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Introduction
Southeast Asia has a population of over 680 million
people—approximately half the population of India and
twice the population of the United States—and is a re-
gion marked by rich and complex histories and cultures,
dynamic growth, and unique and evolving health chal-
lenges.1 Despite the momentum of economic develop-
ment, health inequalities persist. These inequities have
been aggravated since the COVID-19 pandemic, which
pushed millions further into poverty, possibly exacer-
bating health disparities, especially among populations
who suffer vulnerabilities.2 Particularly salient are the
challenges associated with providing adequate care for
people with cancer, a leading cause of morbidity and

mortality in the region.1,2 Cancer incidence and mor-
tality in the region are projected to rise in the coming
decades, given population growth and rapidly changing
socioeconomic and geopolitical factors, as well as a host
of interrelated and dynamic environmental, behavioral,
and occupational risk factors.1–3

Large epidemiologic studies have demonstrated
differences among Southeast Asian countries in
terms of cancer incidence and mortality.3 Epidemio-
logic patterns can be attributed to variations in com-
plex risk factors, access to screening and cancer care,
and likely genetic predisposition.1–3 However, these
differences also underscore that within each country
exist richly diverse populations that experience dis-
parities in cancer risk, screening, care access, out-
comes, and survivorship in ways that require further
examination. We draw attention to disparities in
cancer in Southeast Asian countries. We highlight the
need to study cancer disparities affecting minoritised
groups in Southeast Asia—not only along lines of
race/ethnicity, but also people minoritised along lines
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of sex/gender, socioeconomic status, religion, geog-
raphy, and others.

We highlight the intersectionality of elements of an
individual’s identity. Intersectionality, developed by
critical race theorist Professor Kimberlé Crenshaw in
1989, is an analytic framework borne out of Black
American feminist scholarship, that examines how a
person’s sociopolitical identities lead to disparate bal-
ances of privilege and discrimination.4 An intersectional
approach would demonstrate that an individual or a
community does not only experience economic poverty
as the sole barrier to improved health; such an approach
would examine how other identities such as religion or
immigration status affect access to care. These different
social determinants of health are not mutually exclusive;
their interrelationships are complex, with consequences
for health.5 We leverage the intersectional approach,
which parallels the inherently syncretic cultures and
histories of Southeast Asian nations, and explore how
these identities impact access to cancer care. Meaning-
ful cancer research focusing on peoples of Southeast
Asia could present many opportunities for intervention
and improvement.

Intersecting disparities
Geographic and socioeconomic disparities
The geography of many countries in Southeast Asia
remains heterogeneous, posing significant barriers to
the delivery of surgery, radiation, and systemic therapy.
From the Philippine and Indonesian archipelagos to the
hilly and mountainous Laos PDR and Vietnam, health-
care resources, cancer treatment centers, and cancer
registry data are often concentrated in large, urbanized
cities, with far less access in remote and/or rural areas.6

In 2017, the 146 cities among 81 provinces of the
Philippines shared only 40 linear accelerators, 22 of
which were found in metropolitan Manila, with the rest
in a small number of major cities.7 Furthermore, the
only established population-based cancer registries that
serve the Philippines also only cover a small number of
areas, leaving gaps of knowledge concerning other
smaller cities, provinces, and regions in the country.

In Lao PDR, cancer treatment is limited to the extent
that many patients travel to neighboring Thailand for
care; among these patients, half may present with
metastatic disease.8 In Malaysia in 2017, there were only
117 oncologists for a population of 32 million; Sarawak,
the largest state in Malaysia by geographical size, had
only six oncologists for a population of 2.5 million.9 In
much of Southeast Asia, many provinces still lack fa-
cilities for radiotherapy, with few patients from these
areas able to meet the costs of treatment in major
cities.1,7

This pattern reflects the broader tendency of already
scarce health services to gravitate toward urban and
affluent areas in mixed public-private health systems, as

are prevalent in Southeast Asia.1,6,7 Additionally, for
many populations in the region, inadequate Internet
connectivity and low availability of mobile healthcare
delivery services hamper efforts to deliver quality ser-
vices to the population in rural and remote areas. Many
patients who need to traverse bodies of water or
mountain ranges to access cancer care are unlikely to
access adequate cancer care, if at all.

