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@ Abstract

PALLIATIVE CARE ATLAS OF THE AMERICAS 2025

Introduction

Palliative care (PC)is akey com-
ponent of universal health cover-

age (UHC), asit alleviates serious
health-related suffering (SHS) and
improves quality of life. In the Amer-
icas, however, PCintegration and
accessremain limited and highly
unequal, despite an estimated 2,9 mil-
lion people, including 110,000 chil-
dren, requiring PC annually. Evaluat-
ing PC development across the region
provides critical insight into the
capacity of national health systemsto
respond equitably to these needs.

Objectives

This Atlas aims to describe the cur-
rent state of PCin the Americas,
focusing on health policies, integra-
tioninto health systems, pediatric
services, professional training, access
to opioids and essential medicines,
research development, and commu-
nity engagement. The ultimate goal
istoidentify gaps, support advoca-
cy efforts, and promote the inclusion
of PCwithin UHC benefit packages
across theregion.

Methodology

The methodology for this project was
refined from previous editions and
followed several steps. First, Build-
ing Networks of National Informants
involved forming a network of con-
sultants from key organizationslike
national PC associations and experi-
enced in-country informants. Consul-
tants were selected based on expertise
in PCand validated the data gathered.
Second, the set of WHO indicators
was adapted to the American con-
text through an international work-
shop held in Colombia (only for Latin
American countries). Third, data col-
lection through the E-Course utilized
afreeonline course accredited by the
University of Navarra, where consul-
tants completed modules that intro-
duced PC development dimensions
and indicators, providing figures and
narrative justifications and support-
ing documents for their responses.
The fourth step, analysis, involved

conciliation (compiling and harmo-
nizingin ATLANTES the diverse data
from consultants with available lit-
erature to create countryreports),
validation (incorporating quantita-
tive and qualitative data validated by
the consultantsin one single country
report per country), and endorsement
ofvalidated reports by the national PC
associations (when existing). Finally,
acomparative analysis was conduct-
ed toidentify regional trends and gaps
presented in this Palliative Care Atlas
of the Americas, 2025.

Results

Atotal of 274 national key informants
were contacted, of whom 141 partic-
ipatedinthe study:132 completed
the e-course and served as national
consultants (76.5% female), and fif-
teen contributed through surveys or
country report review. Most coun-
tries had two or more contributors
(average: 4.6;range:1to 28). Reports
were validated in 32 of 35 countries
(91.4%), and 18 of the 23 countries
with national PC associations for-
mally endorsed their reports. In
Uruguay, Costa Rica, and Peru, the
Ministry of Health also officially sup-
ported the process and results. Only
three countries, Suriname, Saint Kitts
and Nevis, and Saint Vincent and the
Grenadines, did not submit complete
data; their reports were reconstructed
usingliterature and Al tools.

Community engagement is active
in more than 30 countries, with
national PC associations operating
in 23 of them. Only three countries,
Chile, Uruguay, and the United States,
have adopted a national policy on
advance care planning.

The study identified 10,526 special-
ized PCservices across the Ameri-
cas(2,865in Latin Americaand 7,627
in North America), with aregion-
al median of 0.33/average of 0.70
services per 100,000 inhabitants.
Pediatric PC services were reported
in 22 countries, totaling 375. Only 10
countries (28.5%) include PCin their
General Health Law as a guaranteed
primary care service. Fourteen coun-

tries have national PClaws or strate-
gies, and 19 othersincorporate PCinto
broader health plans. Only five coun-
triesreport awell-defined coordinat-
ing authority within the Ministry of
Health, and eight have partial struc-
tures. In total, twelve countries have
enacted specific PClaws.

In 20 out of 35 countries, PCis not
mandatory for medical students.
Trinidad and Tobago is the only coun-
try where all medical and nursing stu-
dents receive mandatory PCtraining,
although this applies to a single uni-
versity and nursing school. In addi-
tion, 13 countries offer official medical
specialization, and 6 provide other
recognized diplomas or certifications.

Researchremainslimited: only 15
countries hold regular national PC
conferences, and just Canada and
the United Statesreport very high
levels of PC-related scientific output.

Access toessential PC medicines
at the primary carelevel is inconsis-
tent and often limited, particularly in
rural areas, despite theirinclusionin
national formularies in many coun-
tries. Only 8 of 35 countries report
urban availability of essential PC
medicines at primary care centers,
and just 5 of 35 report urban availabil-
ity ofimmediate-release oral mor-
phine at this level. Opioid consump-
tion, measured in S-DDD per million
inhabitants/day, ranged from 17in
Venezuelato 18,178 in the United
States, with subregional averag-
esof428.3inLatin America,171.3in
the Caribbean, and 15,431in North
America, reflecting deep inequalities.
In Peru, Ecuador, and El Salvador, key
formulations such as oral liquid mor-
phine remain unavailable.
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@ Foreword

EduardoBruera

MD, FT McGraw Chair in the Treatment of Cancer
Chair, Department of Palliative, Rehabilitation,

& Integrative Medicine

UT MD Anderson Cancer Center

An Atlas for Hope
and Change

odern palliative care developed
through the1960sin the United King-
dom. Small Community based and
funded programs were established to
deliver person centered care to patients
suffering with progressive incurable
diseases. This model of care demonstrated spectacular
results in reducing unnecessary suffering close to the end
oflife,and rapidly became a global movement.

Major hospitals, universities and healthcare organi-
zations were mainly focused on developing programs
for diseases rather than patients, and the recognition
and support for palliative care has been slow and limited
worldwide. While many disciplines of health care such
asintensive care, emergency care, and even oncology are
considerably younger than palliative care, those disci-
plines emerged within the existing mainstream clinical
and academic healthcare and therefore the necessary
structures, processes, and outcomes were rapidly estab-
lished and funded for these new disciplines. Palliative
care teams have received much less support and, asa
result, patients globally continue to have minimal access
to care, and clinical teams frequently experience burnout
related to very difficult working conditions.

Within this context, advocacy by clinical teams and
community organizationsis essential for the survival
and growth of our field. However, the first main request
for those who make proposals for new or enlarged pro-
grams, is to provide data. Until today, such data was large-
ly unavailable.

The Atlantes team and the University of Navarra have
made an enormous contribution to the progress of pal-
liative care in the Americas. This great effort for the first

time provides reliable and comparable data on the “state
oftheart” of palliative care in each country:.

Theinformation is provided in a user-friendly format
for rapid understanding by those who are less familiar
with palliative care, and it covers all the main aspects of
program development.

sobering lesson for those of us who have beenin
A this field for more than 40 years, is the enormous

level of unrelieved suffering on our continent.
However, the Atlas provides reasons for great hope and
emphasizes that the development of palliative care pro-
gramsis only partially related to the socio-economiclevel
of nations, and that enlightened leaders in some nations
with limited resources have been successful at reducing
unnecessary suffering close to the end of life.

This Atlas will encourage networking and dialogue
among teams from different nations, and it will empower
palliative care teams to demand the same level of atten-
tionasother areas of health care.

Martin Luther King, in his “Letters from Alabama”, from
aprisonthere, wrote that “in a segregated society, the seg-
regator (organized disease-oriented establishment) has
afalse sense of superiority, and the segregated (pallia-
tive care teams) a false sense of inferiority”. This Atlasis a
powerful tool for change: Carpe diem! @
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PaolaRuiz
President of the Latin American Association
for Palliative Care (ALCP)

Building Palliative Care
inthe Americas

he advancement of palliative care in Latin

Americahasbeen asustained and chal-

lenging process, in which many individ-

uals and institutions have worked—often

against the tide—to bring visibility to and

strengthen this essential dimension of
healthcare.

The cultural, political, social, and legislative particu-
larities of each country have shaped a diverse and, at the
same time, enriching path. Although progress has been
uneven across nations, this journey has clearly demon-
strated that regional and international cooperation, col-
laborative networks, and the willingness to learn from
shared experiences are key tools in building comprehen-
sive, accessible, and high-quality palliative care through-
outthe Americas.

Asaresult of thisjoint effort, and in coordination with
other regions of the world—particularly Spain—we suc-
ceeded in applying the World Health Organization (WHO)
methodology to obtain critical data on the current state of
palliative carein the Americas. Thisinformation serves as
astrategicroadmap, guiding us in understanding where
we stand and what actions must be prioritized to advance
the effective integration of palliative care within health
systems.

ciation for Palliative Care (ALCP),and as a Latin

American deeply convinced that palliative careis
an essential expression of humanized and ethical medi-
cal practice and interdisciplinary health work, I hope that
this Atlas of Palliative Care of the Americas 2025, devel-
oped according tointernational standards, becomes a

F rom the presidency of the Latin American Asso-

lasting resource for strengthening a wide range of initia-
tives, programs, and policies across the region.

Moreover, the data presented in the Atlas will nourish
and strengthen the Latin American Palliative Care Obser-
vatory, a strategicinitiative for the continuous monitor-
ing of the field’s development in our countries.

We will continue moving forward—with data, commit-
ment, and a shared vision of a future in which avoidable
suffering can be relieved with humanity, science, and
compassion. @
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@ Note from the authors

Evaluating the development of PCin countries provides
avitallens through which to assess the capacity of health
systems to address the multifaceted needs of individuals
experiencing SHS. PCrepresents a cornerstone of UHC by
focusing on alleviating suffering and improving quality
oflife, yetitsintegration and accessibility remain uneven
acrossregions.

To accomplish athorough evaluation, it wasimperative
toidentifyreliableindicators and methodologies capable
of monitoring the breadth and impact of health policies
on PC service provision. Thisincludes measuring the inte-
gration of these services into broader health systems, the
availability of PPC, the development of undergraduate pro-
fessional training programs, the accessibility and appro-
priate use of opioids and essential palliative medicines,
and the empowerment of individuals and communities
who benefit from these resources. These indicators serve
astoolsforanalysis and reflect health systems’ commit-
ment to equity and inclusivityin care delivery.

This publicationis the first edition of the Palliative Care
Atlas of the Americas, alandmark achievement that, for
thefirst time, shedslight on the current state and historic
trends of PCin the countries and territories of the Ameri-
cas—including North, Central, and South Americaand the
Caribbean. The project was coordinated with the engage-
ment of the WHO Geneva headquarters and follow-up
of PAHO, alongside valuable collaboration from various
stakeholders. The extensive data collection process aimed
to compile actionable insights and define evidence-based
strategies to enhance the study’simpact, fostering advoca-
cy efforts for the comprehensive inclusion of PC servicesin
UHC frameworks and health benefits packages across the
region.

The ATLANTES Global Observatory of Palliative Care,
based at the University of Navarra, played a pivotal role
in designing the evaluation process and compiling this
report. This Atlas offers a unique and indispensable tool for
understanding PC development in the American region by
systematically assessing resources, strengths, and oppor-
tunities. The insights from the selected indicators provide
decision-makers with essential information to prioritize
healthcare needs, address policy gaps, allocate resources
effectively, and strengthen healthcare activities.

Beyond supporting decision-making, measurement
alsodrivesimprovement. By standardizing and tracking
indicators, we can elevate the quality of PC services, raise
awareness about theirimportance, mobilize essential
resources, and foster greater transparency. All these efforts
align with global UHC objectives, significantly reducing
health inequities and improving access to care for vulnera-
ble populations. Theindicators proposed in this report not
only serve as benchmarks for progress but also hold the
potential to align with global PHC measurement frame-
works, enriching national and regional health planning
efforts.

Thereport is structured to provide a detailed analysis
and practical tools for action. The first section offers a com-
prehensive overview of each PC component, presenting
comparative data to highlight existing gaps and opportu-
nities forimprovement in the short term. Country compar-
isons facilitate benchmarking, helping policymakers and
stakeholders draw meaningful conclusionsto guide future
initiatives. In the second section, infographics are featured
foreach countryand area, serving as visually engaging
toolsto support decision-making, promote innovative
approaches, and strengthen advocacy for PCintegration.

“This publicationis the first
edition of the Palliative
CareAtlas of the Americas,
alandmarkachievement
that, forthe firsttime, sheds
lightonthe current stateand
historic trends of PCinthe
countries and territories of the
Americas—including North,
Central,and South America
andthe Caribbean”
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@ Note from the authors

Thework encapsulated in this Atlas reflects a collabora-
tiveand multidisciplinary effort. It establishes a baseline
for developing aregional PC monitoring system, enabling
periodic evaluations to track progress. The 35 country-spe-
cificdatain this publication result from meticulous data
collection, drawing from available literature, contribu-
tions from national leaders and consultants, and consul-
tations with PAHO country offices, the Latin American

Universidad
de Navarra | #

Association of Palliative Care, and National Associations
of Palliative Care. These efforts ensured depth and con-
textual accuracy, with findings reviewed and endorsed by
key stakeholders. Each country’s report will be present-
edinthe official language of the corresponding country—
English for English-speaking countries and Spanish for
Spanish-speaking countries—except for Brazil, whose
report will be presented in Spanish. @

ATLANTES Global Observatory of Palliative Care: Juan José Pons, Alvaro Montero, Fernanda Bastos, Daniela Suarez, Vilma Tri-
podoro, Laura Monzdn Llamas, Carlos Centeno, Eduardo Garralda, and Jesus Lépez Fidalgo (from left to right).
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@ Network of collaborators

Onbehalfofthe project team and their supporting insti-
tutions, we express our gratitude to the organizations,
institutions, associations, and professionals who made
this project possible by contributing valuable time to
provide information, feedback, and support. The follow-
ingindividuals participated in the training process and
completed the survey as consultants, providing essential
information on the development of palliative care in their
respective countries and territories. A potential network of
American informantswas built with around 32 in-country
informants, most of whom had participated in a variety of

publications, including previous Latin American atlases.
Intotal, despite failing to find informantsin three coun-
tries (where reports were built based on Al tools and avail-
ableliterature), 141 in-country experts participated inthe
study: 132 completed the accredited online e-course, and 15
completed the e-survey or revised the documents. In addi-
tion,in 2023, during a summit organized by the ALCP, Lat-
in American national associations expressed their support
and commitment to advancing the regional evaluationin
alignment with the WHO framework. The attending presi-
dentsarelistedin Table2. @

TABLE 1. Collaborators who participated as key informants for theirrespective
countries/territories and country’s representatives

Country Name Organisation
NORTH AMERICA
United States Sean Morrison American Academy of Hospice & Palliative Medicine

Kristina Newport

American Academy of Hospice & Palliative Medicine

Stephen Connor Worldwide Hospice and Palliative Care Alliance
Leonie Herx University of Calgary, Alberta.
Canada Ebru Kaya University Health Network / Princess Margaret Cancer

Centre, Toronto, Ontario

David Henderson

Nova Scotia Health Authority, Halifax, Nueva Escocia.

