms to combat malignant neoplasms.6

HTA: No formal HTA body or process found.

Australia
UHC: Universal healthcare was established in the 
1950s, with the establishment of more formalised 
Medicare systems and the Pharmaceutical Benefits 
Advisory Committee in 1984. Medicare is mandatory, 
available to all citizens and publicly funded through 
tax dollars. Private healthcare is available through 
insurance plans or out-of-pocket costs, providing 
people with faster access to services and more choice 
of treatments (including cancer care).7 

NCCP: Cancer Australia Strategic Plan 2014-2019 
remains the most current plan addressing all cancers. 
In 2019, the Blood Cancer Task Force was formed to 
develop Australia’s first National Strategic Action Plan 
for Blood Cancer, which aims to provide a national 
strategy for the management of blood cancers.

HTA: In addition to the Pharmaceutical Benefits 
Advisory Committee (PBAC), Australia has the  
Medical Science Advisory Committee (MSAC). MSAC 
appraises new medical services and advises the 
government on whether a new medical service should 
be publicly funded based on its safety, clinical 

effectiveness, and cost. For example, MSAC has 
undertaken the appraisal of the Chimeric Antigen 
Receptor T cell (CAR-T) therapeutic process for several 
relapsed/refractory lymphoma subtypes (diffuse large 
B-cell, primary mediastinal B-cell, follicular). The HTA 
process includes patient perspectives, but approvals 
of new therapies in Australia can be hindered by 
difficulty in accessing local and global clinical trials. 

China
UHC: Full universal health insurance is in development 
under the Healthy China 2020 reform; however, public 
insurance schemes currently provide basic coverage 
to 95% of residents.8 Public health insurance includes 
all medical visits, prescription drugs, and traditional 
Chinese medicine, with varying deductibles and  
co-payments.8 There are three types of public health 
insurance distinguished by employment and residential 
status - 1. for urban residents employed in a corporate 
setting; 2. for employed urban residents, students, 
children, and senior citizens; 3. for rural residences.8 
Despite these plans, many patients still incur high  
out-of-pocket expenses.

NCCP: In 2019, the government launched the Healthy 
China Plan (HCP), which is referred to as China’s cancer 
plan (2019-2023). This is a national plan focusing on 
research, improving cancer prevention and control, 
expanding cancer screening, promoting cancer 
guidelines, and the acceleration of the review and 
access to cancer therapies. 

HTA: Initial efforts to introduce HTA in China were 
made in the 1990s, but for many years, the use of 
HTA was fragmented- with no single HTA agency 
operating nationally. Beginning in 2017, clinical and 
economic evaluations were required for a drug to 
be recommended for the National Reimbursement 
List.8 The National Center for Drug and Technology 
Assessment was established in 2018 under the China 
National Health Development and Research Center 
(CNHDRC) to coordinate national HTA efforts.



Lymphoma Care in Asia Pacific: Exploration of Disparities in Care August 2020 · © 2020 Lymphoma Coalition 8

India
UHC: Full universal health coverage is being 
developed as part of the National Health Policy 
(2017). Currently, a large portion of the population 
does not receive standard access to funded therapies. 
As of 2014, less than 20% of the population were 
covered by government schemes, with most of the 
population utilising private healthcare providers. Out-
of-pocket payments account for 62% of total health 
expenditure.9 Ayushman Bharat PradhanMantri Jan 
ArogyaYojana (AB PM-JAY) is a flagship scheme of 
the National Health Policy, which aims to provide a 
level of free healthcare coverage at the secondary and 
tertiary level to the poor and vulnerable. For patients 
who do not qualify, treatment is financed through 
either private insurance, other charitable trusts,  
or through corporate social responsibility. For these 
patients, out-of-pocket payments remain high. 

NCCP: No national cancer plan found.

HTA: Although HTA is not formally implemented 
into decision-making, the Government of India 
created an institutional arrangement called the 
Health Technology Assessment in India (HTAIn) 
under the Department of Health Research (DHR). 
At this time, it is unclear how active HTAIn is in drug 
reimbursement decision-making, but their website 
features a repository for all data regarding ongoing 
and completed HTA studies. 

Japan
UHC: The Employees’ Health Insurance System 
provides coverage for fully employed people and 
their dependents, funded by contributions from 
employees and employers. Coverage for nearly 
everybody else is provided by the Japanese National 
Health Insurance, and all seniors (70 years and older) 
are entitled to government-sponsored insurance.8 
There is also a High-Cost Medical Expenses Benefit, 
which helps patients undergoing extraordinarily 
expensive treatment. While these systems appear 
comprehensive, when applied practically there are 
hidden out-of-pocket costs. For example, basically 
every patient has to pay 30% (10-30% for senior 
citizens) of the total healthcare cost (treatment, 
service) whether they are covered by the workplace  
or the municipality. 

NCCP: The Cancer Control Act was established in 
June of 2006 and has been implemented as law since 
April 2007. The act covers all types of cancer, though 
it does not specifically name lymphoma or leukaemia. 

HTA: In 2016, Japan moved from a traditional 
reimbursement model to an HTA based cost-
effectiveness and economic evaluation model as 
part of a pilot program to address rising drug costs.8 
Japan started a two-year HTA pilot program that 
was extended to three years in 2019, supervised 
by the Central Social Insurance Medical Council 
(“Chuikyo”).8 Japan’s HTA program requires 
provision of incremental cost-effectiveness ratios 
(ICERs) as evidence, with quality-adjusted life 
years as the preferred outcome measure.
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New Zealand
UHC: Universal health coverage was established 
in 1993. Beginning primarily in the 1980s, several 
reforms introduced elements of market and health 
insurance, creating a mixed public-private system 
for delivering healthcare. The majority of healthcare 
is publicly funded; however, private healthcare is 
available for a range of services provided in clinics 
and surgical hospitals to cancer treatment centres. 
In most geographical areas, patients have a choice of 
accessing publicly funded or privately funded services 
(or a mixture of both). Healthcare services provided 
by private providers are paid for in a variety of ways, 
including by health insurers, the patients themselves 
and, in some cases, by public funders.10

NCCP: The New Zealand Cancer Action Plan 2019-
2029 provides a pathway to improve cancer outcomes 
for all New Zealanders. There are four main goals: that 
New Zealanders have a system that delivers consistent 
and modern cancer care; experience equitable cancer 
outcomes; have fewer cancers; and have better cancer 
survival, supportive care and end-of-life care.11 In 
2019, the Cancer Control Agency was established as 
an independent departmental agency hosted by the 
Ministry of Health to provide national leadership for 
cancer control in New Zealand with a focus on equity.

HTA: HTA was first introduced in 1997 under the New 
Zealand Health Technology Assessment (NZHTA), 
which operated from 1997-June 2007. NZHTA is no 
longer active but publications can still be accessed. 
HTA is now conducted through the Pharmacology and 
Therapeutics Advisory Committee and the process 
includes the opportunity for patient feedback on public 
submissions for funding. Despite having an HTA body 
and an established HTA process, New Zealand is missing 
standard access to many important novel therapies. 

Philippines 
UHC: The current health system is a mix of both the 
public and private sectors. Both systems incur out-
of-pocket expenses for cancer care. When patients 
need resources to finance treatment, they apply for 
support from government, charity institutions, and 
other non-government organisations. In 2019, the 
government signed the Universal Health Care Act 
meaning all citizens are now enrolled in the National 
Health Insurance Program, which will give equitable 
access to a continuum of health services.12 How it is 
being formally implemented remains unclear. 

NCCP: In response to a growing epidemic of cancer, 
the Department of Health in the Philippines revisited 
and strengthened the Philippine Cancer Control 
Program, which started in 1990. As a result of this 
review, the National Cancer Control Committee 
(NCCC) developed the National Cancer Prevention 
and Control Action Plan (NCPCAP) 2015-2020. 
Additionally, in 2018, the National Council on Disability 
Affairs in the Philippines launched a Republic Act called 
‘An Act Institutionalizing a National Integrated Cancer 
Program and Appropriating Funds Therefor’. However, 
implementation of this act is not yet in place.

HTA: The Center for Review of Health Technologies 
(STEP) was established in 2019. Currently, specific HTA 
processes and activities remain under development.
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Republic of Korea
UHC: Universal health coverage was established in 
1989 and reformed in 2000 as a single payer system 
National Health Insurance Service (NHIS).8 In Korea, 
cancer patients pay only 5% of the total cost of 
treatment, and patients with rare diseases pay 10%. 
The rest is paid directly by NHIS to the hospital. The 
Health Insurance and Review Assessment (HIRA) 
agency keeps a list of reimbursed medicines; this list 
is not well assessed for lymphomas. Medicines on the 
reimbursement list are readily used, however getting 
new therapies approved is a lengthy process. Access is 
particularly difficult for expensive immunotherapies 
with numerous indications.

NCCP: Moon Care is a national 250-billion-dollar 
cancer plan (including lymphomas) that aims to 
increase overall health insurance coverage by 
implementing three main policies. The first policy 
aims to gradually fund medicines in stages, the second 
aims to adjust medicines payments according to each 
patient’s income level, and the third aims to improve 
support for medical expenses in difficult situations. 