Minority racial and ethnic groups
Worse health outcomes have historically been observed
among many minority racial and ethnic groups and
indigenous peoples within Southeast Asia. The life ex-
pectancies of people from groups such as the Moro in
the Philippines’ Autonomous Region of Muslim Mind-
anao, the Orang Asli in Malaysia, and the Rohingya in
Myanmar are significantly lower than those of the ma-
jority groups. In Malaysia, the Orang Asli, considered
one of the country’s Aboriginal groups, experience life
expectancies almost 20 years shorter than the majority
ethnic groups, due to a complex mix of poverty and lack
of access to care.10 The Rohingya people of Myanmar
similarly face severely limited access to healthcare, and
primarily receive healthcare from humanitarian
agencies—efforts that are drastically limited by political
pressure.11 A study from Singapore and Malaysia
examined cancer outcomes amongst over 5000 patients
diagnosed with breast cancer. Compared with people of
Chinese ethnicity, individuals with Malay ethnicity were
found to have increased risk of all-cause mortality.12

Indeed, many members of these minoritised groups
live in geographic regions with limited access to
healthcare, underscoring the intersection of geography
and race/ethnicity. Although much more needs to be
learned about cancer disparities for many minority
ethnic groups, we can infer that these populations also
suffer from poor cancer care access.

Sex and gender minorities
Although relatively little is known about cancer dispar-
ities among people minoritised on lines of sex and
gender in Southeast Asia, evidence from other aspects
of healthcare suggests that these groups exhibit diverse
epidemiology of disease and often experience poor ac-
cess to healthcare.13 Sexual minorities in Southeast Asia
often face societal stigma: homosexuality is currently
criminalized in countries (or regions of countries) such
as Indonesia and Malaysia. In Thailand, individuals who
identify as Kathoey (transgender), often experience poor
access to medical care because of the stigma associated
with their gender identity.14 These groups are at
high risk for oncogenic sexually-transmitted infections
(i.e. HPV, hepatitis B, hepatitis C).15 One study of men
who have sex with men and transgender women in
Indonesia, Thailand, and Malaysia found that over half
(and over three quarters of those with comorbid HIV)
tested positive for anal high-risk HPV, putting them at
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risk for related cancers.15 Scant data also suggest high
rates of HIV and other oncogenic infections in trans-
gender women, although exclusion of transgender
populations in research remains prevalent.13,15 Due to
epidemiologic variations, differential access to screening
and treatment, and both covert and overt discrimination,
sexual and gender minority groups in the region suffer
disparities in cancer care. Further work must explore
cancer care delivery for sex and gender minorities in
Southeast Asia, and importantly, must develop strate-
gies to mitigate these disparities.

Disparities across religious lines
Different religious groups—recognizing that religion,
culture, ethnicity, and geography are often deeply
intertwined—also often experience cancer disparities.
For example, Muslim Thai women with breast cancer
were found to have lower survival than their Buddhist
Thai counterparts.16 In addition to socioeconomic bar-
riers to care, factors such as differential awareness of
screening methods, fatalistic beliefs, and health literacy
influence access.16 Healthcare disparities associated with
religion may also be partly mediated by preferences
among some groups for faith healers (e.g., the Philip-
pine albularyo or the Cambodian kru borameï) over
modern cancer therapy and its side effects.17 A study in
Myanmar found that patients are often open to the
receipt of palliative care if conducted in conjunction
with their appropriate spiritual and religious traditions.18

Possibly linked with the role of traditional belief systems
in medicine is the use of complementary and alternative
medicine in the region.17 Although decisions to pursue
complementary and alternative medicine for cancer may
stem from cultural and religious preferences, inequi-
table access to care, disparate health literacy, and
devastating costs of care may all similarly contribute,
leading to delayed diagnosis and up-staging of tumors.17

Work is needed to understand how religious and cul-
tural belief systems can be leveraged to improve access
to cancer care.