Jose Pereira

Pallium Canada

CARIBBEAN
Antigua and Barbuda Cherie Tulloch The Cervical Cancer Elimination Programme, The Ministry
of Health, Wellness, and the Environment
Bahamas Margo Munroe Princess Margaret Hospital
Barbados Natalie Greaves Department of Clinical and Health Sciences, The Faculty of
Medical Sciences, The University of the West Indies
Nekeisha Griffith Barbados Association of Palliative Care
Shannon Carrington Carrington Medical
Belize Ramon Yacab Belize Hospice Palliative Care Foundation
Dominica Priscilla Prevost East Caribbean Conference of Seventh-day Adventists /
Dominica Nurses Association/ Dominica Diabetes Association
Grenada Christine Childs Spice Residential Care Facility Inc
Guyana Bibi Salim Beacon Foundation Domiciliary Hospice Care
Sheba Thomas Beacon Foundation
Teshauna Bollers Ministry of Health
Haiti Pascale Yola Gassant Nos Petits Freres et Soeurs/Hopital Saint-Damien
Regine Roche SOHAD (Haitian Society for Pain Training and Manage-
ment), HUEH (Haiti State University Hospital), UEH (State
University of Haiti)
Jamaica Dingle Spence University of the West Indies
Patrick Jason Toppin University of the West Indies
St. Lucia Jeaneen Payne M-CARE Medical Clinic
Jenalyn Joseph M-CARE Medical Clinic

PALLIATIVE CARE ATLAS OF THE AMERICAS 2025

17




PRESENTATION

@ Network of collaborators

Country Name Organisation
Trinidad & Tobago Chelsea Garcia LivHealth
Karen Cox Caura Palliative Care Unit
Nicholas Jennings Caura Palliative Care Unit
Stacey Chamely LivHealth
LATIN AMERICA
Argentina Andrea Conte Hospital Zonal Bariloche, Rio Negro.
Diego Candelmi Clinica Universidad de Navarra
Jose Miguel Calero Carrefio Centro Gallego Buenos Aires
Rut Kiman Instituto Pallium Latinoamérica
Sofia Bunge Programa Argentino de Medicina Paliativa
Fundacion FEMEBA (PAMP-FF)
Bolivia Alejandra Covarrubias Instituto Oncolégico del Oriente Bolivia
Ana Maria Maldonado Bakovi¢ Caja Petrolera de Salud
Brenda Taboada Ovando Caja Petrolera de Salud
Javier Mufioz Fundacién sembrando esperanza
Lorena Natividad Medina Torres Humanizar la Salud Bolivia
Marcela Lépez Osio Humanizar la Salud Bolivia
Maria Gabriela Rodriguez Garnica Fundacién sembrando esperanza
Mirna Garcia Burgoa Universidad del Valle
Brazil Amirah Adnan Salman Instituto Premier
Julieta Fripp Zilah Fripp e Mario Fripp
Lorena Agrizzi Universidade do Estado do Pard
Manuela Salman Samir Maciel Salman  Instituto Premier
Maria Pérez Soares D’ Alessandro Hospital Sirio Libanés
Ménica Da Silva Marinho Frente Paliativistas
Rodrigo Kappel Castilho Academia Nacional de Cuidados Paliativos
Samir Salman Instituto Premier
Danielle Soler Lopes Academia Nacional de Cuidados Paliativos
Chile Alfredo Rodriguez-Nufiez Pontificia Universidad Catolica de Chile
Carolina Valdebenito Torres Sociedad Médica Cuidados Paliativos Chile
Claudio Robles Tapia Atencion Domiciliaria SpA
Dayane Kopfer Jensen Hospital La Serena
Harry Macias Unidad de Cuidados Paliativos en Institucion privada
Pilar Bonati Atencion Domiciliaria SpA
Colombia Juan Esteban Correa-Morales Universidad de La Sabana
Maria Alejandra Umbacia Parra Universidad de La Sabana
Maria Isabel Cuervo Suarez Fundacién Valle de Lili
Nidia Mantilla Manosalva Especialista Cuidado Paliativo y Medicina del Dolor
Santiago Guadarrama Vega Universidad de La Sabana
CostaRica Adriana Osorio Former president of the Costa Rica National Council of PC
Carlos Fernando Acuria Aguilar Universidad Santa Paula
Maria Auxiliadora Brenes Fernandez Caja Costarricense de Seguro Social
Cuba Celita Celada Cifuentes Grupo especial de trabajo de cuidados paliativos

Maria del Carmen Llantd Abreu

Instituto de Oncologia y Radiobiologia

Mariuska Forteza Saez

Instituto de Oncologia y Radiobiologia
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@ Network of collaborators

Country Name Organisation
Dominican Republic Angela Isabel Marmolejos Dumé Oncoserv Santo Domingo
Bethania Martinez Asociacion Dominicana para el Estudio y Tratamiento del
Dolory CP (ADETDYCP)
Brelin Maria Hernandez Tupete Asociacion Latinoamericana de Cuidados Paliativos
Gloria Castillo Instituto Nacional del Cdncer Rosa Emilia Sdnchez Pérez
de Tavares
Ecuador Patricia Bonilla Universidad Técnica Particular de Loja
Adriana Elizabeth Estrella Lima SOLCA-Sociedad de Lucha contra el Cdncer
Andrea Carolina Villao Recalde SOLCA-Sociedad de Lucha contra el Cancer
Cristina Colcha Gonzalez SOLCA-Sociedad de Lucha contra el Cdncer
Mariano Fabricio Morales Baidal IESS Hospital de Especialidades Teodoro Maldonado Carbo
Mariana Vallejo Martinez SOLCA Matriz
Marjorie Castro Holguin SOLCA-Sociedad de Lucha contra el Cancer
Fausto Gady Torres Toala Suportamed
Francisco Torres C. SOLCA-Sociedad de Lucha contra el Céncer
Gianella marcela Avila alcivar SOLCA-Sociedad de Lucha contra el Cancer
Héctor Leon SOLCA-Sociedad de Lucha contra el Cdncer
Jacqueline Elizabeth Heras Solis SOLCA-Sociedad de Lucha contra el Cancer
Jeniffer Elizabeth Baque Hidalgo Hospital de Especialidades Portoviejo
Jenny Vela Chulde Hospital Especialidades Carlos Andrade Marin
Katiuska Figueredo Villa Universidad Nacional de Chimborazo
Luis Marcelo Delgado Saldarriaga SOLCA-Sociedad de Lucha contra el Cancer
Maria Cervantes SOLCA-Sociedad de Lucha contra el Cancer
Martha Viviana Araujo Lugo Asociacion Ecuatoriana de Cuidados Paliativos
Mirian Maribel Mifiarcaja Gualancafay = SOLCA-Sociedad de Lucha contra el Cancer
Nathalie Lerqué Clinica Interhospital
Paula Hidalgo Andrade Universidad de Las Américas y Asociacion Ecuatoriana de
Cuidados Paliativos
Roberto Carlos Bermeo Herrera SOLCA-Sociedad de Lucha contra el Cancer
Silvia Lissette Marmol Egas Asociacion Latinoamericana de Cuidados Paliativos
Silvia Patricia Pineda Hoyos Asociacion Ecuatoriana de Cuidados Paliativos, UNIANDES
Sofia Venegas Fundacién al Servicio del Enfermo de Cancer
Tatiana Fernandez Davila Clinica Nuestra Sefiora de Guadalupe
Yamilet Pérez de Pérez Hospital IESS Quito Sur
El Salvador Graciela Beatriz Rivera Medrano Ministerio de Salud
Maria José Flores Flores Ministerio de Salud
Willians Antonio Lopez Ministerio de Salud, Hospice La Cima
Guatemala Alexandra Aceituno Fundacién Ammar Ayudando
Eva Rossina Duarte Juarez Hospital El Pilar
Myriam Patricia Rios Castellanos Hospice Villa de la Esperanza, Fundacion Ammar Ayudando
Honduras Gloria J. Mancia Hospital Maria
Sandra Deras Fuentes Hospital San Felipe
Tulio Velasques Castellanos Fundacién Omega
Mexico Elvira Livier Ortiz Coronado Préactica privada
Eréndira Vicencio Rosas Instituto de Seguridad y Servicios Sociales de los
Trabajadores del Estado
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PRESENTATION

Country Name

Organisation

Mexico Jorge Alberto Ramos Guerrero

Hospital General de Occidente, Secretaria de Salud Jalisco

Nina Judith Contreras Martinez

Asociacion Latinoamericana de Cuidados Paliativos

Ana Laura Saldivar Ruiz

Instituto Nacional de Cancerologia

Maria del Carmen Garcia Caballero

Hospital de la Mujer

Nayely Salazar

Universidad Nacional Auténoma de Mexico

Nicaragua Maria Johana Barberena Prado

Practica privada

Nineth Carolina Baltodano Algaba

Hospital Vivian Pellas

Panama Dafnia de Gracia

Asociacion Panameiia de Cuidados Paliativos

Gaspar Da Costa

Programa nacional de Cuidados Paliativos

Maria Sabina Ah Chu Sanchez

Ministerio de Salud

Milagros Cubilla

Caja de Seguro Social

Myrna C.de Anderson

Facultad de enfermeria de Universidad de Panama

Nisla Camafio

Caja de Seguro Social

Paraguay Andrea Ferreira Valiente

Fundacion San Rafael, Universidad Centro Médico Bautista

Miriam Elisa Riveros Rios

Universidad Nacional de Asuncion

Peru Elizabeth Collanqui Diaz

Asociacion Latinoamericana de Cuidados Paliativos

Jeanne Nadia Ramos Alarcén

Hospital Nacional Cayetano Heredia

Vanessa Pedraza Valenzuela

Hospital Almenara

Carla Milagros Zapata Del Mar

ONCOCENTER PERU S.A C.-Unidad de cuidados continuos

Carlos Miguel Mendoza Llamoca

Sociedad Peruana de Geriatria

Carolina Elena Estrada Vitorino

EsSalud

Luz Maria Loode Li

Instituto Nacional de Salud del Nifio San Borja Peru

Maria Isabel Isla Torres

Asociacion Latinoamericana de Cuidados Paliativos

Paul Mufoz Aguirre

Sociedad Peruana de Medicina Familiar y Comunitaria
(SOPEMFYC)

Uruguay Adriana Della Valle

Programa Nacional de Cuidados Paliativos del Ministerio de
Salud Publica (former coordinator)

Alejandra Nikicer

Hospital Britanico/ Circulo Catolico/ Sociedad Uruguaya de
Cuidados Paliativos

Alvaro Méndez Guerra

Servicio Medicina Paliativa-Hospital Maciel

Ana Nunez

Programa Nacional de Cuidados Paliativos del Ministerio de
Salud Publica (former coordinator)

Fernando Elhordoy Arregui

Sociedad Uruguaya de Medicina y Cuidados Paliativos

TulioW Gonzalez C

Hospital oncoldgico Luis Razetti

Patricia Papa

Médica Uruguaya

Pedro Emiliano Pollara Vespa

Servicio Médico Integral

Venezuela Belkys Consuelo Vasquez Zambrano

Hospital Central de Maracay

Jonathan Gonzalez

Hospital Oncoldgico Padre Machado

Middy Alvarez

Hospital oncoldgico Luis Razetti

Nexduar Ortufio Ortufio

Ministerio del Poder Popular para la Salud

TulioW GonzalezC

Hospital oncoldgico Luis Razetti
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TABLE 2. National Representation at the 2023 ALCP Summit on Regional Evaluation

National Associations Country President

Asociacion Argentina de Medicina y Cuidados Paliativos (AAMyCP) Argentina Liliana Rodriguez
Asociacion Alianza Boliviana de Cuidados Paliativos (AABCP) Bolivia Ana Maria Maldonado
Asociacion Pacefia de Cuidados Paliativos Bolivia Mirna Garcia Burgoa
Academia Nacional de Cuidados Paliativos (ANCP) Brasil Brasil Rodrigo Kappel Castilho
Asociacion Chilena para el Estudio del Dolor y Cuidados Paliativos Chile Carlos Aguayo Zamora
(ACHED)

Sociedad Médica de Cuidados Paliativos de Chile (SMCP) Chile Carolina Valdebenito
Asociacion Cuidados Paliativos de Colombia-ASOCUPAC Colombia Maria Adelaida Cérdoba
Asociacion Colombiana de Cuidados Paliativos-ACCP Colombia Luisa Rodriguez
Asociacion Ecuatoriana de Cuidados Paliativos (ASECUP) Ecuador Viviana Araujo

Asociacion Salvadoreiia para el Estudio y Tratamiento del Dolor y Cuidados El Salvador Carlos Alfonso Reyes Silva
Paliativos (ASEDP)

Asociacion Guatemalteca de Dolor y Cuidados Paliativos (AGDP) Guatemala Maria Elena Alcantara
Asociacién Interdisciplinaria de CP de Guatemala (AIdCP/Gu) Guatemala Alexandra Aceituno
Asociacion Panamefia de Cuidados Paliativos (APCP) Panamd Dafnia De Gracia
Asociacion Paraguaya de Medicina y Cuidados Paliativos (APMyCP) Paraguay Gladys Moreira
Asociacion Peruana de Cuidados Paliativos (APCP) Peru Gloria Elizabeth Diaz Pérez
Sociedad Uruguaya de Medicina y Cuidados Paliativos (SUMyCP) Uruguay Fernando Elhordoy Arregui
Sociedad Venezolana de Cuidados Paliativos (SVMP) Venezuela Tulio Gonzélez
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The Palliative Care Atlas of the Americas, 2025isanini-
tiative implemented by the ATLANTES Global Obser-
vatory of Palliative Care at the Institute for Culture and
Society, University of Navarra (Spain). In 2022, ATLAN-
TESwasdesignated asa WHO Collaborating Centre for
the Global Monitoring of Palliative Care Development,
and the Atlas project forms part of its official work plan as
aCollaborating Centre.