HTA: The Health Insurance Review and Assessment 
Agency (HIRA) implemented HTA practices in 2006.8 
In 2008, the National Evidence-Based Healthcare 
Collaborating Agency (NECA) was established to 
conduct HTA research, and in 2010, the HTA processes 
pertaining to procedures and diagnostics were 
transferred from HIRA to NECA.8 Critics of South 
Korea’s HTA process believe the cost-effectiveness 
and price evaluations have led to longer decision 
times and fewer drugs listed.13 Although not officially 
part of the assessment process, decisions issued by 
three other HTA agencies (Australia’s Pharmaceutical 
Benefits Advisory Committee, the Canadian Drug 
Expert Committee, and the United Kingdom’s 
Technical Appraisal Committee) are taken into 
consideration.8

Singapore
UHC: Two nationalised health insurance plans known 
as MediSave and MediSheild cover most healthcare 
costs. MediSave is a national medical savings scheme 
that helps individuals set aside part of their income to 
meet healthcare needs. MediShield Life is a basic health 
insurance plan that protects all Singapore citizens  
and permanent residents against large hospital bills 
for life, regardless of age or health condition.14

NCCP: No national cancer plan found.

HTA: The Agency for Care Effectiveness (ACE) 
conducts HTA assessments. The ACE was established 
by the Ministry of Health in 2015 to drive better 
decision-making about clinically effective and  
cost-effective patient care.

Special Administrative  
Region of Hong Kong
UHC: The healthcare system is a mix of public 
and private coverage, with private insurance being 
expensive (second only to the USA).15 Access to 
expensive treatments for cancer and rare diseases 
are achieved mainly by self-payment, private 
insurance reimbursement, partial subsidy by charity 
funds, partial subsidy by pharmaceutical assistance 
programs, or through clinical trials.

NCCP: The Hong Kong Cancer Strategy (2019) is 
the first attempt to offer a holistic plan for cancer 
prevention and control for Hong Kong. The strategy 
includes initiatives in the following areas: enhanced 
surveillance, prevention and screening, early detection 
and diagnosis, timely and effective treatment, research 
and technology, and survivorship and palliative care.

HTA: The Drug Advisory Committee (DAC) under 
the Hospital Authority (HA) is responsible for HTA 
assessments.15 Approvals are lengthy, taking from  
18 to 24 months and are dependent upon approvals 
from other regulatory bodies like the FDA and 
EMA. The system has been criticised for lacking 
transparency and an evidence-based approach. 
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Summary

This analysis made clear that UHC means different things in different 
countries, and the current UHC systems in many countries are not 
necessarily reflective of the values and objectives of UHC as defined  
by the WHO. 

When UHC is in place in a country, it indicates the intention of the government to improve equity in access to 
health services, and it is an opportunity to hold governments to this intention where implementation has been 
slow, non-existent, or deviated from key objectives. 

For example, in early 2019, the Philippines signed up for UHC after two years of concerted efforts to pass the UHC 
bill.12 Philippines has also developed several different NCCPs; however, there has been very little implementation 
or practical action. In Hong Kong, access to expensive treatments for cancer and rare diseases are achieved 
mainly by self-payment, private insurance reimbursement, partial-subsidy by charity funds, partial-subsidy by 
pharmaceutical assistance programs, or through clinical trials. The WHO is not specific about which diseases  
need to be covered by UHC; however, the lack of coverage for cancer care under public healthcare in Hong Kong 
puts people at risk of financial harm, and hinders equity in access to health services. 

Many countries in this analysis did have NCCPs, which is a good starting point, but not all have included multiple 
stakeholder input into the plan, and many countries have not acted on these plans. Many of the NCCPs were basic 
and most did not outline specific plans for different cancer types. Cancer types are unique and require contextual 
planning, and lymphomas - and blood cancers more widely - need to be intentionally included in NCCPs. 

HTA is a space where patients are able to participate in many other countries globally; however, apart from 
Australia and New Zealand, there was limited evidence of involvement of the patient voice in HTA in most 
countries analysed for this report. 

Governments must consider contextual factors - socioeconomics, politics, and culture among others16 - that 
will influence their health systems and ensure that different social groups and stakeholders contribute to the 
formulation of policy, including patients.16

Crucial to cancer planning is patient perspective and involvement. 

All the countries involved in this analysis can make improvements through linking how the UHC system they 
defined relates to their NCCPs, and how this relates to treatment and the patient experience. 
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2.2 Therapy Access Analysis 
In this section, access to certain lymphoma therapy classes was analysed in nine APAC countries and the Special 
Administrative Region Hong Kong. For this purpose, an available therapy is defined as one with regulatory 
approval and reimbursement through public healthcare and/or private insurance. 

It was found that most countries had access to all the therapies on the WHO’s List of Essential Medicines for 
lymphomas. However, this does not necessarily equate with good lymphoma care as the medicines on this list 
cover the basic, minimum standards of care for selected subtypes, and nothing beyond that. What is important  
is access to specific newer targeted therapies that have positively changed lymphoma treatment and survival.

To preface the detailed results in this section, it is important to note that certain APAC countries have a requirement 
that clinical trial data used to approve a therapy be representative of the population in that country. Some countries 
also require in-country clinical trials in order to approve a therapy. Evidence of variations of these requirement  
types was found for four countries in this analysis: Australia, China, Japan, and South Korea (Table 2). These 
requirements impact therapy approval as the required data may be unavailable or take extra time to acquire.

Table 2. APAC countries that require in-country trials or clinical trial data reflective of country 
demographics for drug approval

Country Requirement

Australia
Allows clinical trial data from foreign regulators for approval submissions; however, it must be 

from a comparable overseas regulator (COR) and meet the criteria in the reference guide.17

China
Information from the National Medical Products Administration (NMPA) indicates that 

clinical trial data on safety and efficacy from out-of-country clinical trials must be applicable 
to the Chinese population, meaning they must contain a Chinese subgroup.18

Japan
Information from the Pharmaceuticals and Medical Devices Agency (PMDA) indicates the 

need for foreign clinical trial data to be relevant to the Japanese population.19 

South Korea
In certain cases, the Ministry of Food and Drug Safety (MFDS) may request a ‘bridging’ study to be 

completed to reflect the Korean population. Specific guidance on when this is required was not found.20

Rituximab-Based Therapy Regimens 
As a first step, country-level access to standard rituximab-based therapy regimens was evaluated. The addition  
of rituximab (a monoclonal anti-CD20 antibody) to combination chemotherapy (i.e. R-CHOP) was a leading 
advancement that resulted in marked improvement to survival rates for aggressive and indolent B-cell lymphomas.21 
This drug was first introduced over twenty years ago and is an essential therapy that all countries should have 
available, at a minimum. Access to standard rituximab-based therapy regimens was analysed for 11 lymphoma 
subtypes, including chronic lymphocytic leukaemia (CLL), Hodgkin, follicular, diffuse large B-cell (DLBCL), mantle 
cell (MCL), marginal zone (MALT), Waldenstrom’s macroglobulinaemia (WM), Burkitt’s, peripheral T-cell (including 
angioimmunoblastic lymphomas), extranodal natural killer T-cell and T-cell lymphoblastic lymphoma. It was 
found that all countries (including Hong Kong) have most rituximab-based therapies approved and available. 
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It is important to note that while these therapies were listed as accessible, questions remain regarding equal 
access for everyone. It is unclear what hidden out-of-pocket expenses are incurred by patients for rituximab-based  
therapies. For example, in Australia, some patients will pay for rituximab if it is not approved for their specific 
indication (i.e. maintenance for mantle cell lymphoma, maintenance after obinutuzumab and bendamustine 
for some patients with follicular lymphoma). Additionally, bendamustine is not reimbursed in China, meaning 
the bendamustine-rituximab regimen is only available off-label, possibly leading to unequal access. This type of 
information is not readily available through government sources, and out-of-pocket expenses may affect patients 
in many more countries and in many more circumstances than the two examples listed. 

Access to Other Lymphoma Therapy Classes 
Beyond access to minimum standards of care, the nine countries and the Special Administrative Region Hong Kong 
were evaluated for access to other lymphoma therapy classes. The scope of treatment access was narrowed to 
select therapy classes that are most relevant to the current lymphoma landscape. The results of this analysis are 
summarised in Table 3 and explained by therapy class in detail below.

Table 3. Access to different lymphoma therapy classes by-country for nine countries  
(and the Special Administrative Region Hong Kong) across the APAC region

Country
Rituximab 
Biosimilars

Ibrutinib 
(BTK Inhibitor) 

For CLL

Ibrutinib 
(BTK Inhibitor) 

For MCL

CAR T  
Therapy

Checkpoint 
(PD-1) 

Inhibitor

Brentuximab 
Vedotin 
(CD30)

Armenia

Australia

China

India

Japan

New Zealand

Philippines

Republic of Korea

Singapore

Special 
Administrative 

Region of 
Hong Kong

Data as of March 2020 

Key
■■ Accessible defined as therapy being available to patient through public healthcare
■■ Therapy available through a special access program within that country 
■■ Therapy not available   
■■ No information found whether therapy is available 

Abbreviations: BTK, Bruton Tyrosine Kinase; CLL, chronic lymphocytic leukaemia; MCL, mantle cell lymphoma; CAR T, Chimeric antigen receptor T cells
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It is clear from this table that there is inequity in access to new therapies for lymphoma across the region. 