Differences in immigration histories
Different racial groups and immigrant communities in
wealthier Asian economies such as those of Malaysia,
Singapore, and Hong Kong also face cancer care in-
equities. For instance, South Asian minority ethnic
groups in Hong Kong have been shown to have lower
rates of cancer screening; underlying reasons likely
include systemic barriers to access, health literacy, and
perceptions of preventive healthcare.19 Older immigrant
communities in Malaysia also demonstrate cancer dis-
parities: their epidemiologic studies demonstrated that
Chinese, Malay, or Indian ethnicity is independently
associated with rates of prostate cancer.20 In Singapore,
the Malay community was shown to have a lower like-
lihood of cancer screening compared to the ethnic
Chinese population in the country. Moreover, studies

have also recognized that the city-state’s migrant
workers, who comprise one fifth of the population,
experience barriers to accessing general healthcare
which in turn hinders access to cancer care.21

An amalgam of sociological and possibly biological
factors likely underlies these disparities, highlighting
that cancer disparities exist among people in the same
country with different ancestral and sociocultural
backgrounds.

System-wide variables
These disparities are compounded by the largely out-of-
pocket payment systems that account for the majority of
healthcare expenditure in Southeast Asia, further dis-
advantaging already minoritized groups.22 Despite gov-
ernment efforts to redistribute healthcare access and
financing to those in need, inequity remains rife when
such programs are inaccessible to the most marginal-
ized communities. A review of Philippine health sector
performance found that affluent patients are better able
to avail of social health insurance than poorer patients.23

Similarly, in Malaysia, despite increased healthcare
expenditure of RM23.3 billion in 2015 to RM29 billion
in 2020 by the Ministry of Health, public healthcare
facilities and services in urban areas are still inadequate
to meet the health needs of the population, particularly
for low-income households.9 And even in Vietnam
where 80% of cancer services are covered by health in-
surance, high costs of treatment still pushed a third of
households into poverty.24

Scarce healthcare resources further lower accessi-
bility, which may drive up demand and subsequently,
out-of-pocket costs. Although there is nearly universal
access to radiotherapy for patients in Brunei and
Singapore, estimates of radiotherapy availability suggest
that less than half the required radiation fractions are
available in Cambodia, Indonesia, Laos, Myanmar,
Philippines, Timor-Leste, and Vietnam.25 In the
Philippines, an additional 15 linear accelerators are
needed in metropolitan Manila alone, and more than
150 nationally, just to meet the demand for radio-
therapy.7 The experience of these disparities in access to
cancer care are likely magnified among people who
belong to multiple disadvantaged groups.

Evidence that supports the persistence of cancer
disparities within Southeast Asian nations, particularly
those affecting minoritised groups, underscore our call
to action.

Call to action
First, it is important to recognize and study diversity
within these countries. Disparities are intersectional,
crossing lines not only of race/ethnicity, religion, sex
and gender identity, but also of geography, language,
and ancestry. Within Southeast Asian nations, socio-
demographic factors and genetic ancestry interact in
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complex ways to produce disparities, much in the way
that cancer disparities are complex in etiology in other
parts of the world.26 Recognizing and uplifting voices of
these diverse groups in research, clinical practice, and
health policy are critical.