Since 2022, ATLANTES—under the coordination of
international palliative care associations—has conducted
the Global Study on the Development of Palliative Carein
every country of the world, using the methodology based
onthe WHO’s 2021 technical report Assessing the Devel-
opment of Palliative Care Worldwide: A Set of Actionable
Indicators.

The project benefits from the collaboration and scien-
tific guidance of the International Association for Hos-
pice and Palliative Care (IAHPC), the Worldwide Hospice
Palliative Care Alliance (WHPCA), and the World Health
Organization, particularly through its Regional Office for
the Americas (PAHO).

The development of this project was coordinated by the
ATLANTES Global Observatory of Palliative Care at the
University of Navarra, with Vilma Tripodoro and Alvaro
Montero serving as project leads. The core technical team
was composed of Fernanda Bastos, Cristina Béjar, Danie-
la Sudrez, Laura Monzén Llamas, Eduardo Garralda, Julen
Herrero, Juan José Pons, and Carlos Centeno. We also
counted on the essential support of experts and leaders
from the ALCP and national palliative care associations
across the Pan American region.

The project was carried out with the valuable support
of key collaborators from the WHO, including colleagues
at PAHO and the WHO Headquarters in Geneva, Depart-
ment of Integrated Health Services.

We are deeply grateful to the members of our Adviso-
ry Board for their invaluable guidance throughout the
development of this Atlas. Their expertise and insight
were instrumental in shaping this project.

Our sincere thanks go to:

« Megan Doherty and Marie-Charlotte Bouésseau (WHO
Geneva)

- ulieLing(WHO EURO)

« Issimouha Dille Mahamadou (WHO AFRO)

- Lamia Mahmoud (WHO EMRO)

« Mark Stoltenberg (PAHO)

- Liliana De Lima, Katherine Pettus, and Hibah Osman
(IAHPC)

- Emmanuel Luyirika and Eve Namisango (APCA)

+ Stephen Connor (WHPCA)

+ Joanne Brennan (EAPC)

+ JuliaDowning (ICPCN)

+ José Luis Pereira (ICS-University of Navarra)

- Ednin Hamzah (APHN)

- Daniel Cobos (Swiss Tropical Medicine Institute)
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ATLANTES GLOBAL OBSERVATORY

OF PALLIATIVECARE

WHO Collaborating Centre for the Global
Monitoring of Palliative Care Development

Prof. Carlos Centeno, Director

ics

i rarci ATLANTES
niversidad | &R eservarory oF
de Navarra | PALLIATIVE CARE

The ATLANTES Global Observatory of Palliative Care is
committed to promoting the global development of pal-
liative care (PC) with the aim of improving the quality of
life of individuals facing serious and life-limiting illness-
es. Through a combination of scientific research, inter-
national collaboration, and knowledge dissemination,
ATLANTES seeks tointegrate palliative care into health
systems worldwide, ensuringits accessibility and sus-
tainability.

As part of the Institute for Culture and Society at the
University of Navarra (Spain), ATLANTES brings together
amultidisciplinary team of researchers and profession-
als specialising in medicine, social sciences, public health,
bioethics, and policy analysis. The observatory works
closelywith international experts, professional organi-
sations, and policymakers to generate and translate evi-
denceintoactionable strategies.

A central aspect of ATLANTES’ work s fostering a
positive perception of palliative care in both society
and the medical profession. The observatory promotes
apatient-centred approach based on the principles of
human dignity, holistic support, and respect for the natu-
ral course of life. This includes not only medical care but
also the psychosocial, emotional, and spiritual dimen-
sions of well-being.

Since 2022, ATLANTES has been designated asa WHO
Collaborating Centre for the Global Monitoring of Pallia-
tive Care Development, taking on specific commitments
aligned with the World Health Organization’s mission.
These responsibilities include:

1. Evaluating and monitoring the development of pal-
liative care services globally, using evidence-based
methodologies to track progress and identify gapsin
access and quality. Thisis carried out through regional
and global Atlases, offering a comprehensive analysis
of palliative care integration in different health sys-
tems.

2. Disseminating key findings and data to inform policy-
makers, health authorities, and stakeholders, ensuring

that palliative care becomes an integral part of national
and international health planning.

3. Providing strategic guidance for the advancement of
palliative care, by assessing trends, challenges, and pol-
icy frameworks that influence itsimplementation and
sustainability.

Aspartofthese efforts, ATLANTES collaborates close-
lywithleading global institutions, including the World
Health Organization (WHO), the International Associa-
tion for Hospice and Palliative Care (IAHPC), the World-
wide Hospice Palliative Care Alliance (WHPCA), and
regional palliative care networks.

By fulfilling these commitments, ATLANTES contrib-
utesto WHO’s overarching goal of ensuring that pallia-
tive careis recognised as a fundamental component of
health services worldwide. A particular focusis placed on
low- and middle-income countries where palliative care
remains scarce, and on fostering capacity-building initia-
tives that empowerlocal healthcare providers.

Through its continued research, advocacy, and collab-
oration, the ATLANTES Global Observatory of Palliative
Careremains dedicated toadvancing the field, shaping
global policy, and reinforcing the importance of compas-
sionate, high-quality care for all individuals facing seri-
ousillnesses.

THE LATIN AMERICAN ASSOCIATION
OF PALLIATIVECARE

Maria Mercedes Marroquin

ALCP Administrative Director

ASOCIACION LATINOAMERICANA
A_LCP DE CUIDADOS PALIATIVOS

~

Sinceitsfounding in Buenos Airesin 2001, the Lat-

in American Association for Palliative Care (ALCP) has
remained firmly committed to articulating regional
effortsand strengthening palliative care across Latin
America. Guided by the mission of promoting palliative
careasahumanright and an ethical imperative within
health systems, ALCP has consistently worked to foster
specialized training for professionals, improve access
toessential treatments, and reduce suffering related to
advancedillness. Its vision—a Latin America where all
individuals who need palliative care can accessitina
timely, comprehensive, and dignified manner—has guid-
ed every initiative throughout its more than two decades
of work.
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Over more than two decades, the ALCP has played
acentralrolein strengthening regional collaboration
through the creation of networks such as the Latin Amer-
ican Network of National Palliative Care Associations.
Thisinitiative was solidified during the First High-Level
Summit held in Bogotd in 2023, which brought togeth-
errepresentatives from 18 countries and resulted in the
adoption of the Declaration of Bogotd. This milestone
document defined common priorities and lines of action,
including advocacy, education, pediatric and geriatric
care, access to essential medicines, psychosocial support,
and the development of a regional palliative care obser-
vatory, aimed at advancing universal access to quality
palliative care. Through these efforts, and with its spe-
cialized technical commissions, ALCP has contributed
significantly to the regional integration of palliative care,
influencing national health agendas and reinforcing its
recognition as afundamental component of comprehen-
sive health systems.

The publication of the First Atlas of Palliative Care of
the Americas marks a significant milestone in this jour-
ney. This joint initiative between ALCP and ATLANTES,
the Global Observatory of Palliative Care at the Univer-
sity of Navarra, is the result of sustained collaboration
and shared commitment. The Atlas offers an up-to-date,
detailed view of the current status of palliative carein the
Americas. It highlights existing strengths, identifies gaps,
and provides evidence to support policy design, strategic
planning, and the development of comprehensive ser-
vices.

The partnership with ATLANTES has been essential
to ensuring methodological rigor, analytical depth, and
arespectful understanding of the cultural and social
diversity of the continent. Their research experience and
humanistic approach have enriched each phase of this
project. Through this collaboration, it has been possible
to create atool that goes beyond data: it invites reflection,
dialogue, and action among professionals, institutions,
governments, and civil society.

This Atlasis more than atechnical document—itisa
call toaction. It aims to support decision-making, inspire
innovation, and promote equitable policies that guar-
antee access to palliative care for all. It reaffirms that
addressing suffering and preserving human dignity must
be central components of health systems.

Weinvite all stakeholdersto use this Atlasas a strategic
resource and to join efforts to ensure that palliative care
becomes a universal reality—accessible, compassionate,
and centered on the needs of people across the Americas.

THEINTERNATIONAL ASSOCIATION FOR HOSPICE
AND PALLIATIVE CARE (IAHPC)
Katherine Pettus

The International Association for Hospice and Palliative
Care (IAHPC) is a global membership organisation offi-
cially chartered in the US since 2000. It is a non-state actor
in official relations with the World Health Organization
(WHO) and a civil society organisation in consultative sta-
tus with the UN Economic and Social Council (ECOSOC).
These official accreditations entitle the IAHPC to partici-
pate, by invitation, in official meetings of the multilateral
organisations and specialised agencies of the UN,and in
technical consultations on specific projects executed by
Secretariat staff.

The IAHPC’s vision is “aworld free from health-related
suffering,” and its missionisto “serve as a global platform

toinspire, inform, and empower individuals, governments,

and organisationstoincrease accessto,and optimise the
practice of, palliative care.” The global board of directors
supervises the organisation’s four pillars of work: educa-
tion, advocacy, research, and communications.

The IAHPC has collaborated closely with regional pal-
liative care organisations and has recently focused on
strengthening national associations and partnering with
academicinstitutions to advance global palliative care
integration and quality care provision at the national level.

IAHPC members are regularly invited to participate
inresearch projects such as the GAP Project to develop
Essential and Expanded Palliative Care Packages and a
Manual on the Use of Essential Medicines. Forthcoming
projects will be associated with work plans agreed under
its accreditation relationships with WHO and UN ECOSOC
organisations, aswell as the International Narcotics Con-
trol Board.

Pallipedia, the IAHPC Calendar of Events, and the Direc-
tory of Services—regularly updated by IAHPC staff—pro-
vide palliative care workers, professional associations,
and the global public with valuable resources at no charge.
Thisincludes information published by institutional part-
ners, including the dissemination of the ATLANTES Atlas-
esthrough institutional websites, social and traditional
media, and regularly scheduled webinars, courses, or con-
ferences.
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The IAHPC has played a key role in building the network
of contributors who made the Global Survey possible by:

+ Refining the indicatorsand consulting on the ATLAN-
TES survey methodology.

- Sharing membership lists by region to facilitate mem-
ber participationin ATLANTES surveys.

- Extending membership benefits to allindividuals who
participated in the ATLANTES surveys.

TheIAHPC collaborates with ATLANTES by supporting
national-level palliative care planning based on the GAP
Essential and Expanded Palliative Care Packages and the
ATLANTES Global Survey indicators and baseline assess-
ment. The ATLANTES Regional Atlases will serve as akey
resource forindividual and academic researchers, advo-
cates, and national palliative care organisations whose
members will take the forthcoming six-module IAHPC/
PROESA course on the GAP Essential Packages.

THE WORLDWIDE HOSPICE PALLIATIVE CARE
ALLIANCE (WHPCA)
Dr. Stephen R. Connor, Executive Director

The Worldwide Hospice Palliative Care Alliance (WHPCA)
isaninternational non-governmental organisation focus-
ing exclusively on hospice and palliative care development
worldwide. We are a network of national and regional hos-
pice and palliative care associations and affiliate organisa-
tions.

The WHPCA was formed in 2008 as a global voice for pal-
liative care provider organisations through a series of glob-
al summits at regional conferences startingin 2005. The
WHPCA isin official relations with the World Health Orga-
nization (WHO) and holds consultative status with the
United Nations through its Economic and Social Council
(ECOSOC). This enables us toinfluence global health policy
at WHO and UN meetings.

Our primary advocacy focusis on ensuring the inclusion
of palliative care within the UN Sustainable Development
Goals, particularly Goal 3: Improving Health and Well-Be-
ing, specifically under target 3.8, achieving Universal
Health Coverage (UHC). WHPCA played a key role in ensur-
ing palliative care was recognised as an essential compo-

nent of the UHC continuum (Promotion-Prevention-
Treatment-Rehabilitation-Palliative Care).

Today, the WHPCA has over 500 organisational mem-
bersacross 103 countries. Organisational membershipis
free,and all WHPCA resources are accessible on our web-
site: https://thewhpca.org.

Mission

To improve access to timely, quality palliative care glob-
ally and reduce serious health-related suffering through
impactful collaboration with the global health commu-
nity. We believe that no one with a life-limiting condi-
tion, such as cancer, organ failure, or HIV, should endure
unnecessary pain and distress.

Vision
Aworld with universal access to hospice and palliative
care.

Key Facts

- The WHPCA isaregistered charityin the UK, where our
secretariatisbased.

+ Over70 million people require palliative care annually,
including more than 27 million at the end of life. Over
20 million of these individuals die in avoidable pain and
distress.

- Pain management is fundamental to hospice and
palliative care. The WHPCA actively works toimprove
access to essential medications. Currently, about 80%
ofthe world’s population lacks adequate access to
the medications required to manage pain and other
symptoms.

- The WHPCA upholds a patient-centred approach,
addressing the physical, psychological, social,
practical, legal, and spiritual needs of patients and their
families.

- The WHPCA advocates for the integration of hospice
and palliative care into national and regional health
systems and supports organisationsin achieving this
goal.

+ Wecollaborate with partner organisations to support
patients, families, and caregiversin alleviating pain and
distress while promoting quality of life.