Transparency is also an issue. An analysis of the situation in the Philippines is difficult as the information on 
availability is hard to find. The same applies to Hong Kong. Both have documented HTA processes in place, and 
these processes should include the publication of decisions made.

Rituximab Biosimilars 

Given that out-of-pocket expenses are a huge issue for many patients across APAC, it was important to have a 
separate view of rituximab biosimilars due to the potential cost savings. All countries (including Hong Kong) were 
found to have at least one rituximab biosimilar with regulatory approval; however, evidence of reimbursement 
was not uniformly found. There was also no information found on the use of the biosimilar versions versus the 
originator drug. See Appendix 1 for country-specific information as well as a summary table.

Both China (Hanlikang) and India (Reditux and Mabtas) have developed their own biosimilars. Biosimilar Truxima 
(Cellitron, South Korea) was found to be the most widely available globally.

Ibrutinib (Bruton Tyrosine Kinase Inhibitor, BTK) for CLL

While there have been several new therapies for CLL in recent years, this analysis focused on ibrutinib as it was  
the first of these new therapies to market. Acalabrutinib and zanubrutinib are examples of newer BTK inhibitors 
that are in development for CLL. CLL was the subtype that ibrutinib was first approved for, and it has become  
the standard of care for relapsed CLL (especially for patients with 17p deletion and TP53 mutations) in many 
parts of the world. Despite certain side effects and the fact that a proportion of patients will eventually relapse 
or become resistant, clinical research supports the efficacy of this treatment. Evidence of access was found for 
ibrutinib for CLL in Australia, China, Hong Kong, Japan, Singapore and South Korea. A generic version of ibrutinib 
(Ibrunat 140mg) is approved for CLL in India. Ibrutinib is not reimbursed for CLL in Armenia and New Zealand,  
and no evidence was found regarding access or reimbursement in the Philippines. 

Ibrutinib (Bruton Tyrosine Kinase Inhibitor, BTK) for MCL

Ibrutinib (again, first to market) is indicated for treatment of relapsed MCL. Evidence of access was found for 
ibrutinib for MCL in Australia, China, Japan, Singapore, and South Korea. India has a generic version of ibrutinib 
approved for MCL. Ibrutinib is not reimbursed for MCL in Armenia and New Zealand, and no evidence was 
found regarding access or reimbursement in Hong Kong or in the Philippines. Acalabrutinib and zanubrutinib are 
examples of other BTK inhibitors that are in development for MCL. 

Chimeric Antigen Receptor (CAR T) Therapies

There are two CAR T therapies currently marketed for relapsed aggressive large cell lymphomas and transformed 
lymphoma: CAR T tisagenlecleucel (Kymriah) and CAR T axicabtagene ciloleucel (Yescarta). Japan was the only 
country where regulatory access and reimbursement was found for a CAR T therapy (tisagenlecleucel). 

Armenia and India clearly lack access to most, if not all, of these novel treatments. Surprisingly, considering 
their socioeconomic status and longer-term investment in health, New Zealand also does not provide access 
to these new therapies to patients. 
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In December 2019, tisagenlecleucel was also approved for reimbursement in Australia, and is currently in the 
process of setting up manufacturing capacity through the Peter MacCallum Cancer Centre. Due to Australia’s 
federated health system, there are still many issues surrounding how this will be funded if patients need to travel 
outside of their home state. 

Other countries are working towards gaining approval for CAR T therapies. In the meantime, CAR T is available 
in some countries through clinical trials. In New Zealand, the Malaghan Institute, in partnership with Wellington 
Zhaotai Therapies, is developing and trialling a ‘third generation’ CAR T-cell therapy, and is undertaking parallel 
research focusing on improving CAR T-cell therapies and extending them to other cancers. A phase I safety trial, 
ENABLE, was launched at the end of 2019 for patients with certain relapsed and refractory B cell lymphomas  
who have exhausted other treatment options. 

Currently, there are no CAR T therapies approved in China. However, biotech in China is heavily involved in CAR T  
development. As of July 2019, 36 phase II and phase III clinical trials were found for CAR T therapies, mostly in 
various B cell lymphomas. While many hospitals are conducting clinical trials of CAR T, domestic clinical trial data 
has yet to be released. As of February 2020, Fosun Kite Biotechnology filed a New Drug Application (NDA) for  
CD19-directed CAR T therapy axicabtagene ciloleucel for the treatment of adult patients with relapsed/refractory 
large B-cell lymphoma (DLBCL not otherwise specified, primary mediastinal large B-cell lymphoma, high grade 
B cell, and DLBCL transformed from follicular lymphoma) after two or more lines of systemic therapy. This filing 
was accepted for review by China National Medical Products Administration (NMPA).22 In Hong Kong, the Chinese 
University of Hong Kong (CUHK) is building a CAR T facility for clinical trials aimed at haematological diseases.  
This facility is set to be completed in 2020. 

PD-1 Checkpoint Inhibitors

There are two main PD-1 inhibitors used to treat relapsed Hodgkin lymphoma, nivolumab and pembrolizumab. 
Evidence of access was found for nivolumab in Japan, Singapore, and New Zealand, but no information was found 
for Hong Kong, the Philippines, or South Korea. Nivolumab is not reimbursed in Armenia, Australia, China, and 
India. Evidence of access was found for pembrolizumab in Australia, Japan, New Zealand, and Singapore, but 
no information was found for Hong Kong, the Philippines, or South Korea. Pembrolizumab is not reimbursed in 
Armenia, China, and India. China has approved their own PD-1 inhibitors; sintilimab, which is expected to receive 
reimbursement in 2020, and tislelizumab, which received regulatory approval in early 2020.

Brentuximab Vedotin (CD30+)

Brentuximab vedotin (BV) monotherapy has proven efficacy in relapsed Hodgkin lymphoma and other CD30+ 
subtypes (ALCL, CTCL). Evidence of access was found for BV in Australia, Japan, New Zealand (special access), 
Singapore and South Korea. No access information was found for Hong Kong or the Philippines. BV is not 
reimbursed in Armenia, China, and India. More recently, BV in combination with chemotherapy (doxorubicin, 
vinblastine, dacarbazine) has been recommended for first line treatment of Hodgkin lymphoma. Japan and 
Singapore were the only countries found to have this combination approved and reimbursed. 
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Clinical Trials
LC also conducted a by-country analysis of active phase II and III interventional clinical trials in the region. Clinical 
trial data was gathered from internationally recognised clinical trial databases including Clinicaltrials.gov, WHO, JAPIC 
Clinical Trial Information (Japan), and Cancer Trials Australia. Results of this analysis are summarised in Table 4 below. 

This analysis made apparent that opportunities for clinical trials are needed in Armenia, India, and the Philippines. 
However, to effectively advocate for increased clinical trial presence, it is crucial that these countries first be 
supported in developing the required underlying infrastructure. Armenia, India, and the Philippines have universal 
health coverage systems that are in their infancy (in development as of 2019, 2018, and 2019 respectively). 
Further, in Armenia and India, national cancer plans and HTA are either non-existent or in development.  
To move towards equity in access to clinical trials in APAC, these gaps in healthcare infrastructure must be 
addressed. In the meantime, to ensure patients have access to needed care, an opportunity may lie in accessing 
clinical trials in nearby countries. 

LC conducted a further by-subtype analysis of active phase II and III interventional clinical trials in the region. 
Results of this analysis are summarised in Table 5 below. The numbers in Table 5 represent the total number of 
clinical trials (phase II and III) by subtype found in the APAC region, including countries not considered in this 
report (i.e. Taiwan). This is because some trials include multiple subtypes and countries. 

Although still rare, T cell lymphomas such as extranodal natural killer T-cell lymphoma (ENKTL), angioimmunoblastic 
T-cell lymphoma (AITL), and T-cell lymphomoblastic lymphoma (TCLL) are more prevalent in Asia.23 There is a 
relatively low number of active novel therapy trials for T cell lymphomas across APAC (Table 5). More clinical 
trials for novel agents are needed for these subtypes.

Table 4. Phase II and phase III interventional 
clinical trials in APAC by-country

Country
Novel 

Therapy 
Trials

Biosimilar 
Trials

CAR T 
Therapy 

Trials

Armenia 0 0 0

Australia 74 2 2

China 96 3 36

India 2 1 0

Japan 32 1* 1**

New Zealand 28 0 0

Philippines 1 0 0

Republic of Korea 45 3 1

Singapore 17 0 0

Special Administrative 
Region of Hong Kong

18 0 0

* Nihonkayaku is operating phase III trial for Biosimilar Truxima 
as of March 31, 2020. **Daiichi Sankyo completed phase II study 
of axicabtagene cilolencel (KTE-C19) and applied for approval on 
March 30, 2020.