Second, given the general lack of data on cancer
disparities in Southeast Asia, work is needed to study
these disparities further. Research dedicated to the
study of cancer outcomes among marginalized and
minoritized groups may reveal nuances underlying the
unique challenges of delivering cancer care in Southeast
Asia and importantly, how best to address them. Studies
examining cancer disparities in neighboring Asian
countries have begun to elucidate risk factors that may
be amenable to public health interventions.12,13,20,22 What
we glean from the mechanisms underlying these dis-
parities, in conversation with discoveries from other
countries, may point towards ways to improve cancer
equity globally. Importantly, health services and dis-
parities research must promote the voices of those who
know and work in the local setting.1 Moreover, sampling
for research within and among these countries would
benefit greatly from nationally representative datasets
and more granular data. Strong regional collaborations
are needed to improve cancer surveillance, to share best
practices, and to further our understanding of how to
mitigate complex cancer disparities.

Lastly, these findings must be translated into action.
Partnership with medicine, academia, community
leaders, religious leaders, the private sector, and poli-
cymakers should prioritize the mitigation of cancer
disparities, throughout the continuum of cancer care.
Efforts are needed to increase awareness about modifi-
able risk factors (e.g., alcohol and tobacco use), to
encourage screening, and to facilitate access to timely
and high-quality care, while decreasing the risk of
financial toxicity. Comprehensive cancer centers and
academic medical centers in the region should expand
focus to disadvantaged populations.27 Efforts are needed
to strengthen primary care and local health systems; in
the Philippines, for example, strengthening barangay
health centers, the first point of contact between patients
and healthcare, may improve access to early detection.
Equitable care should go beyond the clinic, and should
consider culture, sexual/gender identity, religion, so-
cioeconomic status, geography, which contribute in
myriad ways to persistent inequities. It is through a lens
cognizant of the intersectionality of the cancer dispar-
ities experienced by patients that these disparities might
be mitigated.

The work has begun. As of July 2023, Singapore has
required employers to provide medical insurance for
migrant workers, a landmark move that emerged from
extensive cross-sectoral efforts to promote health equity.
This step is evidence not just of the importance of
promoting health access for individual minoritized
based on migration status, but also evidence for the

value of work involving migrant worker advocacy orga-
nizations, non-governmental organizations, and policy-
makers, to effect concrete policy change. In the
Philippines, the National Integrated Cancer Control Act
of 2019 explicitly provides for the creation of compre-
hensive cancer centers throughout the country as
public-private partnerships, implicitly seeking cross-
subsidy across socioeconomic strata and risk transfer
across sectors to effect redistribution of access to
specialist care.28 Myanmar elected to participate in the
City Cancer Challenge, a global initiative aimed to
strengthen cancer care in low-to middle income coun-
tries through locally developed solutions. This process
engages and supports leaders of the city of Yangon to
lead and develop their own unique city-wide changes to
meet the needs of cancer patients, families and care-
givers, and healthcare providers.29

In Malaysia, interventions such as the Beat Prostate
Cancer campaign were initiated to educate the public
about prostate cancer screening through mass media
and social media; to empower general practitioners to
support early detection of prostate cancer; and to pro-
vide prostate-specific antigen testing to community
members, especially to the underprivileged, in part-
nership with various community organizations. In
Thailand, the Ministry of Public Health together with
the National Health Security Office initiated the
“Cancer Anywhere” project to effectively ensure cancer
patients access to multimodality cancer treatments,
focusing on individuals with limited access due to ge-
ography or rural status. This project allows patients
with cancer under the Universal Coverage Scheme to
request treatment at any public hospital regardless of
their registry hospitals—an innovation completing the
Thai National Cancer Control Program, which aims to
set policies acting on the need for cancer care around
the country.30

While significant strides have been made, there is
still a long way to go. Cancer affects all social strata,
such that research studying inequities in cancer care—
and their potential solutions—is broadly applicable to
healthcare system strengthening. Beyond merely
identifying gaps in access, the work must spotlight and
learn from best practices among Southeast Asian na-
tions, and encourage regional collaboration and ex-
change. These insights not only have the potential to
advance cancer care but also contribute to fostering
health equity in the region and on a global scale.
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