Strategic Plan Goals 2024-2025

- Strategic Goal 1: Advocate for the inclusion of palliative
care services under universal health coverage at all lev-
els,including primary care.

- Strategic Goal 2: Work with member organisations to
build leadership and management capacity, enhance
evidence-based advocacy and policy skills, provide
technical assistance, and strengthen communication
capabilities. ®
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Forthe first time in the PAHO, this work aimed to
implement a set of actionable indicators for evaluating
PCdevelopment across North America, the Caribbean,
and Latin America (including Mexico). The goal was to
establish and consolidate the monitoring of PC develop-
mentinthe Member States of the Americas.

The objectives were to:

- Implement a set of WHO quantitative and qualitative
indicators to monitor PC development in the PAHO
region.

- Identify areas forimprovement in the development of
PCintheregion.

- Present updated, reliable, evidence-based informa-
tion and comprehensive analysis on PC development
regionally.

- Provide open-access data on PCdevelopmentineach
country of the PAHO to facilitate discussion and bench-
marking. @

This Atlas presents the most
relevantinformationto
palliative care developmentin
awaythatisclear,accessible,
and easytointerpret for
professionals, policymakers,
andthe general public.
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@ Socioeconomic context

TABLE 3.Demographic and economic overview of the PAHO Region

Country Population Health expendi- Income HDI rank, Physicians/ Nurses/
or Area 2024 ture (per capita, Level 2021 1000inh 1000inh
current$) 2021 20212022 2021-2022
Antigua and Barbuda 93,772 923.41 Highincome 53 NA NA
Argentina 45,696,159 1,044.77 Upper middle income 47 4.08 4.35
Bahamas, The 401,283 1,961.68 Highincome 66 NA NA
Barbados 284,467 1,400.44 Highincome 69 2.96 NA
Belize 417,070 310.20 Upper middle income 115 NA NA
Bolivia (Plurinational State of) 12,413,315 272.96 Lower middle income 108 1.27 1.60
Brazil 211,998,573 761.27 Upper middle income 84 2.14 551
Canada 41,288,599 6,207.18 Highincome 16 2.50 10.31
Chile 19,764,771 1,380.69 Highincome 45 3.17 497
Colombia 52,886,363 557.54 Upper middle income 83 2.45 1.45
CostaRica 5,129,910 948.92 Upper middle income 62 2.64 6.03
Cuba 10,979,783 1,186.16* Upper middle income 97 9.43 NA
Dominica 66,205 482.43 Upper middle income 928 NA NA
Dominican Republic 11,427,557 416.90 Upper middle income 89 2.23 2.08
Ecuador 18,135,478 494.31 Upper middle income 88 NA NA
ElSalvador 6,338,193 44221 Upper middle income 132 1.55 2.16
Grenada 117,207 505.40 Upper middle income 80 NA NA
Guatemala 18,406,359 340.96 Upper middle income 137 NA NA
Guyana 10,825,703 470.57 Highincome 89 NA NA
Haiti 831,087 57.88 Lower middle income 166 NA NA
Honduras 11,772,557 253.92 Lower middle income 139 NA NA
Jamaica 2,839,175 372.45 Upper middle income 117 NA NA
Mexico 130,861,007 610.65 Upper middle income 81 2.56 2.99
Nicaragua 6,916,140 198.08 Lower middle income 123 NA NA
Panama 4,515,577 1,415.24 Highincome 59 173 3.75
Paraguay 6,929,153 478.71 Upper middle income 99 3.88 NA
Peru 34,217,848 412.21 Upper middle income 79 1.62 2.65
St.Kitts and Nevis 46,843 1,114.37 Highincome 58 NA NA
St.Lucia 179,744 584.67 Upper middle income 103 NA NA
St. Vincent and the Grenadines 100,616 448.31 Upper middle income 76 NA NA
Suriname 634,431 298.93 Upper middle income 114 1.48 2.95
Trinidad and Tobago 1,368,333 1,125.40 Highincome 72 3.41 NA
United States 340,110,988  12,473.79 Highincome 17 3.61 11.88
Uruguay 3,386,588 1,620.33 Highincome 48 4.63 7.32
Venezuela, RB 28,405,543 160.10 121 NA NA

"Health expenditure per capita from Cuba in 2020.
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@ Socioeconomic context

2 fes
S Universidad | BASS e e o
de Novarra. | Putiaive ot

TOTAL
POPULATION
Millions

151030 100 200 300

=/

Circles in the zoomed-in Caribboan region ars not scaled
proportionally to the rest of the map due to adjustments
made for better detail visualization. The represented
populaticns in this area range approximately from 47,000
(KN) t0 280,000 (8B).

«l 1:140.000.000

Wyies
i —
de Navarra | Pawaive can

// e e
KN
- DM \
{ L 88
Qo -/
= \ oo/
< e S S Y
5T Pt 1o ” —
GT HN M
A 7-
CR /P;;(‘ VE ﬁ‘?v s
HEALTH e 4
EXPENDITURE 2
PER CAPITA (US$)
B > 2000 PE
BR
[0 1000 - 2000
500 - 1000
< 500
| 1140000000

HUMAN

DEVELOPMENT

INDEX

M =08

M 07-08
06-07
<06

XX Ranking position

v1 1:140.000.000

NURSES PER 1000
INHABITANTS

13510

=/

PHYSICIANS PER 1000
INHABITANTS

M :>5 W 15-3
=15 <15
] Nodata

«l 1:140.000.000

PALLIATIVE CARE ATLAS OF THE AMERICAS 2025

31



POPULATION AND METHODS

@ PCneeds across the PAHO region

POPULATION AND METHODS

Estimates of PC needs at the global level have recently been
studied as the world’s population is aging, and, therefore,
anincreased prevalence of non-communicable diseases
and the persistence of other chronic and infectious diseas-
esare happening. This population needing PCis estimat-
ed torise significantly in the future, and the Pan American
regionis not an exception.

Forthisedition of the ATLAS, we estimate the people
affected by serious health-related suffering every yearin the
Americasand each country by estimating decedents and
non-decedents with life-threatening orlife-limiting health
conditions. We used the 2015 data from the IAHPC Glob-
al Data Platform, as it was the most complete and recent, to
calculate SHS, based on the Lancet Commission Report on
Palliative Care and Pain Relief (Knaul FM, et al 2018). SHS is
defined as suffering associated with a need for PC. The work
ofthe Commission estimated the global burden using mor-
tality datafor20 conditions, adjusted for the prevalence of
both physical and psychosocial symptoms that cause most
oftheburden of SHS. Based on this burden of symptoms,
they calculate a multiplier for each condition to estimate the
proportion of patients who can benefit from PC.

The need for PC for the total population and childrenina
givenyearis presented by country and broken down by dis-
ease group. The ATLAS estimates that over 2,984,970 peo-
plein2015in the Americas experienced SHS (110,010 of
thembeing children under the age 0of15). ®
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@ PC needs across the PAHO region

FIGURE 1. Main health conditions requiring palliative care

Main health conditions

TOTAL SHS (people died in 2015 needing PC across participating countries, in millions)

requiring PC'
0 100 200 300 400 500 600 700 800 900 1.000 1.100 1.200
Cancer 1,118,550 (37.47)
Lung diseases 326,360 (1093%)
Dementia 282,770 (947%)
Cerebrovascular diseases 274,430 (919%)
Injury 190,740 (6.39%)
Liver disease 176,670 (5.92%)
Non-ischemic heart disease 109,570 (367%)
Cns Degen 72,720 (2.44%)
Atherosclerosis 69,000 (2.31%)
HIV 52,640 (1.76%)
Chronicischemic heart disease 52,330 (1.75%)
Leukemia 49,560 (166%)
Renal Failure 44,860 (150%)
Low Birth weight & prematurity 41,800 (140%)
Congenital malformations 37,610 (1.26%)
Malnutrition 32,650 (1.09%)
Tuberculosis 22,390 (0.75%)
Musculoskeletal disorders 21,880 (0.73%)
Inflammatory disease of the CNS | 2,720 (0.09%)
Heart Failure 2,720 (009%)
ALL CONDITIONS 2,984,970 (100%)

"Source: The Lancet Commission on

Global Access to Palliative Care and Pain

Relief. Serious health-related suffering
database, 2015.
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TABLE 4. Palliative care needs of people who die each year with serious health-related suffering (SHS)
inselected countries of the PAHO region (in thousands)

Country Heart Tuberculosis HIV Cancer Leukemia Dementia  Inflamatory CNS Cerebro- Non- Chronic Lung Liver Renal Low birth Congenital Injury Athero- Musculo- Mal- Total Total people
Failure disease degenerative vascular ischemic ischemic diseases disease Failure weight & malformations sclerosis skeletal nutrition children with SHS
of the CNS diseases diseases heart heart prematurity disorders withSHS (allages)
disease disease inthousands  inthousands
Antigua and Barbuda 0 0 0.01 0.09 (6] 0 0 0 0.03 0.02 0 0.01 0.01 0 0 0 0.01 0.01 0 0 230 10
Argentina 0.02 0.72 231 62.25 1.71 8.67 0.27 1.36 15.99 8.62 3 14.79 7.58 2.88 1.98 1.99 7.05 4.39 0.52 1.27 147,390 5,120
Bahamas 0 0 0.22 0.38 0.01 0.03 0 0.02 0.12 0.1 0.02 0.04 0.04 0.02 0.02 0.01 0.07 0.04 0.01 0.01 1,150 30
Barbados 0 0 0.03 0.6 0.02 0.08 0 0.03 0.22 0.07 0.02 0.06 0.04 0.02 0.01 0.01 0.04 0.05 0.01 0 1,320 20
Belize 0 0.02 0.13 0.19 0.01 0.01 0 0.02 0.09 0.05 0.01 0.07 0.07 0.02 0.02 0.02 0.1 0.01 0.01 0.01 870 80
Bolivia (PI. State of) 0.01 0.37 0.77 6.7 0.24 1.34 0.35 0.23 3.59 0.84 0.39 1.62 4.54 0.86 1.87 1.01 3.25 0.54 0.12 1.06 29,710 4,670
Brazil 0.77 6.59 14.34 193.78 7.29 16.88 1.07 10.9 70.19 24.16 8.23 54.87 32.4 5.82 9.37 8.42 48.7 14.44 3.63 7.87 539,700 24,450
Canada 0.16 0.27 0.32 66.43 2.65 18.83 0.06 4.06 8.25 1.88 1.89 13.07 44 0.96 0.44 0.66 471 2.94 0.98 0.2 133,170 1,060
Chile 0.05 0.52 0.54 22.47 0.77 3.17 0.07 1.17 6.18 2.57 0.59 4.42 3.64 0.67 0.41 0.61 2.33 1.25 0.34 0.55 52,330 1,370
Colombia 0.1 1.52 3.64 39.84 2.24 0.8 0.32 1.54 10.56 4.02 2.07 12.91 411 1.53 2.15 2.06 12.54 2.13 1.82 2.01 107,900 6,410
CostaRica 0 0.06 0.18 4.57 0.24 0.41 0.02 0.25 1 0.48 0.19 1.03 0.64 0.13 0.16 0.18 0.7 0.21 0.15 0.03 10,640 430
Cuba 0.01 0.06 0.34 21.04 0.56 3.62 0.05 0.77 5.93 1.68 0.98 3.85 1.73 0.32 0.1 0.24 2.23 0.9 0.23 0.05 44,700 390
Dominican Republic 0 0.5 3.14 8.88 0.32 1.42 0.09 0.18 4 1.16 0.57 0.91 1.52 0.44 1.77 0.77 2.56 0.33 0.07 0.21 28,850 3,250
Ecuador 0.04 0.68 1.24 11.51 0.83 0.49 0.19 0.66 3.26 2.65 0.42 3.1 29 0.74 1.34 1.07 3.15 0.65 0.27 0.7 35,890 3,590
El Salvador 0 0.12 0.44 5.52 0.27 13 0.07 0.1 121 0.46 0.32 0.75 1.41 1.32 0.33 0.32 211 0.2 0.07 0.33 16,650 950
Grenada 0 0 0 0.15 0 0.01 0 0.01 0.06 0.02 0.01 0.02 0.01 0.01 0 0 0.02 0.01 0 0 340 10
Guatemala 0.05 0.43 1.22 7.28 0.55 0.28 0.26 0.58 2.68 0.61 0.41 1.87 3.68 0.88 2.01 1.09 4.73 0.4 0.19 2.16 31,360 5,440
Guyana 0 0.11 0.21 0.43 0.02 0.01 0.01 0.03 0.46 0.19 0.05 0.11 0.18 0.05 0.13 0.05 0.24 0.04 0 0.04 2,380 290
Haiti 0.02 2.03 3.58 5.74 0.16 1.09 0.85 0.38 6.08 2.26 0.53 1.52 2.02 0.68 2.56 1.49 3.48 0.48 0.09 1.26 36,310 7,330
Honduras 0 0.11 1.07 4.52 0.25 0.66 0.1 0.13 1.74 0.54 0.28 0.93 0.88 0.12 0.59 0.49 2.76 0.08 0.02 0.29 15,560 1,790
Jamaica 0.01 0.02 0.87 3.07 0.11 0.17 0.01 0.14 1.61 0.57 0.1 0.5 0.13 0.12 0.16 0.12 0.54 0.14 0.06 0.05 8,520 360
Mexico 0.23 2.85 4.73 65.16 4.11 3 0.47 4.47 22.17 7.28 4.74 25.68 32.59 5.36 5.65 5.96 20.06 3.49 3.31 8.038 229,350 15,760
Nicaragua 0 0.15 0.35 3.41 0.19 0.88 0.11 0.12 1.36 0.49 0.21 0.78 1.51 0.48 0.44 0.38 1.03 0.12 0.08 0.22 12,290 1,270
Panama 0.02 0.26 0.64 2.92 0.18 0.17 0.02 0.23 1.06 0.34 0.14 0.9 0.43 0.15 0.22 0.23 0.58 0.13 0.05 0.14 8,790 640
Paraguay 0 0.26 0.77 4.76 0.27 0.93 0.08 0.17 2.52 0.61 0.25 0.83 0.7 0.19 0.57 0.45 1.25 0.23 0.14 0.25 15,220 1,390
Peru 0.01 2 1.59 24.42 0.98 5.57 0.45 0.51 6.66 1.29 1 5.81 7.47 2.14 1.85 1.8 5.62 1 0.23 1.71 72,090 5,660
Saint Lucia 0 0 0.01 0.23 0.01 0 0 0.01 0.11 0.05 0.01 0.05 0.03 0.01 0.01 0.01 0.03 0.02 0 0 580 30
S.V.&Grenadines 0 0 0.02 0.15 0 0 0 0.01 0.06 0.03 0.01 0.02 0.01 0.01 0.01 0 0.02 0.01 0 0 370 20
Suriname 0 0.01 0.15 0.48 0.02 0.08 0.01 0.02 0.37 0.08 0.03 0.06 0.09 0.04 0.05 0.03 0.13 0.03 0.01 0.01 1,700 110
Trinidad and Tobago 0.01 0.04 0.26 1.7 0.06 0.09 0.01 0.1 0.76 0.26 0.12 0.25 0.19 0.1 0.08 0.08 0.32 0.12 0.05 0.03 4,620 210
USA 1.14 1.72 6.66 518.33 24.34 211.13 0.55 43.23 85.77 42.45 23.96 168.83 57.98 17.88 5.46 6.61 49.44 33.25 8.82 3.56 1,311,130 13,240
Uruguay 0.01 0.08 0.2 7.4 0.23 1.13 0.02 0.38 1.77 0.46 0.21 1.86 0.45 0.25 0.08 0.13 0.75 0.53 0.18 0.08 16,190 260
Venezuela (BR) 0.06 0.89 2.66 24.15 0.92 0.52 0.14 0.91 8.57 3.28 1.57 4.84 3.29 0.66 1.96 1.32 10.19 0.83 0.42 0.52 67,670 4,370
TOTAL 2,720 22,390 52,640 1,118,550 49,560 282,770 5,650 72,720 274,430 109,570 52,330 326,360 176,670 44,860 41,800 37,610 190,740 69,000 21,880 32,650 2,984,970 110,010
Source: https:/iahpc.org/what-we-do/research/global-data-platform-to-calculate-shs-and-palliative-care-need/database/ Knaul FM, Farmer PE, Krakauer EL, et al. Alleviating the access abyss in palliative care and pain relief. an imperative of universal health coverage. The Lancet Commis-