Table 5. Phase II and phase III interventional 
clinical trials in APAC by-subtype 

Subtype
Novel 

Therapy 
Trials

Biosimilar 
Trials

Total P2 
and P3 
Trials

Follicular 76 4 87

Diffuse Large 
B-Cell (DLBCL)

85 3 104

Mantle Cell 51 1 54

Hodgkin 18 0 19

Chronic Lymphocytic 
Leukaemia (CLL)

54 0 56

Marginal Zone (MALT) 40 1 43

Waldenstrom’s 
Macroglobulinaemia

22 0 24

Burkitt's 13 0 17

Peripheral T-Cell 18 0 26

Extranodal Natural 
Killer T-cell (ENKTL)

16 0 30

Angioimmunoblastic 
T-cell (AITL)

15 0 22

T-cell Lymphoblastic 
(TCLL)

5 0 7

http://Clinicaltrials.gov
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Section 3  
Patient Experience

3.1 Introduction to Stigma in APAC 
Stigma around cancer presents a considerable challenge across the APAC region. The 
culturally held views across Asian cultures around cancer are extremely complex and 
are often based on superstition and fear. A diagnosis may lead to ostracism in the 
community and patients may be reluctant to engage with others, including patient 
groups, due to fears their disease may be disclosed. This stigma often prevents 
patients from seeking and accessing care, and results in reduced outcomes or 
even unnecessary deaths.

Cancer is often viewed as a taboo subject that is not appropriate to openly discuss.  
A diagnosis may affect someone’s standing in society and limit future employment,  
marriage possibilities, or accommodation opportunities. Often people do not share 
their diagnosis at all or only with close family. Some patients worry that they will 
become ostracised once others know about their diagnosis.

In China, non-disclosure around a cancer diagnosis is written into legislation. According 
to the Law of the People’s Republic of China on Medical Practitioners, medical 
personnel should tell the truth to the patients and their families, but they are obligated  
to pay attention to avoid adverse consequences of telling the truth24 as the law 
holds medical practitioners in China legally responsible for any adversity patients 
experience due to the disclosure of diagnosis. Many patients decide not to disclose 
the diagnosis to their family members to protect them or vice versa and will advise  
the doctor of this decision. Similarly, in India patients are often misled or not told  
at all about their diagnosis.24

Many patient organisations across the APAC region face significant challenges 
educating patients, families and the wider public. Many are undertaking innovative 
awareness and support programmes to achieve this. There remains significant scope 
to share information and educate around cancer stigma for it to be further reduced.

Stigma often 
prevents patients 
from seeking 
and accessing 
care, and results 
in reduced 
outcomes or 
even unnecessary 
deaths. 

The unwillingness to speak openly about cancer means that the psychosocial  
burden of a cancer diagnosis becomes that much heavier for patients to bear. 

17
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The Patient Experience in India

Commentary on Stigma in India  
by Vandana Gupta, Founder of V Care Foundation, India:

“ In India, myths and misconceptions are widely prevalent among cancer patients. Considerable stigma is  
also attached to this disease.

This is an indicator of low levels of literacy as well as social factors prevalent in society. Although patients 
may be aware of their diagnosis, they often do not seek any form of counselling, either by a professional 
counsellor or a doctor. The causes of cancer cited by patients are frequently curses, the evil eye, spirits,  
and past sin. Others believe their disease to be caused by bad ‘karma’. 

Many people in India believe that cancer is contagious. They believe that cancer is an infectious disease. 
Rather than believing that allopathic medicine (drugs or surgery) can provide palliation or even a cure,  
they believe that there is no cure for this ‘curse’.

Many cancer patients face discrimination by their family and society resulting in complete isolation.  
They keep their disease secret from neighbours due to issues that may arise from it, such as arranged 
marriages being compromised.

Due to these beliefs and the stigma around cancer,  
there is the issue of late reporting in India.  
Many patients wait for up to two years  
before seeking help.”

India
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3.2 Experiences of Patients with Lymphoma in APAC
Using a subset of data from the LC 2018 Global Patient Survey on Lymphomas and CLL (LC 2018 GPS)², this 
section will specifically examine the experiences of lymphoma patients within the following areas in APAC:

1. Asia (not including China, n=271)

2. China (n=2611)

3. Pacific (n=417)

4. Rest of World (ROW) (n=3332)

Please see Appendix 2 for a detailed account of the countries included in each area.

The areas were grouped this way to account for the large Chinese sample size, as well to account for the vast 
systematic and cultural differences between Asian and Pacific countries. Within each of these areas, key patient-
reported issues have been highlighted including:

•  Informational needs and understanding levels;

•  Patient-doctor communication;

•  Side effects (physical, medical, psychosocial); and

•  Barriers to treatment. 

Demographics 
Most patients in all regions reported being between ages 40-59. In all regions except Pacific, there was a fairly 
equal female/male ratio, and the majority of patients reported living in urban areas. In the Pacific region, there 
were more female patients (63%) than male (37%), and most patients reported living in suburban areas. The 
majority of patients in all regions reported having a college diploma or university degree.

The top three subtypes reported in each area were:

Pacific Asia China ROW

Follicular (27%) Follicular (31%) DLBCL ABC* (15%) Hodgkin (22%)

Hodgkin (16%) DLBCL unspecified (24%) Hodgkin (14%) WM* (21%)

DLBCL* unspecified (13%) Hodgkin (8%) Follicular (13%) Follicular (12%)

*DLBCL- Diffuse large B-cell lymphoma *ABC- Activated B-cell *WM- Waldenstrom’s Macroglobulinaemia 

It is important to note that extranodal killer T-Cell lymphoma was only observed in China and Asia. Peripheral 
T-cell lymphoma was reported in all areas; however, the highest prevalence was observed in China and Asia.
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Informational Needs and Understanding Levels 
Patients who have been newly diagnosed with lymphoma face many uncertainties and have many questions. 
Doctors were the top reported information source across all areas (Figure 1 - patient experience foldout); however, 
more than 40% of patients in all areas wanted more information (medical and/or support-related) beyond what 
their doctor provided at their initial diagnosis meeting. Compared to Pacific (41%) and ROW (51%), the need for 
information was greater in China (82%) and Asia (68%). It is worth noting that Pacific was the only region to rank 
nurses as a top three information source. In some countries, nurses act as the providers of additional care and 
vital information; however, this only occurs in countries where the role of nurses is clearly defined in this way. 
Otherwise, it is more typical that nurses be viewed as subordinate to physicians, and patients will depend entirely 
on their doctor for information and support.

Given this need for more information at the outset, it is unsurprising that many patients are leaving their initial 
diagnosis meeting with insufficient understanding of their disease and care plan. Across all areas, less than 35% 
of patients reported having a very good understanding (level 5) of any of the categories examined including 
diagnosis, subtype characteristics, medical treatment options, the process and stages of care, potential side 
effects, and side effect management. In all categories except one, China had the lowest proportion of patients 
with a very good understanding (level 5), and the highest proportion of patients with a poor understanding (level 1).  
This may reflect the fact that only 52% of patients in China were informed of their subtype, compared to 70%+  
of patients across the other three areas. 

The majority of patients in all areas reported seeking additional information immediately following their diagnosis, 
and 1-3 months following diagnosis. Of patients who reported ‘never’ seeking additional information, the top 
cited reasons in all areas except China were feeling that they had enough information, or that more information 
would not make a difference in their case. The top cited reasons in China were that patients had asked someone 
else to seek information for them, or patients were fearful of what they may find out. These reasons coincide with 
cultural cancer perceptions in China, as many people equate receiving a cancer diagnosis to a death sentence. 

Patients were asked to report how informed they felt throughout their patient experience overall. While most 
Pacific patients (57%) and 48% of ROW patients felt adequately informed, only 29% of those in Asia and 12% 
of those in China felt as though they had adequate information (Figure 1). Further, the largest proportion of 
inadequately informed patients (38%) was observed in China (Figure 1). 

First, despite having the greatest need for more information, and the greatest proportion of inadequately informed 
patients, China had the highest reports of patient confidence. Second, compared to the other three areas, patients 
who were inadequately informed in Asia had significantly lower reports of feeling in control, confident, physically 
and mentally strong/capable, and confident in their ability to source credible information or determine if they 
need medical help versus handling a health problem on their own (Figure 2). Compared to the other three areas, 
inadequately informed patients in Asia also had significantly higher reports of feeling overall fearful, fearful for the 
future, and at a loss (Figure 2). 

LC research has proven that having an adequate information level is correlated with more self-reported 
positive healthcare experiences and feelings. Having inadequate information is not only correlated with 
lesser reports of positive experiences, but also increased reports of negative experiences and feelings.  
These trends held true in this regional analysis, with a few notable outliers. 
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Top Reported  
Issues
Fatigue was the top 
reported physical condition 
affecting well-being 
everywhere. 

Changes in relationships 
was a top reported 
psychosocial issue both 
during and after treatment 
everywhere.

Fear of relapse was the 
top reported psychosocial 
issue following treatment 
for patients in all areas. 