sion report. Lancet 2018;391(10128): 1391-454 http://www.thelancet.com/commissions/palliative-care

Knaul FM, Farmer PE, Krakauer EL, De Lima L, Bhadelia A, Jiang Kwete X, Arreola-Ornelas H, et. al. Technical Note and Data Appendix for “Alleviating the access
abyss in palliative care and pain relief—an imperative of universal health coverage: The Lancet Commission report”. Background Document. Miami: University of Miami
Institute for Advanced Study of the Americas. Available at: https:/miamiedu/lancet
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In 2021, a consensus-building process led by ATLANTES
and coordinated by WHO was conducted toidentifya
refined set of indicators to monitor the development of
PCprograms in different contexts, especially in coun-
trieswhere PCis at aninitial stage of development. The
straight set was chosen from alonglist of validated indi-
cators used in different settings worldwide. The consen-
suswasreached by a panel of international experts rep-
resenting all WHO regions through a series of meetings,
group work, and a two-round Delphi process. The group
agreed upon aworking concept of PC development and
feditintoan updated conceptual model. The technical
report titled Assessing the Development of Palliative Care
Worldwide: A Set of Actionable Indicators presents a set of
palliative careindicators that Member States can univer-
sally apply to monitor and evaluate the provision of PC
services!.

The proposed model highlights six essential compo-
nentsrequired to provide an optimal PC for those peo-
ple with severe health-related suffering (Figure 2):

1. Empowerment of people and communities.
2. Robust health policies related to PC.
3. PC-related research.
4. Use of essential PC medicines.
5. Education and training for health workers
and volunteers providing PC.
6. Provision of PCwithin integrated health services.

Use of essential
medicines

Education
and training

Research

Health
Policies

Figure 2. The WHO's new framework
for Palliative care Development: The
House of Palliative Care.

The WHO established a set of 14 PC indicators using

the updated PC development conceptual model (Table

4). These indicators were applied to each country by
gathering information from experts. The project for each
countryinvolved a national cross-sectional observational
study. Each countrywas profiled individually and pre-
sented in this final report. The dataincluded quantitative
outcomes along with supplementary qualitative infor-
mation. Each country produced and validated its national
report.

The set of 14indicators for the Latin American Region
underwent adiscussion and rating process to assess their
relevance and feasibility within the regional context. This
took place during a pre-congress workshop organized by
ALCPin Cartagenade Indias, Colombia, in March 2024,
with the participation of 25 PC referents from 13 different
countries. The vast majority of participants represented
national PCassociations. As aresult of the workshop, the
wording of several indicators was refined, and additional
attributes were incorporated. For Indicator1, adistinc-
tion was added between professional PC associations and
thoserepresenting patients and their advocates.

Provision of
Palliative Care

Use of essential
medicines

Empowerment
of people and
communities
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TABLE5.WHO indicators

Indicator

Core

Estrategic

@ Empowerment of peoples and communities

1 Existence of groups dedicated to promote the rights of patients in need of palliative care,
their families, their caregivers and disease survivors

2 Existence of national policy or guideline addressing advance care planning
of medical decisions for use of life-sustaining treatment or end-of-life care

@ Health policies

3 Existence of a current national palliative care plan, programme, policy or strategy
with defined implementation framework

4 Inclusion of palliative care in the list of health services provided at the primary care level
inthe national health system

5 Existence of national coordinating authority for palliative care (labelled as unit, branch,
department) in the Ministry of Health (or equivalent) responsible for palliative care

Research

6 Existence of congresses or scientific meetings at the national level specifically
related to palliative care

7 Palliative care research on the country estimated by peer reviewed articles

@ Use of essential medicines

8 Reported annual opioid consumption —excluding methadone—
in Defined Daily dosis for statistical purposes (S-DDD)

9 Availability of essential medicines for pain and palliative care at all levels of care

10 General availability of immediate-release oral morphine (liquid or tablet)
at the primary care level

@ Education and training

1 Proportion of medical and nursing schools with palliative care
formal education in undergraduate curricula

12 Specialization in palliative medicine for physicians

@ Integrated palliative care services

13 Number of specialized palliative care programmes in the country per population

14 Number of specialized palliative care programmes for paediatric population in the country

Source: Assessing the
development of palliative care
worldwide: a set of actionable
indicators. WHO, 2021.
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ATLANTES structured the research process in four steps

(Figure3):

1. Building aninformant network

2. Datacollection through the E-Course

3. Analysis: conciliation, validation and endorsement
of National associations

4. Resultsdissemination

1 2

Building Data
informants collection
networks

3 4

Analysis Results
dissemination

Figure 3. Methodology scheme in four steps

1. BUILDING NETWORKS OF NATIONAL
INFORMANTS

Since March 2024, ATLANTES has built a network of con-
sultants among the following organizations: PAHO, the
TAHPC,the WHPCA, the ALCP, the National PC associ-
ations, and ATLANTES’ previous collaborators. Ineach
country, data were agreed upon by at least two consul-
tants who met two or more of the selection criteria:

1. Morethan 5years of PC professional experience

2. Identified as PC National Champion for an
International or National Association

3. Participationin previous Atlas studies

4. Publications on PC development

5. Member of a PC organisation

6. Highinterest in PC development

Experts were asked whether they consented to having
their data made public in upcoming publications.

2.DATA COLLECTION
THROUGH THE E-COURSE
Afree, asynchronous, tutored online course accredited by
the University of Navarra was created. This e-course car-
ries one European Credit Transfer and Accumulation Sys-
tem (ECTS) credit (25 hours) and comprises seven units.
The first unit includes a didactic guide with general infor-
mation such as overall objectives, course modules, meth-
odology, resources, and critical dates. The second unit
gathers the socio-demographicinformation of the partic-
ipants necessary for granting official certification. Units
three to six feature short videos introducing PC develop-
ment dimensions, a measurement framework, support-
ing PDF documents, and a questionnaire. Each question
corresponds toa WHO indicator within its dimension
and includes a multiple-choice option to determine the
country’slevel of development in that indicator. After
selecting thelevel, participants were prompted to provide
anarrativejustification and upload supporting docu-
mentstovalidate their responses. The final unit contains
Benin and Uruguay’s country reports, the outcome of the
first pilot project validating the WHO conceptual frame-
work. The course was available in English and Spanish.
The PC experts were invited via official email based on
detailed criteria. By May 2024, invitations were shared via
social media and international PC association websites to
expand the reach and capacity-building potential. Addi-
tional incentives, like free International IAHPC member-
ship, were offered upon course completion (Figure4).

Informant National
Data
UNAV
Consultant Training
in GIong A — e-course
Evaluation (1ECTS)

Figure 4. Data Collection through the E-Course
with experts from each country.
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Atotal of 274 key informants were contacted, of whom
141 participated in the study. Among them, 132 took
partinboth the online course and the data collection
process and 15 completed the e-survey or revised the
documents. It was accredited as consultants (76.5%
female), and an additional nine contributed through
either survey completion or thorough review of their
country’s data. The study covered 35 countries, with
completed questionnaires received from 32 of them
(91.4%).In most countries, two or more key informants
contributed (average: 4.6; range:1to 28). In four Carib-
bean countries, Antigua and Barbuda, Belize, Grenada,
and Dominica, only one consultant participatedin the
survey. In three Latin American countries, Uruguay, Cos-
taRica, and Peru, the Ministry of Health also supported
thereport. Countries without completed information

include Suriname, Saint Kitts and Nevis, and Saint Vin-
cent and the Grenadines. The network of key informants
comprised professionals from diverse fields and areas of
PC practice, ensuring a comprehensive and multidisci-
plinary perspective that enhances the study’s rigor and
validity:.

Each countryincluded at least two informants who
met two or more of the following selection criteria:

1. Over 5years of professional experience in PC

2. Identified as a National PC Champion by international
ornational associations

3. Participant in previous studies

4. Member of a National or Regional Association

5. Publications on national development

6. Highinterest in PC development

Consultants’ Palliative Care Expertise Profile

AB AR BH BB BZ BO BR CH CO CR CU DO DR EC ES

GR GU GY HA HO JA MX NI
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3.ANALYSIS: CONCILIATION, VALIDATION AND
ENDORSEMENT OF NATIONAL ASSOCIATIONS
Data hasbeen collected through online questionnaires
and compiled into a structured country-wise database. A
total of 35 country reports have been produced, including
32reportswith conciliated information from key infor-
mantsand threereportsbased on aliterature review (spe-
cifically for the previously mentioned Suriname, Saint
Kittsand Nevis, and Saint Vincent and the Grenadines).
The path of the collected datais shown in figure 6.

National

Data

Country report
elaboration
process.

ATLANTES
COUNTRY
REPORT

Reconciliated

Blinded peer review
process with all the
consultants.

ATLANTES
COUNTRY
REPORT

Validated

Review process with
National Association
with facilitation

of ALCP.

ATLANTES
COUNTRY
REPORT

Endorsed

Figure 6. The path of the collected data.

Initially, all consultant inputs have been conciliated for
eachindicator to ensure consistency. Subsequently, the
gathered information has been supplemented with avail-
ableliterature, with alevel assigned to each indicator and
avalidjustification for the assignment. Asaresult, struc-
tured Country Reports have been developed, incorporat-
ing assigned levels of PC development and a narrative
contextualization for each assessed indicator. Key infor-
mants have validated these reports (originals, and also
further experts based on each report’s needs) and, when
possible, they have been endorsed by National PC Associ-
ations affiliated to the ALCP. In specific cases, such as Uru-
guay, Peru, and Costa Rica, the country reports were also
approved by the Ministry of Health. Each report lists the
validation level, the consultants’ names, and the national
associations’ involvement.

Statistical analysis

The14indicators were obtained from the different scores
collected for each country. In particular, indicators 1
(Groups promoting the rights of patients), 2 (Advance
care planning-related policies), 4 (Inclusion of PCin the
basic health package at the primary care level), 6 (Exis-
tence of congresses or scientific meetings), 7 (PC-relat-
edresearch articles), and 12 (Recognition of PC special-
ty) had just oneinteger score between 1and 4. Indicators
3(National PC plan or strategy), 5 (Responsible authori-
ty for PCin the Ministry of Health), 9 (Overall availabili-
ty of essential medicines for pain and PC at the primary
level), 10 (General availability of immediate-release oral
morphine at the primarylevel), 10.1 (General availability
of different opioids in different formulations) and 13 (Pro-
vision of PC (Specialized Services) were obtained as each
median score. It means values between 1and 4, including
decimals.

Indicator 8 comes from the consumption of opioidsin
defined daily doses for statistical purposes per million
inhabitants per day (S-DDD), average consumption of
narcotic drugs (excluding methadone), 2020-2022.

Source: Narcotic Drugs 2022: Estimated World Requirements for 2023
- Statistics for 2021 International Narcotics Control Board. https://digi-
tallibrary.un.org/record/4061663/files/E_INCB_2023_2-EN.pdf

Cartography

Alvaro Montero and Julen Herrero developed the cartogra-
phyunder the supervision of ProfessorJuan José Pons from
the Department of History, History of Art and Geography of
the University of Navarra. The software used for map con-
structionis ArcGIS Pro 3.3.2. The digital coverage used for
the countryboundariesisadapted to a small scaleand was
obtained from the ESRI ArcGIS Online repository; on the
otherhand, the disputed borders and areas were obtained
from the WHO ArcGIS Hub repository. For the cities, a
point map was used from Esri ArcGIS Online. The projec-
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tion used for allthe mapsis Robinson, with a central merid-
ianat-85°. The scaleis1:68,000,000 for the Geopolitical and
thematic maps, and 1:140,000,000 for the smaller socioeco-
nomic maps. All of the mapsinclude a zoom of the Carib-
beanregion at 1:20,000,000. Choropleth and symbol maps
are used for categorical and quantitative variables. Propor-
tional symbol maps and chart maps are used for quantita-
tive data. In terms of stylistic representation, “ranges” of
constant colors have been adopted and used throughout
this publication: “lavender purple” for choropleths and
“bright yellow” and “light green” for symbols and charts.

Boundaries and geopolitical designations
Theboundaries, names, and designations used in this
palliative care atlas for the PAHO region follow the carto-
graphic guidelines of the WHO. Their inclusion does not
imply any judgment on the part of the authors or editors
concerning thelegal status of any country, territory, city,
orarea, orits authorities, or concerning the delimitation
ofits frontiers or boundaries.

Dotted lines on maps represent approximate border
lines for which there may not yet be complete agreement.
Thisatlasisintended solely to provide information on
palliative carein the PAHO region and does not aim to
make statements on geopolitical matters.

Commercial mentions and responsibility
The mention of specific companies or certain manufac-
turers’ products does not imply that they are endorsed or
recommended in preference to others of a similar nature
that are not mentioned.

The authors have taken all reasonable precautions
toverify the information contained in this publica-
tion. However, the published material is being distrib-
uted without warranty of any kind, either expressed or
implied. The responsibility for the interpretation and use
of the material lies with the reader. In no event shall the
authorsorthe publishing institution be liable for damag-
esarising fromits use.

4.RESULTS DISSEMINATION

The upcoming release of the first Palliative Care Atlas of
the Americas 2025, marks a new milestone in advanc-
ing PCacross the region. This comprehensive atlas, to
belaunched at the ALCP Second Presidents’ Summit of
National Palliative Care Associations in Colombia, on
October 31st to November 1st, 2025, results from a collab-
orative effort involving healthcare professionals, poli-
cymakers, and stakeholders. It provides critical insights
and data to support usall inimproving PC services. By
disseminating this valuable resource, the atlas seeks to
enhance awareness, inform policy development, and fos-
ter collaboration among countries to ensure accessible,
high-quality PCfor all needy individuals. The presenta-

tion at the ALCP High Level Meeting will serve as a plat-
form to engage the global PC community and highlight
the ongoing efforts to address challenges in the PAHO
region.

Limitations and constraints

All 35 countries have had information either provided by
both key informants and available literature or at least
revised and amended by one in-country expert. There-
fore, we have relied solely on information from available
literature: Suriname, Saint Kitts and Nevis, and Saint
Vincent and the Grenadines. Thelack of engagement has
been attributed to the selection criteria for key infor-
mants, aswell as the limited or non-existent PC activity in
some countries.

This study is based on official documents, perspectives,
and knowledge from national experts, PAHO’s regional
PCkey persons, and trained consultants. Although this
methodology is widely accepted for data collection, the
data are still considered estimates. Consequently, the
accuracy and precision of the data can be challenging to
verify on occasion. However, it remains the best and most
up-to-dateinformation availablein the region.

Based in Spain, the ATLANTES Global Observatory of
Palliative Care contributed its experience and knowledge
from previous international atlas studies (overall previ-
ous editions of the ALCP Latin American Atlas). Never-
theless, theimplementation of the WHO’s new indicators
and thelimited evidence regarding exploring PC activity
within national health systems should be considered.

Source:

1. Assessing the development of palliative care worldwide: a set of
actionable indicators. Geneva: World Health Organization, 2021.
Assessing the development of palliative care worldwide: a set of
actionable indicators

2. Tripodoro VA, Ray A, Garralda E, Bastos E Montero A, Béjar AC,
PonsJJ, Bouésseau MC, Centeno C. Implementing the WHO Indi-
cators for Assessing Palliative Care Development in Three Coun-
tries: A Do-It-Yourself Approach. ] Pain Symptom Manage. 2025
Jan;69(1):e61-e69. doi: 10.1016/j.jpainsymman.2024.09.017. Imple-
menting the WHO Indicators for Assessing Palliative Care Develop-
ment in Three Countries: A Do-It-Yourself Approach - PubMed
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INTEGRATING PCINTO RESPONSES TO HEALTH
EMERGENCIES IN THE PAHO REGION
Following thelessonslearned from the COVID-19 pan-
demic, the WHO’s Fourteenth General Programme of
Work (GPW 14, 2025-2028) sets a strategic agenda to
accelerate progress towards health-related Sustainable
Development Goals (SDGs), emphasizing health equi-
ty and system resilience in a context of increasing global
instability. Grounded in WHO’s mission to promote, pro-
vide, and protect health for all, GPW 14 establishes six
strategic objectives, including the advancement of PHC,
UHC, and robust responses to health emergencies.
Achieving these goals in the Region of the Americas will
require the explicit integration of PCinto preparedness,
response, and recovery efforts during health emergen-
ciesand humanitarian crises. PC, focused on the relief of
pain, distressing symptoms, and psychosocial and spiri-
tual suffering, must be recognized as a core component of
essential health services and emergency response strat-
egies.

The Americas have been disproportionately affect-
ed by complex emergencies, including natural disasters,
socio-political instability, infectious disease outbreaks,
and the compounded effects of climate change. These
events disproportionately impact vulnerable popula-
tions, including older adults, persons with chronic condi-
tions, indigenous communities, and those in underserved
areas. The suffering experienced during and after such
crises highlights the urgent need to embed PCinto emer-
gency health responses across national and subnational
levels.

To operationalize this, Ministries of Health, publicand
private health institutions, and humanitarian actorsin
the Region should consider the following actions:

- Ensure national policies explicitly include PCas part
of essential, universally accessible health services,
including during emergencies.

- Mandate theinclusion of PCin domestic and inter-
national humanitarian response protocols, aligning
withthe WHO Essential Package of Palliative Care for
Humanitarian Emergencies and Crises (EP-PCHEC).

- Facilitate access to essential palliative medicines,
including controlled substances, by both local and
international humanitarian providers.

- Trainall emergency health teamsin palliative care
principles, including the dual imperatives of life-saving
and suffering relief.

+ Equip response teams with the full WHO EP-PCHEC,
adapted totheregional context.

- Engagelocal mental health professionals to ensure
culturally appropriate psychosocial support for affect-
edindividuals, families,and humanitarian workers.

Theimplementation of the WHO EP-PCHEC provides a
standardized yet adaptable framework forintegrating
PCinto complex settings, ensuring that those affected by
emergencies receive appropriate care, dignity, and symp-
tom relief.

Inthe PAHO Region, where inequalities in health sys-
tem preparedness persist, strengthening the integration
of PCinto emergency health strategies is not only ethi-
callyimperative but also essential to achieving equitable,
people-centered, and resilient health systems. @

Source:

1. AGlobal Health Strategy for 2025-2028 - advancing equity and resil-
ience in a turbulent world: Fourteenth General Programme of Work.
A Global Health Strategy for 2025-2028

2. Integrating palliative care and symptom reliefinto the response to
humanitarian emergencies and crises: a WHO guide. Geneva: World
Health Organization; 2018. https://iriswho.int/bitstream/handle/10
665/274565/9789241514460-eng.pdf?sequence=1
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@ AbbrewaﬁonspopmmmMETHODS Palliative Carein
the Americas 2025:
AP AdvanceCarePlanning At a Glance

AD Advance Directives

ALCP Asociacion Latinoamericana
de Cuidados Paliativos

EML Essential Medicines List

GP General Practitioner

ArcGIS Geographic Information System software

HIS Health System Information

IAHPC International Association for Hospice
and Palliative Care

ICS Institute for Culture and Society
(Universidad de Navarra)

LMICs Low-and Middle-Income Countries

MoH Ministry of Health

NGOs Nongovernmental Associations

NCDs Non-Communicable Diseases

NLM National Library of Medicine

OPD Outpatient Department

PAHO/OPS Pan American Health Organization
Organizacion Panamericana de la Salud

PHC Primary health care

PC Palliative care

PPC Paediatric palliative care

S-DDD Defined daily doses for statistical purposes
per million inhabitants per day

SDGs Sustainable Development Goals

SHS Serious Health-related Suffering

UHC Universal health coverage

UN United Nations

WHO World Health Organisation

WHPCA Worldwide Hospice Palliative Care Alliance
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PALLIATIVE CARE IN THE AMERICAS 2025: AT A GLANCE

Over 2,984 970 people
faced serious health-
related suffering (SHS)
inthe PAHO region

SHS
CONDITION INTHOUSANDS
Cancer 1,118,550
Lung di 326,360
Dementia 282,770
Cerebrovascular di 274,430
Injury 190,740
Liver di 176,670
Other causes 615,38
Total 2,984,970

*Source: The Lancet Commission on Global Access to Palliative Care
and Pain Relief. Serious health-related suffering database, 2015.

DEMENTIA

INJURY OTHER
CAUSES

CEREBRO
VASCULAR
DISEASES

LIVER DISEASES

Ed ucation PALLIATIVE CARE EDUCATION FOR FUTURE DOCTORS AND NURSES:
. . ‘ THE NUMBER OF COUNTRIES TEACHING MANDATORY PC
andTrai ning
= 30
countries officially recognize PC as a %
medical specialty or subspecialty through 20
national regulatory authorities. 15
DIPLOMAS ©
6/35 have other kinds of diplomas with 5
official recognition (i.e, certification o
of the professional category or the job DOCTORS FORALL FORTHE FORTHE FORNO NODATA NURSES
position) STUDENTS MAJORITY MINORITY STUDENTS ~ AVAILABLE
countries host Two of the 35 countries have an
" national PC advanced level of peer-reviewed
conferences articles focusing on PC research: the
atleastevery United States and Canada.
three years.
Health Policies
LEVEL CONTENT COUNTRIES YEAR  NAME
NATIONAL OOO@ Actualized, evaluated or 5 PALLIATIVE Uruguay 2008  LawNo.18.335-Palliative Care
PALLIATIVE CARE auditedin last 5 years CARELAWS
PLAN, PROGRAMME, Mexico 2008  Federal Law on Palliative Care
POLICY,OR OO@O Actualized but notevaluated 9
STRATEGY orauditedinlast 5 years Colombia 2014  LawConsuelo Devis Saavedra.
O@OO Developed over 4 Canada 2017  Frameworkon Palliative Carein
Syearsago CanadaAct
@OOO Not known or 17 Peru 2018 LawthatCreates the National Plan
does not exist for Palliative Care for Oncological
and Non-Oncological Diseases
Chile 2021 LawNo.21.375-Establishes
L o L R T T S Palliative Care and the Rights of
Empowerment peOp|eand Communltles o Persons with Terminal or Serious
L Ll llinesses.
i
: 1 (ACR)ORADYANCE DIRECTIVES: - Argentina 2022  LawNo.27.678- Palliative Care Law
: CooLiving: - ... None
L wills .23 Guatemala 2022  Decree Number 7-2022 - National
“haveastrong nationaland - © 1Dl lig L Law for Comprehensive Cancer Care
“sub-national presence of PC. © - LTI
-advocacy and promoting - il Brazil 2023  LawN°14.758 of December 29,
_patientrights. - = . ¢ 'ACP3 - 2023 - National Policy for Cancer
S ST Prevention and Control within the
) I SUS
éurfdga£e Paraguay 2024  Palliative Care Law
. ‘Decision : :
Lo ;’Iakers o Ecuador 2025  Organic PCLaw
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PALLIATIVE CARE IN THE AMERICAS 2025: AT A GLANCE

Specialized services

PROVISION OF PALLIATIVE CARE

LEVEL1 LEVEL 2 LEVEL3 LEVEL4
NOORMINIMAL EXISTBUTONLY INSOME EXISTSINMANY PARTS  SISTEMATICALLY
GEOGRAPHIC AREAS OF THE COUNTRY PROVIDED

Bolivia Brazil Argentina oo
Guatemala Cuba Colombia R R
Guyana El Salvador CostaRica |
Haiti Honduras Chile SR
Nicaragua  Jamaica Panama

Paraguay Mexico United States

Peru  Suriname Uuguay

Venezuela

10,528

specialized PC services.

Honduras | . |

vl CostaRica . !
)| Colombia - - -

SPECIALIZED PEDIATRIC PALLIATIVE CARE SERVICES
375 pediatric services are present in 22 countries
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Use of Medicines

8/

Urban Availability of Essential
medicines at primary care centres

0/30

Urban Availability of Immediate-
Release Oral Morphine

Inthe Americas, stark disparities
persist between urban and rural areas
inaccess to essential palliative care
medicines, particularly opioids.

USE OF OPIOIDS

©

u

GLOB)
¢ Navarra ] ¢

ATLANTES

Global
238
S-DDD
Average use :
inNorth America:
15431S-DDD
STIMATED URBAN AVAILABILITY
OF IMMEDIATE-RELEASE ORAL "
‘ The Caribbean
171.3 S-DDD
Latin American
428.3 S-DDD
GLOBAL FRAMEWORK ® LEVEL OF EMERGING
Q FOR THE DEVELOPMENT DEVELOPMENT @
OF PALLIATIVE CAREIN ® EMPOWERMENT OF PEOPLE AND COMMUNITIES () ProcressING
COUNTRIES AND AREAS ® ® POLICIES
(WHO,2021) | © RESEARCH
© USE OF ESSENTIAL MEDICINES @ ESTABLISHED
© ® EDUCATION AND TRAINING @ ADVANCED

® PROVISION OF PC
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THEMATIC MAPS

@ Map 1: Empower people and communities

The empowerment of people and communities relates to
the capacity of a country to empower individuals, fami-
lies, and communities as partnersin the development of
health and social services, aswell asin the engagement in
shared decision-making about their health. It entails the
availability of advocacy resources to protect and enhance
the participation of patients and caregiversin the devel-
opment of PC programs.