Figure 2. Feelings reported (‘most days’) by inadequately informed patients 
with lymphoma across APAC compared to Rest of World
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Patients are relying on doctors for their information needs but are not always 
receiving the information and support they require. While doctors are the main 
information source for most patients, they are also highly reliant upon websites 
and patient organisations. There is an opportunity here to produce and distribute 
information that is understandable, practical, scalable, and accessible. 

Side Effects 
Physical Conditions and Medical Issues

Across the areas, the top reported physical conditions and medical issues were 
commonly reported treatment side effects (Figure 1). Fatigue was the top reported 
physical condition affecting well-being everywhere. The largest proportion of 
patients affected by fatigue was observed in Pacific (84%). While the top reported 
medical issues (during/after treatment) varied by area, neutropenia was the top 
reported issue during treatment for all areas except ROW. The reported prevalence 
of neutropenia during treatment was significantly higher in China (68%) than in the 
other areas (Asia 51%, Pacific 48%, ROW 35%). 

Access to credible, timely information is a key aspect to a successful  
patient experience. 
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China was also the only area to report heart-related issues (40%) as a top medical issue during treatment, and 
issues with other organs as a top issue both during (40%) and after (35%) treatment. Further, China had the 
highest reported prevalence of stomach-related issues both during (52%) and after (30%) treatment. Some of 
these outlying results in China could be partially attributed to the age of their patient respondent population. 
China had the largest proportion (39%) of younger patients (18-39) compared to the other areas (Asia 26%, 
Pacific 15%, ROW 23%). Some studies suggest that younger patients are often receiving more aggressive and 
toxic therapies than older patients, leading to more and harsher side effects.25 Older patients might also be more 
reluctant to report medical issues because they fear additional testing and treatments, or because they view their 
health problems as a normal part of ageing.26

Psychosocial Issues

Changes in relationships was a top reported psychosocial issue both during and after treatment 
everywhere. Concerns about body image and anxiety were also highly reported during treatment. Changes in 
physical appearance (i.e. hair loss, weight loss) are clear indications of illness, which can shift relationships, and 
can have broad social implications. Patients with lymphoma often report feeling as though they are living in 
a different world from the world they previously shared with others. They are navigating changes in romantic, 
workplace, and social relationships, and they may find themselves having to fill a new role in their family. 
Additionally, they may be facing financial pressures stemming from loss of employment, working reduced hours, 
and/or having to continue to support a family. All these factors can be anxiety-causing.

Compared to the other areas, the reports of changes in relationships were highest in China both during (68%) 
and after (53%) treatment. As previously outlined in this report, in China and other Asian countries, cancer 
remains highly stigmatised. To receive a cancer diagnosis can bring shame upon the patient, if not upon the entire 
family. Patients can face negative reactions like being shunned and distanced by family members and friends.27 
Additionally, in countries where arranged marriages are still common practice, a cancer diagnosis within a family 
can cause all the family members to be deemed undesirable for marriage. This stigmatisation is a barrier to 
developing a supportive atmosphere in which patients can express their feelings. Many patients with cancer in 
China and other Asian countries thus cope with the disease in isolation.28 

Fear of relapse was the top reported psychosocial issue following treatment for patients in all areas. When 
treatment ends, patients lose the support provided by regular contact with oncology staff, and so experiencing 
some emotional upheaval is common. As this is when fear of relapse is most expected and observed, it is 
critical for it to be recognised, openly discussed, and met with appropriate intervention and support. Fear of 
relapse after treatment was especially high in China (80%). It was earlier mentioned that many people in China 
equate cancer with end of life, like a death sentence. If patients are not properly educated on their diagnosis 
and care right from the beginning of their experience, they will continue through their patient experience with 
high levels of fear and anxiety. 

There is an opportunity here to support healthcare providers in disseminating appropriate messaging, and to 
support patient understanding of the messaging, that cancer has evolved from being an untreatable deadly 
disease, to a disease that can be now treated with advanced therapies.
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Patient-Doctor Communication
Across all areas, a greater proportion of patients reported communicating physical/
medical issues to their doctor than emotional issues (Figure 1). Additionally, across 
all areas, more patients reported that the doctor was able to help with physical/
medical issues than with emotional issues. Less than 40% of patients everywhere 
felt helped with their emotional issues (Figure 1). The lowest proportion of patients 
reporting communicating and being helped with both physical/medical and 
emotional issues was in Asia. 

Despite high patient reports of discussions about physical/medical issues with 
the doctor, patients overall were not being adequately supported with their top 
reported physical condition affecting well being, fatigue. While 52% of patients 
in China were referred onto further support for their fatigue, only 27% of patients 
in ROW, 20% in Pacific, and 17% in Asia were referred. Relating to support with 
emotional issues, fear of relapse was the top reported psychosocial issue following 
treatment for patients. Of those who discussed their fear of relapse with their 
doctor (Pacific 40%, Asia 32%, China 53%, ROW 42%), only 15% of patients in 
Pacific, 17% in Asia, 41% in China, and 26% in ROW felt their discussion helped 
alleviate their fear. Further, across all areas, less than 40% of those who discussed 
their fear of relapse with their doctor were referred onto further support (Pacific 
40%, Asia 24%, China 37%, ROW 37%). 

When examining differences relating to participation in healthcare, there were 
several notable differences observed in Asia. Compared to the other three areas, 
there were low reports of patients in Asia seeking clarification when they did not 
understand (44%), feeling like they had the right to take the doctor’s time to 
discuss their questions (39%), and feeling like the doctor adequately answered their 
questions (46%). In both Asia and China, there were low reports of patients 
feeling confident voicing concerns to the doctor (Asia 29%, China 34%),  
and low reports of doctors encouraging discussion/participation (Asia 28%, 
China 37%). In many countries in Asia, cultural barriers prevent effective  
patient-doctor communication. The hierarchical nature of culture or caste 
systems means that doctors are perceived to be powerful figures that are not to 
be questioned. This leads to a paternalistic or one-way communication style, with 
a dominant role for the doctor.29 Additionally, the short length of appointment 
times in many countries in Asia reduces opportunities for discussion and impacts 
the quality of information shared. Physicians cannot be expected to provide all 
the information and support that patients require; however, it is important 
that patients are directed to services that may help. This can include resources 
available in hospitals, other health services in the community, credible websites 
or other online resources, and local patient organisations. Given the low rates of 
referrals observed in the LC 2018 GPS, this is an opportunity for advocacy.

Low Reports of 
Patient-Doctor 
Communication
Only 29% of patients in 
Asia and 34% of patients 
in China reported feeling 
confident voicing concerns 
to the doctor.

Only 28% of patients in 
Asia and 37% of patients 
in China reported that 
their doctor encouraged 
discussion/participation.

High Reports  
of Barriers to 
Treatment 
In most instances, the 
reported prevalence of 
each barrier to treatment 
was double in Asia and 
China compared to Pacific 
and Rest of World.

25
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Another patient-doctor communication barrier in Asia is non-disclosure. In China for example, one of the 
largest problems in patient care in cancer is the non-disclosure of diagnosis to patients.24 The law holds medical 
practitioners in China legally responsible for any adverse events patients experience because of the disclosure of 
diagnosis. Therefore, in a cancer diagnosis, physicians typically seek ‘family consent for disclosure’. This makes 
the family the principal receiver of bad news and allows them to play a decisive role in disclosing the diagnosis to 
the patient or not. In many cases, the family prefers to hide the diagnosis from the patient to protect them from 
any emotional harm, and so the physician will be instructed not to disclose the diagnosis to the patient.24 This not 
only occurs in China, but also in countries throughout Asia in varying degrees and for various reasons. Given that 
patients’ families are often the sole information holders and communicators, there is space here for education and 
skills-training in communication strategies.

Barriers to Care
Compared to Pacific and ROW, there were many systematic issues and barriers to care observed in China and Asia. 
When examining barriers to treatment, having ‘no barriers’ was the most reported answer for Pacific (37%) and 
ROW (31%). The most reported barrier in China and Asia was ‘financial’ (China 82%, Asia 31%) (Figure 1).

The ‘out-of-pocket’ healthcare systems in many Asian countries creates high stress and has large financial impacts 
for patients; many middle-class households in Asia face impoverishment after paying for cancer care.30 This was 
particularly evident in China, where financial strain was not only the largest barrier to treatment, but also a top 
reported psychosocial issue (‘stress related to finances’) both during (73%) and after (54%) treatment. The level 
of financial stress observed in China was significantly higher than any other area both during (Pacific 25%, Asia 
20%, ROW 19%) and after (Pacific 20%, Asia 16%, ROW 12%) treatment. Additionally, patients in China reported 
a much higher interest (95%) in receiving ‘financial support services’ than patients across the other areas (Pacific 
59%, Asia 67%, ROW 62%). 

Some systematic barriers were disproportionately observed in China compared to the other regions. For example, 
patients reporting problems getting health/life insurance coverage (26% during treatment, 43% after treatment) was 
at least double the reported prevalence of this issue in any other area (both during and after treatment). Additionally, 
the prevalence of patients reporting difficulty navigating the healthcare system was at least triple in China  
(36% during treatment, 36% after treatment) compared to any other area (both during and after treatment). 

Financial toxicity will continue to be an issue for patients in China and across Asia unless systematic issues 
are addressed, and effective policies are developed.30 

Additionally, in most instances, the reported prevalence of each barrier to treatment was double in Asia and 
China compared to Pacific and ROW. 
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Patient  
Advocacy  
in Action.
The Australian Blood 
Cancer Taskforce, which 
was established by the 
Leukaemia Foundation 
with the support of 
the Australian Federal 
Government, is an example 
of what can occur when 
patient advocates gain 
access to key touchpoints 
within the government. 

The Taskforce unites 
Australia’s leading 
haematologists, 
researchers, patients,  
and members of the  
blood cancer ecosystem  
for the first time. 

Their role is to provide a 
blueprint to help tackle the 
key issues facing the blood 
cancer community today 
and into the future.34 

The taskforce began 
developing Australia’s first 
National Strategic Action 
Plan for Blood Cancer  
in 2019 and it is expected  
to be completed by  
June 2020.34 

Section 4  
Patient Advocacy 
Barriers 
While this report lays out many areas for action, the presence and capacity of 
patient-driven advocacy varies throughout the region. Some countries have 
sophisticated patient advocacy groups and networks that reach large numbers of 
patients and actively engage with key stakeholders, yet in many other countries, 
patient advocacy is still largely in its infancy. Across Asia, there are numerous 
challenges and barriers that hamper systematic action and cross-border leverage. 

Stigma of Cancer
As previously reported, due to cultural beliefs or taboos attached to cancer, many 
prefer to keep the illness secret or private within the family. This means many 
patients are unwilling to share their stories or seek help as they do not want to be 
publicly associated with cancer.

Capacity of Patient Organisations
Some general advocacy training is being provided, but it often lacks culturally 
relevant applicability and does not take into account the organisations' capacity to 
resource. As well, training is often limited to one participant per organisation, thus 
restricting the ability to build and enact plans to harness wider support.

Limited Funding 
The majority of Asian patient groups do not have access to funding from 
government. Philanthropy in many Asian cultures focuses on one’s extended family, 
village, or hometown. There is also a lack of trust by some philanthropic groups as 
there are no formal ways to conduct due diligence on for-purpose organisations.31 If 
patient groups receive pharmaceutical industry funding, there can be the perception 
amongst some officials that they are promoting the interests of pharmaceutical 
companies. There are also different regulations and guidelines for engagement in 
each country resulting in differences in the kind of activity that can be undertaken.
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Lack of Data
There is a lack of data, including registry data around 
disease prevalence and subtypes in many APAC 
countries. In some countries, data may be collected 
but not shared with patient groups. Additionally,  
data may often be grouped regionally making it 
difficult to provide a national picture. 

LC attempted to source statistical information on the 
incidence and mortality rates of lymphoma by-country 
(for nine countries + Special Administrative Region 
Hong Kong), as well as by specific subtypes within the 
region using Globocan. Globocan is a leading resource 
for worldwide cancer data and is managed through the 
International Agency for Research on Cancer (IARC) 
under the WHO. By-country data was found (Appendix 3);  
however, the lymphoma-specific data available 
through Globocan has limitations, the main being that 
incidence, mortality, and prevalence data are only 
categorised by Hodgkin and non-Hodgkin, and not 
by specific subtypes. Chronic lymphocytic leukaemia 
(CLL) data is included with ‘all other leukaemias’. 
Another limitation is that methodology for incidence 
and mortality statistics varies greatly from country 
to country. In some cases, estimates are derived from 
partial population data, with varying years of data, or 
with data from other countries. Further, prevalence 
statistics for all countries are calculated using derived 
ratios from Nordic countries. 

Since subtype-specific information could not be pulled 
from Globocan, a by-country (for nine countries + 
Special Administrative Region Hong Kong) registry 
search was performed through the International 
Association of Cancer Registries (IACR). Most countries 
in this analysis had both regional and national registries, 
and all the identified registries were contacted for 
country-specific incidence and mortality data for 11 
selected lymphoma subtypes. A very limited number 
of registries (3) were able to provide subtype-specific 
incidence and mortality data; because of this,  
a meaningful analysis could not be conducted. 

As it stands in APAC, due to variances in data 
among countries with differing methodologies and 
statistical manipulations, and without a clear view of 

subtype statistics, the true picture of incidence, 
mortality, and burden of lymphoma in the countries 
analysed remains unclear. A lack of patient data also 
prevents patient groups from being able to understand 
the true burden of lymphomas which may hamper 
their credibility when trying to engage with health 
professionals and government groups.

Value of the Patient Voice 
Across much of Asia, doctors are perceived to be on a 
higher hierarchical level. The educational gap between 
patients and doctors is generally wider in Southeast 
Asian societies than in many Western countries.32 This 
often results in the voices of doctors and key opinion 
leaders being valued over patients. There can also 
be hesitancy with referrals from health professionals 
to patient groups as their value is not appreciated or 
understood, or they may not be perceived as credible.

Absence of National and Regional 
Touch Points and Platforms to 
Bring Forward Patients’ Voices
In several Asian countries, governments and agencies 
do not involve patients in decision-making processes. 
Many have paternalistic healthcare systems, with 
health regulators making decisions behind closed 
doors. Even when patients are involved, there is 
often a lack of meaningful engagement. Patients are 
unsure or hesitant about accessing policy makers 
or politicians, and in many cases, this may not be 
culturally appropriate or received well. 

Advocacy is often industry-led and focused strongly 
on medicines access. There are many aspects that 
need to be considered alongside treatment access 
such as diagnostics, specialists, psychosocial support, 
and navigation through complex health systems.  
If the patient voice is not included in these 
important conversations, other serious issues  
(i.e. psychosocial issues) affecting patients may  
be misunderstood or not taken into consideration 
in policy development, and wider opportunities  
for meaningful patient engagement are lost.33



Case Study 
Overcoming Barriers  
in Patient Advocacy
Harnessing the Power of Patient Experience Data,  
House 086 China

Lymphoma Coalition has observed how sharing best practices – especially among 
advocates within countries and regions – has rebounding impact within local 
communities. It is crucial that the highlighted barriers to advocacy be addressed 
and overcome. The case study below explains how a Chinese lymphoma patient 
organisation used the power of online communication and the power of credible  
data to influence the political system in China.

House 086, a lymphoma patient organisation based in China, has been a member  
of Lymphoma Coalition since 2017. The group is based in Beijing and has over 
70,000 members. In China, where there an estimated 100,000+ new cases of 
lymphoma each year, the patient services provided by House 086 are vital. 

Across China, there are almost 700 cities. However, there are challenges in receiving 
lymphoma treatment for people living outside the main treatment centres of Beijing, 
Shanghai, and Guangzhou. There are also the previously mentioned issues of stigma 
around cancer and lack of awareness and education.

House 086’s online forums offer patients and family members the opportunity 
to discuss treatments and other issues that affect them. Their website includes 
informational videos about lymphoma, and is used as a vehicle to share patient 
stories. House 086 also holds annual lymphoma event days in the three main cities. 
Approximately 300 people attend each one. For the thousands of patients who 
cannot attend, they can watch live broadcasts of the sessions through House 086’s 
app. WeChat (which is known as China's "app for everything" and a "super app" 
because of its wide range of functionality) has also proven to be a powerful tool 
for the group to connect patients and caregivers and share information. House 086 
owns over 60 WeChat groups (including by-subtype) and know that patients’  
value and appreciate this as a way to stay connected.

In 2018, House 086 achieved an unprecedented response to the Lymphoma 
Coalition Global Patient Survey on Lymphomas and CLL (LC 2018 GPS) with over 
2,600 patients (or their caregivers on their behalf) sharing their views. This data  
has been invaluable in shaping their service in response to patient need. 

2929

House 086 is a 
powerful example 
of how patient 
experience 
data, reported 
effectively, can 
help change the 
narrative.
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Using the results of the LC 2018 GPS, House 086 produced: 

The Comparison Report of the Living Situation Between  
the Lymphoma Patients in China and Other Countries. 

This outlined key issues including:

•  The prevalence of lymphoma in China by age and subtype 

•  The symptoms of lymphoma and the immediate and long-term side effects

•  Key psychosocial issues in China (financial pressure and depression, fear of relapse)

•  The long-term effects of psychological problems and the fact these 
psychosocial issues are rarely discussed with doctors

•  Treatment obstacles for patients (misunderstanding their diagnosis and the care 
process) and the difficulties faced during treatment that are higher in China than 
other countries, with financial difficulties being the most prevalent

•   Support needed by patients (access to medical information immediately after diagnosis)

•  Patient information sources (doctors and the internet were the most popular sources)

•  The information that patients identified they would like to receive reliable 
website links (relating to treatment and information around nutrition)

•  The benefits to patients of receiving information (less negativity, less difficulty 
during treatment, confidence to ask questions, fewer rates of hospitalisation 
or receiving emergency care, lower hospital readmissions)

China
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House 086 shared the report and other patient experience data collected by House086 with doctors and members 
of the government. They were subsequently asked by the Chinese government to present on these findings. The 
report proved a valuable way to highlight patients’ experiences and their needs, and further validated the important 
work that House 086 has been undertaking for the previous nine years. 