GROUPS DEDICATED TO PROMOTING THE RIGHTS
OF PATIENTS IN NEED OF PC, THEIR CAREGIVERS,
AND DISEASE SURVIVORS

Acrossthe Americas, the most frequently reported groups
advocating for the rights of patients in need of PC, and
their families are professional PC associations found-

ed since 1978. Currently, at least one national association
exists in 23 countries, with some nations, such as Mexico,
Bolivia (Plurinational State of ), Colombia, Chile, and Can-
ada, hosting more than one.

Several countries also report activitiesled by NGOs,
and patient organizations are activein at least 30 coun-
tries.In contrast, onlyisolated or sporadic activity has
beenidentified in others, such as Nicaragua, Antigua and
Barbuda, Saint Lucia, Saint Vincent and the Grenadines,
and Saint Kittsand Nevis.

Timeline of National Assocations’ creation
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THEMATIC MAPS

@ Map I: Empower people and communities

NATIONAL POLICY OR
GUIDELINE ON ACP OR AD

/\ Advance Care Planning

/\ Advance Directives

GROUPS DEDICATED TO PROMOTE PC

Existence of strong PC advocacy
(as a National Professional Association)

o Existence of group(s) that cover PC
in a more integrated way

Pioneers, champions, or advocators
of PC can be identified

Only isolated activity

| 1:68.000.000

Map 1. Empowerment of people and communities.

@) ics
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THEMATIC MAPS

@ Map 1: Empower people and communities

NATIONAL POLICY OR GUIDELINE ON ADVANCE
DIRECTIVES OR ADVANCE CARE PLANNING (ACP)
Therecognition of individuals, families, and communities
aspartnersinthe development of health services may be
reflected in national policies that promote their involve-
ment in shared decision-making about their health. This
shared decision-making can take shape through mecha-
nisms such as ACP, living wills, or the designation of sur-
rogate decision-makers.

ACPisdefined as the process of planning someone’s
future health care, what someone would or would not like
toreceiveif becoming seriouslyill or injured and is unable
to communicate their preferences or make decisions, and
giving the opportunity to think, discuss, and record pref-
erences for the type of care and the outcomes someone
would consider acceptable. Ideally, ACP will result in pref-
erences being documented in a plan known as an advance
caredirective and the appointment of a substitute deci-
sion-maker to help ensure their choices are respected.
Living Wills (or Advance Directives) are alegal document
that specifies the type of medical care that an individual
wishes toreceive or decline in the event they are unable
tocommunicate their wishes. And finally, surrogate Deci-
sion makers’ policies, also known as a health care proxy
orasagents, areindividuals designated as advocates for
incompetent patients. If a patient is unable to make deci-
sions for themselves about personal care, some agents
must make decisions for them.

Inthe Americas, only 10 countries report some level
of national policy or guideline regarding ACP, while 23
countries remain at the lowest level of development. Two
countries, Ecuador and El Salvador are developing these
strategiesin their general laws. However, even in coun-
tries with official recommendations or legal frameworks
promoting ACP, implementation is often recent, limit-
edinuse, or hindered by alack of professional training,
awareness, and standardized procedures. In some set-
tings, policies are not legally binding or regulated by law,
and knowledge of their use in practice remains scarce. In
others, frameworks exist but are still under development
interms of dissemination and operationalization.

Only three countries, Chile, Uruguay, and the United
States, have reached the highest level of development,
with consolidated national policies that include legal rec-
ognition of advance directives, established processes for
surrogate decision-making, and regulatory and educa-
tional efforts to ensure their application. ®
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@ Map 2: Health policy related to PC

The political commitment and leadership expressed in
governance and policy frameworks (strategies, standards,
guidelines) are essential to palliative care development. It
includes the development of alegal framework and regula-
tions that guarantee the rights of patients, access to pallia-
tive care services and essential medicines, and the financ-
ing and inclusion of palliative care in the national health
service and benefits package. It alsoincludes health system
design and health care organization, in addition to stew-
ardship and multi-stakeholder action.

NATIONAL PALLIATIVE CARE POLICIES

OR STRATEGIES

Afew countriesin the Americas, Belize, Brazil, Canada,
Colombia, Costa Rica, Chile, El Salvador, Panamad, Uru-
guay, and Paraguay, report having a stand-alone national
PC strategy or plan. Uruguay and Chile also integrate PC
into their national health systems and legislation. Cana-
dahasanational framework adopted in 2018, but it lacks
legal enforceability and remains unevenly implemented.
Inthe United States, there isno unified national strategy,
but PCisincluded in federal and statelegislation. In most
other countries, PCis only partially included in broader
health agendas or not addressed at all. Canada adopted a
National Palliative Care Framework in 2018 and a federal
Action Planin 2019, but implementation has been limit-
ed, with no dedicated national coordination office estab-
lished and no active monitoring or evaluation mecha-
nismsinplace.

Key notes on some countries

Some countries, such as Canada, Uruguay and Chile,
have established comprehensive national strate-
gies backed by legislation and integrated into public
health systems, with active government stewardship
and monitoring.

Argentina, and Peru show partial development,
either through policies under construction, outdat-
ed frameworks, or strong legal recognition without a
dedicated national plan.

Many countries like Trinidad & Tobago, Antigua
and Barbuda or Nicaragua remain at aninitial stage,
where PC is absent from national policies, with only
fragmented or civil society-led initiatives and no for-
mal coordination or funding.

INCLUSION OF PALLIATIVE CAREIN THE LIST OF
PRIORITY SERVICES FOR UHCIN THE NATIONAL
HEALTH SYSTEM

Inthe Americas, 10 countries (28.5%) include PCin thelist
of health services provided at the primary care level under
their General Health Law, making it part of the essen-

tial healthcare package for UHC and contributing to the
achievement of SDG 3.8. PCis not explicitly recognized as
acritical service under the Canada Health Act, leaving its
funding to provincial discretion and resulting in signifi-
cant disparities. While palliative careis often delivered at
the primary carelevel in the United States, it is not explic-
itly mandated under federal law.

Key notes on some countries

Fewer than one-third of countries in the region, such
as Argentina, Costa Rica, El Salvador, Panama3,
Paraguay, and Uruguay, have formally included PCin
their national health laws and basic service packages.

Chile represents a country in transition, with recent
legislation (2022) advancing the integration of PC,
though full regulatory implementation is still pending.

In Cuba, PCis part of the PHC service; home-based
careis integrated into the national primary care
program and is considered an indicator for end-of-life
care.

Most countries, including Canada and the United
States, lack explicit legal mandates or defined
responsibilities for PC at the national level, resulting
in fragmented access and uneven protection under
UHC frameworks.
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@ Map 2: Health policy related to PC

LEGALINCLUSION OF PALLIATIVE CAREFORUHC
Theway PCisincorporated into general healthcare laws
and governmental decrees varies considerably across
countries. In some cases, it involves assigning a formal
roleto general practitionersin delivering PC; in others, it
mandates that PCbe provided in all primary care settings.
Some frameworks go further by including PCwithin
pension schemes or health insurance plans, particularly
through medication reimbursement policies. In several
countries, laws establish requirements for specific train-
ing of professionals delivering basic PC, regulate service
availability at primary care centers, or simply declare PC
aspart of the essential public health services package.
This variability reflects differing levels of legal commit-
ment and operational enforcement across the region.

NATIONAL AUTHORITY FOR PCWITHIN THE
GOVERNMENT OR THE MINISTRY OF HEALTH
Only five countriesin the Americas, such as Costa Rica,
Panamé, El Salvador, Paraguay, and Uruguay, report hav-
ing a well-defined and structured national authority for
PC, usually within the MoH and supported by scientific
and technical components. Another eight countries,
including Barbados, Belize, Brazil, Chile, Colombia, Cuba,
and Perd, report a designated person or branch respon-
sible for PC, but with anincomplete structure lacking
formal authority or technical development. Nearly

half of the countries, 17 in total, do not have a defined
national authority for PC. These differences reflect
varying degrees of institutionalization and commitment
tonational coordination. @

Defined palliative care No authority

authority only defined
at political level 17 48,5%
5 14.2%

N ]

Coordinating entity Coordinating
with incomplete entity withan
structure incomplete
5 14.2% structure
822.8%

Figure 7. Responsible authority for PC within the Ministries
of Health.

Key notes on some countries

Uruguay has a formally structured National PC Pro-
gram within the MoH, with dedicated budget, staff,
and coordination capacity. It serves as a regional
example of institutional commitment.

Chile has multiple technical teams for cancer and
non-cancer PC within the MoH, each with dedicat-
ed personnel and budget. However, fragmentation
between departments, insufficient funding, and the
absence of a unified scientific committee limit effec-
tive coordination

Colombia addresses PC needs under the Subdirec-
torate of NCDs within the MoH. While some respon-
sibilities are present at the national level, the lack of a
dedicated department and reliance on local authori-
ties and insurers lead to uneven implementation and
diluted national stewardship.

Countries like Suriname, Saint Lucia, and Grenada
report no official national structure, policy, or coordi-
nating body for PC. In these settings, the absence of
technical leadership limits visibility, prioritization, and
integration of PC into national health planning.
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@ Map 2: Health policy related to PC

: = ‘& ics
= %‘? niversidad | ATUANTES
= GLOBAL OBSERVATORY OF
e i o/ de Navarra | pALLIATIVE CARE

NATIONAL PC LAW
L Dedicated PC law

NATIONAL PC PLAN
OR PROGRAMME / STRATEGY

I Standalone plan
[ Included in cancer, NCDs or HIV policies
National PC plan in preparation

Not known or does not exist

x|  1:68.000.000

Map 1. Health Policy related to Palliative Care.
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@ Map 2: Health policy related to PC

THEMATIC MAPS

NATIONAL PC AUTHORITY
IN THE MINISTRY OF HEALTH

@ Map 3:Research

Research aims at improving the level of scientific evidence
to guide the care of people and decisions about the orga-
nization of health services. Twoindicators measure the
extent towhich countries are progressing concerning PC
research: (a) the existence of national congresses or scien-
tific meetings specifically related to PC, and (b) PCresearch
production estimated through peer-reviewed articles.
Inthe Americas, 15 countries report holding at least one
national congress specifically dedicated to PCat least
every threeyears, qualifying as Level 4in thisindicator.
These countriesinclude Argentina, Barbados, Brazil, Chile,
Colombia, Mexico, Canada, and the United States,among
others.In many cases, these events are multidisciplinary
and address diverse populations, including pediatric pop-
ulations.

A further group of countries, such as Cuba, Ecuador, and
Panama (Level 3), reports regular PC tracks within broader
congresses such as oncology or chronic disease meetings,
held every1-2 years. In contrast, several other countries,
such as Grenada, the Dominican Republic, Nicaragua, and
Venezuela, report only sporadic scientific events (Level 2)
ornoneatall, such as Guyana and Haiti (Level 1), indicat-
inganongoing gap in national platforms for knowledge
exchange and research dissemination.

The perception of PC research production varies widely
across countriesin the Americas. Twenty-three countries
report very low levels of research output, often reflect-
ing the absence of academic programs, research infra-
structure, or sustained funding. Nine countries, including
Chile, Costa Rica, El Salvador, Mexico, and Uruguay, con-
sider their PC research production to be low, usually lim-

ited toisolated initiatives or small-scale studies without
consistent academic visibility. Only Argentina reports a
perception of a high level of research activity. Until its clo-
surein 2024, the former National Cancer Institute main-
tained open calls for clinical, epidemiological, and social
research, prioritizing topics such as PC.In contrast, just
two countries, Canada and the United States, report a very
high level of PC-related scientific production, supported
byrobust academic ecosystems, postgraduate programs,
and continuous output in peer-reviewed journals. These
disparities highlight the pressing need to strengthen
research capacity across theregion as afundamental axis
of PCdevelopment.