The Chinese government has also listened, establishing a panel to take the patient voice into consideration.  
Patients can contact the China Centre for Drug Evaluation (CDE) via email, phone, and social media platforms like 
Wiebo. The CDE have also established a rapid drug review panel for lymphoma medicines. 

The Chinese Anti-Cancer Association (CACA) has started to focus on lymphoma and science projects, and 
the head of the Chinese HTA Research Centre invited Hongfei Gu (House 086 founder and leader) to join an 
international HTA conference and be part of discussions held in 2019. 

The data captured in the LC 2018 GPS also became a key tool in encouraging patients and caregivers to complete the 
recent LC 2020 Global Patient Survey on Lymphomas and CLL. House 086 shared findings from the 2018 report and 
a published article based on the previous survey results to encourage participation.

House 086 received 3,240 responses to the LC 2020 GPS, 54% from patients and 46% from caregivers. This is a 
phenomenal result considering at the time the survey was open they were in the midst of the COVID-19 pandemic, 
with China being at the epicentre. 

From the results of the LC 2018 GPS, House 086 also understood that patients would urgently require direct and 
timely information and psychological support in relation to COVID-19. They built additional groups on WeChat 
focused on different information topics. Many expert physicians relied on House 086 to communicate with patients 
on hospital operation procedures and how treatment would be managed. Providing up-to-date clear information 
helped allay patient fears during the pandemic. 

House 086 is a powerful example of how patient experience data, reported effectively, can help change the narrative. 
Their experience highlights just how effective data can be in bringing forward the patient voice to influence both key 
opinion leaders and government, leading to positive change.

“ We emphasised that by participating in the Global Patient Survey, 
patients and caregivers had the opportunity to have their say identifying 
their needs around service improvement so we could make a real-world 
difference. We encouraged them to make a difference for themselves, 
their families and their community,” says Hongfei Gu, House 086 founder and leader.
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Priorities for 
Improvement

Advocacy  
Skill- 
Building

Evidence-
Based 
Advocacy

Information

Collaboration

Section 5 
Recommendations 
for Systematic 
Improvement Across 
APAC
This report clearly shows that while there are 
some promising actions being taken regarding 
improving the care and quality of life of 
patients with lymphoma, there are still large 
systemic gaps and there is still much to be 
done to achieve equity within the region.

We at Lymphoma Coalition firmly believe 
that if we, patient organisations, and other 
key stakeholders work together, we can 
jointly bring about positive change.

Change will take time. There are steps we can 
take now that, once successfully implemented, 
will act as a solid foundation for future activities 
in the region. Well-thought out, consistent 
effort over time will lead to improved healthcare 
systems and patient experience in APAC. 

The following are identified priorities and 
how we can help over the next year.

1

2

3

4
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1  Advocacy Skill-Building
It is clearly noted in this report that changes are needed to health 
systems to ensure equity in care. There are numerous ways for patient 
organisations to advocate for some of the most pressing issues for 
patients in the APAC region. Establishing new ways of working that  
give value to the voices of marginalised individuals and communities  
is needed. These people have valuable lived experiences that can,  
and should, inform issues that health providers are seeking to address.

Before this can happen, many patient organisations need to learn how 
to best use their voice and ongoing mentorship and support to ensure 
their voice is focused, amplified and aimed at the right audiences.

Rather than focusing solely on advocacy training, capacity building  
of patient organisations is also important. It is essential to look  
at sustainability, succession planning, strengthening governance,  
building expertise and the gathering and use of data. 

2  Evidence-Based Advocacy
Providing opportunities for those with lived experience to inform, 
influence and where possible engage in decision-making is essential.  
We have seen the power of harnessing this with the response mounted  
by House 086 in China and the critical role they have played. 

Whilst it is essential to have scientific evidence in 
making good health system decisions, it is equally 
valuable to include patient experience data. 

HTA is an example of where the patient voice can effectively be included, 
yet only New Zealand and Australia seem to include this perspective  
in their analysis. Considering the low uptake of new therapies in  
New Zealand, even if the patient voice is included it does not seem 
to be heard. Patient input on disease, quality of life, psychosocial and 
treatment impacts should be considered in decision-making. Cultural 
context is also key to understanding implications for patients.

Additionally, there are opportunities for patient organisations to partner 
with academics and clinicians for relevant research opportunities and 
to have credible patient experience data gathered and published.

Lymphoma Coalition  
proposes to:

•  Conduct detailed mapping 
and assessment of current 
policies and systems in each 
member country to fill in 
current gaps in knowledge.

•  Conduct readiness audits with 
each patient group to assess 
their ability to undertake 
meaningful advocacy. This 
data will be used to create 
a customised plan for 
how to address the most 
important advocacy issues.

•  Provide training and ongoing 
mentoring to members to 
enable them to build and action 
their advocacy plans 

Lymphoma Coalition  
proposes to:

•  Prepare reports using 
scientifically validated data 
from the LC 2020 GPS. These 
will include and compare 
global patient experience 
data, APAC regional data and 
six specific country reports 
based on a total of 3,022 
patient respondents and 1,723 
caregiver respondents. 

•  Train patient advocates on 
how to use patient experience 
data. This will include how 
to effectively use both 
qualitative and quantitative 
data for an evidence-based 
approach to advocacy. 
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3  Information
The 2018 LC GPS indicated a clear need for information and support 
regarding coping with the effects of a lymphoma diagnosis. 

There is a strong correlation between patients being adequately 
informed and feeling more confident with positive outcomes. 

Communication, education, and publicity are critical to decreasing  
cancer-related stigma, raising cancer awareness, and disseminating  
cancer education.

LC member patient organisations have proven effective methodologies 
for educating and supporting those affected by lymphomas. For instance, 
patient meetings with health professionals have proven an effective way 
to break down the stigma around cancer and ensure patients feel less 
alone. They bring people together in a united setting to discuss shared 
issues that could not be discussed elsewhere. Likewise, online forums, 
such as social media groups, provide a useful setting for patients to come 
together to share their experiences. Bringing patients together to share 
their experience helps reduce fear when they realise that others are 
undergoing the same difficulties. 

4  Collaboration 
The lack of regional bodies and cross-regional infrastructure to share 
resources, knowledge, and learnings on all aspects of patient care and 
treatment access is a major limitation. 

There are opportunities to collaborate with other regional APAC 
stakeholders with similar goals and needs.

These stakeholders include healthcare professionals, professional groups 
like the European Society for Medical Oncology (ESMO) Asia, other 
patient organisations and non-governmental organisations (NGOs). 
Together, more can be achieved.

Lymphoma Coalition  
proposes to:

•  Map regional stakeholders for 
relevance and willingness to partner 
for joint gain and shared value. 

•  Establish a multi-stakeholder 
lymphoma regional advisory 
board of influential clinical and 
patient leaders and academic 
institutions who are prepared to 
share ideas and knowledge and 
collaborate by bringing their 
voice to key platforms. 

•  Work with industry to highlight 
the importance of investing in this 
region and building capacity for 
patient groups. Regional industry 
sources have also indicated it 
would be beneficial to have 
more training on how to work 
effectively with patient groups.

Lymphoma Coalition  
proposes to:

•  Provide a platform for sharing 
best practices amongst 
member organisations. 
Learning from each other is 
invaluable in extending and 
improving local capacity.

•  Work with patient groups to 
develop medically validated, 
credible materials and toolkits 
on key issues raised by patients 
and caregivers in the LC 2020 
GPS or topical issues in the 
lymphoma community.
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Appendices 

Appendix 1  
Availability of Rituximab Biosimilars 
Across Nine Countries (and Special 
Administrative Region Hong Kong)  
in Asia-Pacific

Rituximab Biosimilar Availability 

Country
Biosimilar 

Truxima
(Tuxella, Rituzena, 
Ritemvia, Blitzma)

Biosimilar 
Rixathon

(Riximyo) 

Biosimilar 
Ruxience

Rituximab 
Biosimilar 
Hanlikang

(China)

Rituximab 
Biosimilar 

Acellbia
(Russia)

Rituximab 
Biosimilar 

Reditux 
(India)

Rituximab 
Biosimilar 

Mabtas 
(India)

Armenia

Australia

China

India*

Japan

New Zealand

Philippines

Republic 
of Korea

Singapore

Special 
Administrative 

Region of 
Hong Kong

Data as of March 2020

Key 
■■ Accessible defined as therapy being available to patient through public healthcare
■■ Therapy available through a special access program withing that country
■■ Therapy not available 
■■ No information found whether therapy is available for this subtype

*India has several other biosimilars 

35
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By-Country Details
Armenia  
Biosimilar Acellbia (Biocad, Russia) has regulatory 
approval. Reimbursement remains unclear. 

Australia 
Biosimilars Truxima (Cellitron, South Korea)  
and Rixathon (Sandoz) have regulatory approval and 
are on the Pharmaceutical Benefits Scheme (PBS) 
reimbursement list.

China 
Chinese biosimilar Hanlikang is approved and reimbursed. 
No evidence of other approved versions found.

India 
Biosimilars Acellbia (Biocad, Russia), Reditux 
(Dr. Reddy's Laboratories, India), Mabtas (Intas 
Pharmaceuticals, India) along with three others have 
regulatory approval. Currently, reimbursement of 
these are unclear. The reimbursement is set to be part 
of Ayushman Bharat PradhanMantri Jan ArogyaYojana 
(AB PM-JAY) health coverage once it is established. 

Japan  
Biosimilar Truxima is under Phase III study;  
Japan’s Ministry of Health always requires a new study 
before approval, even on globally-used therapies. 
Biosimilars Rixathon (Sandoz) and Ruxience (Pfizer) 
have regulatory approval and are reimbursed.

New Zealand  
Biosimilars Truxima (Cellitron, South Korea) and 
Rixathon (Sandoz) have regulatory approval, Rixathon 
(called Riximyo in New Zealand) is found on the 
reimbursement list. 

Philippines 
Biosimilar Truxima (Cellitron, South Korea) and Rixathon  
(Sandoz) have regulatory approval. Reimbursement 
remains unclear.

Singapore  
Biosimilar Truxima (Cellitron, South Korea) is available 
and is reimbursed through insurance.

Special Administrative Region of Hong Kong  
Biosimilars Truxima (Cellitron, South Korea) and 
Rixathon (Sandoz) have regulatory approval and are 
reimbursed through insurance.
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Appendix 2  
Countries Included in Regional Breakdowns -  
Patient Experience Data (LC 2018 GPS)

Rest of World n=1 % Rest of World n=1 %

Albania 1 0 Lithuania 46 1

Argentina 124 4 Luxembourg 1 0

Austria 6 0 Morocco 2 0

Belgium 31 1 Monaco 2 0

Bulgaria 184 6 Macedonia 1 0

Brazil 6 0 Martinique 1 0

Canada 181 5 Malta 1 0

Switzerland 52 2 Mexico 11 0

Chile 3 0 New Caledonia 1 0

Colombia 111 3 Netherlands 176 5

Curacao 1 0 Norway 3 0

Czech Republic 9 0 Peru 2 0

Germany 71 2 Poland 1 0

Denmark 5 0 Puerto Rico 1 0

Algeria 2 0 Portugal 7 0

Egypt 1 0 Reunion 1 0

Spain 20 1 Romania 3 0

Europe 3 0 Serbia 61 2

Finland 47 1 Saudi Arabia 1 0

France 469 14 Sweden 17 1

Great Britain 216 6 Slovenia 17 1

Guernsey 3 0 Slovakia 225 7

Greece 2 0 Senegal 1 0

Croatia 58 2 Turks and Caicos 1 0

Hungary 4 0 Tunisia 2 0

Ireland 3 0 Turkey 11 0

Israel 4 0 Uganda 1 0

Iraq 1 0 United States 897 27

Italy 165 5 Uruguay 2 0

Kenya 1 0 Mayotte 1 0

Kuwait 1 0 South Africa 50 2

Continued in next column Total 3332 100

Pacific n=1 %

Australia 253 61

New Zealand 164 39

Total 417 100

China n=1 %

China 2611 100

Total 2611 100

Asia n=1 %

Hong Kong 6 2

Indonesia 1 0

India 21 8

Japan 170 63

Mongolia 1 0

Macau 1 0

Malaysia 2 1

Philippines 7 3

Republic of Korea 52 19

Thailand 4 2

Total 271 100
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Appendix 3  
Key Lymphoma Statistics Across Nine Countries (and  
Special Administrative Region Hong Kong) in Asia-Pacific 

Country Population (2018)
GDP Per Capita 

(USD) (2017)
Health % GDP  

(2016)

Australia 23,470,145 50,400 9.3%

Armenia 3,038,217 9,500 9.9%

China 1,384,688,986 16,700 5.0%

India 1,296,834,042 7,200 3.7%

Japan 126,168,156 42,900 10.9%

New Zealand 4,545,627 39,000 9.2%

Philippines 105,893,381 8,400 4.4%

Republic of Korea 51,418,097 39,500 7.3%

Singapore 5,995,991 94,100 4.3%

Special Administrative 
Region of Hong Kong*

7,213,338 61,500 N/A

2018 Incidence (Per 100,000) Mortality (Per 100,000) 5-year Prevalence

Country Hodgkin Non-Hodgkin Hodgkin Non-Hodgkin Hodgkin Non-Hodgkin

Australia 2.6 14 0.18 2.9 11.6 46.1

Armenia 1.5 3 0.43 1.6 5.8 10.5

China 0.3 4.3 0.14 2.3 0.99 11.3

India 0.69 2.2 0.44 1.8 1.8 4.9

Japan 0.84 7.3 0.05 2.6 3.5 16.5

New Zealand 1.8 9.7 0.29 3.3 8 31.2

Philippines 0.46 4.3 0.23 2.5 1.4 8.9

Republic of Korea 0.53 8 0.08 2.1 2.2 19.1

Singapore 1 10.1 0.05 3.7 4.3 16.3

Special Administrative 
Region of Hong Kong*

N/A N/A N/A N/A N/A N/A

2018 Incidence Mortality 5-year Prevalence

Country Hodgkin Non-Hodgkin Hodgkin Non-Hodgkin Hodgkin Non-Hodgkin

Australia 734 6,039 81 1,653 3,169 18,848

Armenia 49 115 17 68 171 309

China 5,007 88,090 2,736 48,129 16,867 227,661

India 9,115 28,110 5,714 23,510 24,039 64,496

Japan 1,715 28,008 185 13,919 6,306 56,846

New Zealand 104 806 26 338 428 2,461

Philippines 491 3,836 220 28,085 1,541 9,442

Republic of Korea 340 6,485 71 2,096 1,382 15,025

Singapore 67 976 5 398 284 3,110

Special Administrative 
Region of Hong Kong*

N/A N/A N/A N/A N/A N/A

*Hong Data is included in China data. Sources: Incidence, Mortality, Prevalence data - International Agency for Research on Cancer. Population, 
GDP data - CIA World Factbook. Health Expenditure by GDP data - Worldbank       
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Glossary 
Health technology assessment (HTA): The systematic evaluation of properties, 
effects, and/or impacts of health technology. For decades, HTA been used to inform 
policy-making in many developed countries. In recent years, many governments 
around the world have struggled to control increasing healthcare spending. As such, 
there has been an increased demand to justify the value of new health technologies 
in order to support funding, coverage, and reimbursement decisions.

Lymphoma(s): Lymphoma is a cancer of lymphocytes, a type of white blood cell. 
Lymphocytes circulate in the body through a network referred to as the lymphatic 
system, which includes the bone marrow, spleen, thymus, and lymph nodes. The 
organs and vessels of the lymphatic system work together to help fight infections 
throughout the body. When lymphoma occurs, lymphocytes begin to grow and 
multiply uncontrollably.

National cancer control plan (NCCP): A public health programme designed to 
reduce the number of cancer cases and deaths and improve quality of life of cancer 
patients. Using available resources, this is achieved by implementing systematic, 
equitable and evidence-based strategies for prevention, early detection, diagnosis, 
treatment, and palliation. To be effectively implemented, NCCPs should be realistic, 
goal-orientated, and appropriately funded through a participatory process.

Non-communicable disease (NCD): Non-communicable diseases (NCDs),  
also known as chronic diseases, tend to be of long duration and are the result of  
a combination of genetic, physiological, environmental and behavioural factors. 
The main types of NCDs are cardiovascular diseases (heart attack, stroke), cancers, 
chronic respiratory diseases (chronic obstructive pulmonary disease, asthma)  
and diabetes.

Psychosocial: In medicine, having to do with the mental, emotional, social, and 
spiritual effects of a disease, such as cancer. Some of the psychosocial effects of 
cancer are changes in how a patient thinks, their feelings, moods, beliefs, ways of 
coping, and relationships with family, friends, and co-workers.

Universal health coverage (UHC): All people having access to the health services 
they need, when and where they need them, without financial hardship. UHC 
covers the full range of essential health services, including health promotion, health 
prevention, treatment, rehabilitation, and palliative care.

Weibo: “Weibo” (微博) means “micro blog” in Chinese. Launched by Sina 
Corporation in 2009, Sina Weibo or simply Weibo is a microblogging website and 
app which compares to Twitter and Instagram. With more than 300 million monthly 
active users, it is China's biggest social media platform after Tencent's WeChat.
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Let's all ensure patients with lymphoma have access to accurate information on their 
specific subtype, their treatment options – including clinical trials – and are involved 

in the decision-making process when determining the course of their treatments.

LymphomaCoalition.org

https://www.lymphomacoalition.org
https://www.facebook.com/lymphomacoalition
https://www.youtube.com/channel/UCE57wHy-ASR57HkbsbYSLKg
https://www.instagram.com/lymphomacoalition/
https://twitter.com/knowyournodes