COMPLEMENTARY RESEARCH CONTEXT

Beyond general perceptions of scientific production, some
countries describe specificinstitutional or structural sup-
ports for PCresearch.In Costa Rica, each public and pri-
vate painand PCclinicis required to contribute to research
projects oracademicactivities, encouraging integration
between service provision and knowledge generation.
Colombia highlights that PCresearchis part of broaderini-
tiativesin NCDs, though not always funded or prioritized
independently. In contrast, Guatemala and El Salvador
underscore the limited availability of resources to support
research, despiteisolated efforts from academic or hospi-
tal-based initiatives. These examples suggest that while for-
mal publication output remains limited in most countries,
thereisagrowing awareness of theimportance of embed-
dingresearchinto clinical and educational PC structures. @

A Well-defined coordinating entity with
scientific & technical structure

A Coordinating entity with incomplete
structure

25

HIGH —  VERYLOW

Argentina Antigua y Barbuda,
Bahamas, The,
Barbados, Belize,
Guyana, Haiti, Saint
Lucia, Suriname,
Saint Kitts and Nevis,

/\ Political authority defined

PC INCLUDED IN THE LIST
OF PRIORITY SERVICES IN
THE NATIONAL HEALTH SYSTEM

Il Yes, in the General Health Law

= Yes, recognized by a government
decree or law

sl VERY HIGH Saint Vincent and the
United States Grenadines, Bolivia,
and Canada. Brasil, Colombia, Cuba,
Ecuador, Guatemala,
Honduras, Nicaragua,
Panama, Paraguay,
LOW . . Peru, Rep. Dominicana,
Dominica, Grenada, Jamaica, Venezuela.
Trinidad and Tobago, Chile,
Costa Rica, El Salvador, México,
x| 1:68.000.000 Uruguay.
Map 2. Health Policy related to Palliative Care Figure 8. Perception of the production of PC-related peer-reviewed articles .
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@ Map 4: Essential Medicines

This chapter focuses on the availability and access to essen- Average consumption of opioids in DDD
7 e tial medicines for palliative care across all levels of the (S-DDD) for statistical purposes 2020-2022
= ‘_ﬁb—? hjgl\N’E:/Salﬂ?ad §£§%§§gs&ﬁ¥\mm oF health system, with special emphasis on the use of opioids .
: : for the management of pain and other symptoms, support- ountry S-bbb
ed byrespective risk management strategies. Thislist of Venezuela 17
essential medicinesincludes non-opioids and non-steroi- Haiti 21
dal anti-inflammatory medicines; opioids analgesics; and Grenada 43
medicines for other common symptoms in palliative care. Honduras 45
This list of essential medicines as defined in the WHO Cuba 67
Dominica 81
Acetylsalicylic acid Docusate sodium Guyana 86
Ibuprofen Fluoxetine Nicaragua 91
Paracetamol: acetaminophen Haloperidol Trinidad and Tobago 96
Codeine Hyoscine butylbromide Bolivia 102
Fentanyl Hyoscine hydrobromide Rep. Dominicana 106
Morphine. Therapeutic Lactulose Guatemala 128
z I)'(cs(r:r;zc(i)\;zs: hydromorphone, | operamide . Jamaica 182
Metoclopramide Suriname oM
Methadone Midazolam México 230
Amitriptyline Ondansetron. Therapeutic
Cyclizirr:gl alternatives: dolasetrpon, Ba'ham.:as - 313
Dexamethasone granisetron, palonosetron, Saint Vincent and the Grenadines 313
- tropisetron. Ecuador 318
Diazepam
Paraguay 357
Barbados 367
To measure availability and accessibility, the following Peru 376
measures have been explored: a) Reported annual opi- CostaRica 385
oid consumption —excluding methadone—in S-DDD per Panama 388
million inhabitants/day, b) Availability of essential medi- Brasil 412
cines for pain and PCin the country at the primarylevel, c) ElSalvador 579
E’gﬁgﬁgg&%@’éﬂ!‘%’#{b o 5 General availability of immediate-release oral morphine Colombia 645
NN, e fjl}quld or tal')lfet) at tht.a pr{mary level,and d.) availability .Of Uruguay 728
ifferent opioids and in different formulations at the pri- Argentina 1268
e maiylovel chie 1oos
Spo;adic or non-peripdical Canada 2,684
conterences or meetings United States 8,178
No national congress REPORTED ANNUAL OPIOID CONSUMPTION - Antiguay Barbuda N/A
EXCLUDING METHADONE - IN ORALMORPHINE :
EQUIVALENCE (OME) per million inhabitants/day Belize N/A
According tothe INCB, the average consumption of narcot- Saint Lucia N/A
icdrugs (excluding preparationsin Schedule Il and meth-
adone) and the average use of six strong opioids (morphine,
codeine, fentanyl, hydromorphone, buprenorphine, and Reported opioid consumption ranges fromaslow as
oxycodone) between 2020-2022, measured in defined daily 17 S-DDDin Venezuela, 21 S-DDD in Haiti, and 43 S-DDD
doses permillion inhabitants per day (S-DDD), varies sig- in Grenada, t012,684 S-DDDin Canadaand 18,178 S-DDD
nificantly across the Americas. inthe United States. These vast disparities underscore
inequitiesin access to painreliefand PC, with many LMICs
remaining far below thresholds considered adequate for
basic medical needs. In contrast, in high-income coun-
trieslike Canadaand the United States, extremely high
consumption levels reflect not only greater access but also
theinfluence of other factors, such as the misuse of opi-
W 1:68.000.000 oids, which have shaped both public perception and policy
responses in ways that differ markedly from those inlow-
Map 3. Research and middle-income countries.
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The Caribbean presents a diverse yet fragmented pic-

o Key notes. Opioid Consumption ture. Many countries rely on the Organisation of Eastern
= o V3 Universidad | ATLANTES i i = .
= e ,,i&_'l—? 3997 de Novarra, | Gicantopseausvony or inthe Americas (2020-2022) Caribbean States (OECS) procurement systems or the

PAHO Strategic Fund to acquire pain and PC medicines,
and most have formal essential medicine lists. Howev-

er, availability at the primary care level is inconsistent.
Urban areas such as Barbados, Antigua and Barbuda,

and Jamaica generally report better access, including to
strong opioids like morphine and fentanyl. Rural areas,
however, face recurring stock-outs, weak infrastructure,
and regulatorylimitations. In Dominica and Trinidad
and Tobago, programs such as the Chronic Disease Assis-
tance Programme (CDAP) have improved access through
private providers. Still, these are often limited to specific
formulations or urban regions. Countries like Saint Vin-
cent and the Grenadines and Grenadalack public data or
precise monitoring mechanisms. Prescriptions may be
restricted to specialists or hospital pharmacies, which
addsdelays and travel burdens. While inclusion in formu-
laries iswidespread, supply chain fragility and regulatory
barriers continue to hinder equitable access.

In North America, essential PC medicines are broadly
availablein urban settings, but access remains stratified.
Inthe United States, outpatient access to most WHO-rec-
ommended PCdrugsis possible, yet regulatory restric-
tions limit opioid use outside of end-of-life or PC contexts.
Recent reforms have aimed to ease these constraints,
but disparities persist in rural and remote areas. Canada
offers UHC, yet access to PC medications outside hospital

1. Extreme disparities in access: Opioid consump-
tion varies more than 1,000-fold across the region,
from 17 S-DDD in Venezuela to over 18,000 S-DDD in
the United States, highlighting severe inequities in
access to painrelief and PC.

2.Low consumption in most countries: More than
20 countries report very low levels of opioid use
(below 400 S-DDD), often reflecting regulatory barri-
ers, lack of trained prescribers, and limited availability
in public health systems.

3. High opioid consumption concentrated in two
countries, Canada and the United States, shows the
highest consumption levels, reflecting not only great-
er access but also potential patterns of misuse and
overprescription, accounting for a disproportionate
share of regional availability.

4. Inthe Americas, stark disparities persist between
urban and rural areas in access to essential PC medi-
cines, particularly opioids.

o AVAILABILITY OF ESSENTIAL MEDICINES FOR settings is often restricted to those enrolled in late-stage
L°§.“DLD%‘/’3ft.’.“i'ﬁﬁfﬁéii‘%ﬁ}%‘f? @ PAIN AND PC AT THE PRIMARY CARE LEVEL palliative programs. Indigenous populations, incar-
Across the Americas, rural populations face significant cerated individuals, and residents in remote territo-
20200600 2000 Y 19000 18000 barrierstoaccessing essential PC medicines. While urban ries face systemic barriers due to geographicisolation,
J @ —~ areas may have limited availability through hospitals insurance gaps, and alack of provider authorization. ®

= 7 or specialized centers, rural regions often lack services

- entirely, with access hindered by distance, poor infra-

structure, and regulatory restrictions. % N° Countries

R e e Arﬁﬁfﬁfﬁ;ﬁiiﬂﬁ?lﬁ edicines ior %afm andbeinLain Poor ®  TheBahamss, St Kittsand Nevis,

map due to adjustments made for better visualization. i ghly unqua an ragmen.te.d. While 0%-10% St. Vincent and the Grenadines,

IMMEDIATE-RELEASE ORAL MORPHINE T ; . ) Nicaragua, Guatemala, Paraguay,

Wl Eeiveer 00100 real-world avallabll?ty isrestricted, espec.lally at the pri- R el Ve
mary care level and in rural areas. Morphine, methadone,

[ Between 30% to 70% and other strong opioids are typically confined to tertiary

Between 10% to 30% hospitalsinurban centers. Barriers include complex reg-
ulatory frameworks, limited provider training, and alack
it Rk of supply chain infrastructure. Argentina and Costa Rica Good 9 Argentina, Chile, Dominican Rep.
offer promising models, such as Argentina’s opioid access 30%-70% El Salvador, Antigua and Barbuda
strategy (PrAO), discontinued in 2025, and Costa Rica’s Barbados, Jamaica, St. Lucia,
regularly updated national formulary. In Peru, Ecuador, Trinidad and Tobago
and El Salvador, key formulations like oral liquid mor- Verygood 8 Grenada, Dominica, Canada, Belize
phine are still absent. Even in countries with legal guar- 70-100% Costa Rica, Panama, USA, Uruguay
W 1:68.000.000 antees, such as Chile or Mexico, rural coverage remains
weak. Pediatric formulations and access for home-based Figure 9. Percentage of primary health centers where EM are
Map 4. Essential medicines. care arerare, further limiting effective symptom control. available.
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GENERAL AVAILABILITY OF IMMEDIATE-RELEASE
ORAL MORPHINE (LIQUID ORTABLET) AT THE
PRIMARY LEVEL

Across Latin America, the Caribbean, and North Ameri-

ca, access toimmediate-release oral morphine remains
fragmented and inequitable, despiteits formal inclusion
inmany national formularies. Only 5 out of 35 countries
reported very good availability at the primary care level,
while 18 countriesindicated a generalized lack of access to
oralmorphine

%  Countries
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Figure 10. General availability of immediate-release oral mor-
phine (liquid or tablet) at the primary level

InNorth America, formal accessis higher, particularly
inurbanareas. Canadaincludesimmediate-release mor-
phineinitsformulary and ensures widespread pharmacy
access, but rural and Indigenous communities continue
to face supply gaps and coverage restrictions outside hos-
pital settings. In the United States, opioids are accessible
through pharmacies, yet are rarely stocked in primary care
clinics dueto state-level regulations and prescription mon-
itoring systems. Accessis shaped by geography, insurance
status, and care eligibility, particularly for patients not
enrolled in formal PC or hospice programs.

In the Caribbean, national policies often include
essential PCmedicines, and regional procurement
mechanisms (e.g., OECS, PAHO Strategic Fund) arein
place. However, real-world access toimmediate-release
oral morphine at the primary care level remains unreli-
able. In countries like Saint Vincent and Belize, morphine
istechnically authorized but not consistently available
due toweak supply chains and limited provider capaci-
ty. In Trinidad &Tobago and Dominica, morphine accessis
centralized in hospitals and often requires prescriptions
from oncologists or specialists. Patientsinrural areas face

additional burdens of distance and bureaucracy. Common
challenges across the region include stigma around opioid
use, restrictive prescribing policies, and undertrained staff,
limiting effective community-based pain management.

In Latin America, most countries list opioidsin their
essential medicines’ registries, but availability at the
primary carelevelislimited, particularly in rural areas.
Morphineis often restricted to tertiary hospitals, with
accessimpeded by stock-outs, strict regulations, and alack
of provider training. Oralliquid morphine and pediatric
formulations are rarely available. Countries like Bolivia,
Guatemala, and Venezuela report virtually no access to
oral morphine at the community level. Even where cover-
age exists, asin Peru, Mexico, or Brazil, distribution chal-
lenges persist. While Costa Rica and Uruguay stand out for
structured policies that ensure access at the primary care
level, such models are the exception. Overall, regulatory,
logistical, and geographic barriers continue tolimit equita-
ble painrelief.

Despite policy progress across the Americas, a consis-
tent pattern emerges: inclusion in essential medicines
lists does not guarantee real-world availability. Structur-
al health system limitations, ranging from regulation and
logistics toworkforce and stigma, continue to constrain
equitable accessto painrelief. Addressing these gaps
requires integrated strategies that move beyond formu-
laryinclusion toward implementation, monitoring, and
sustained investment in PCinfrastructure at the primary
carelevel.

Some key points on the availability
of different opioids

Immediate-release oral morphine is rarely available
at the primary care level in most Latin American and
Caribbean countries, even when included in national
formularies.

Sustained-release formulations are more common-
ly available than immediate-release ones in several
countries, but their use is limited by inadequate pro-
vider training and prescription barriers.

Oral liquid morphine is virtually absent across the
region, limiting options for pediatric, home-based, or
dysphagic patients.

In several Latin American countries, including
Argentina, Chile, and Uruguay, methadone is com-
monly used as the first-choice opioid for managing
cancer-related pain.

PALLIATIVE CARE ATLAS OF THE AMERICAS 2025

This chapter will present the availability of undergrad-
uate education resources (integrated into curricula) in
medicine and nursing schools, and the existence of a
specialization in palliative medicine. Across the Ameri-
cas, undergraduate education in PC remains limited and
uneven, particularly in nursing. While some progress has
been made, most countries lack mandatory PC content in
medical and nursing curricula.

In North America, Canada has the highest integra-
tion, with most medical schools offering elective PC con-
tent, and two-thirds including some mandatory instruc-
tion. However, clinical exposureis limited. In the United
States, thereis no national requirement for PC education,
and implementation varies widely. Most nursing pro-
grams lack standardized PC content, though some use
frameworks like the End-of-Life Nursing Education Con-
sortium (ELNEC).

Inthe Caribbean, PCeducationisabsent mainly at the
undergraduate level. Onlyisolated programs, such asin
Haiti and Trinidad and Tobago, provide structured PC
mandatory content. In most countries, medical and nurs-

ing students graduate without formal PC training.

In Latin America, few medical schoolsinclude PCas a
required subject; some offerit as an elective (Cuba) or
within related fields (geriatrics, oncology). Barriers
include alack of trained faculty, limited curricular space,
and weak policy enforcement.

PCTEACHING IN NURSING SCHOOLS

In 14 countries, mandatory PCis taught in at least one
nursing school. Only 4,5% of the nursing schools teach
mandatory PCin the whole region. Still, only in four coun-
tries, Chile, Uruguay, Colombia, and Trinidad & Tobago,
domorethan 60% of schoolsincludeit as a compulsory
subject. In contrast, 16 countries report that 0% of nursing
schools offer mandatory PC education, and a further four
countries (Mexico, Canada, Cuba, and the United States)
have no available information. Additionally, 11 countries
report that optional PCis taught in most nursing schools
that offer the subject, including Chile, Colombia, Panama,
and Belize.

Palliative Care Teachingin Medical Schools

Palliative Care Teaching in Nursing Schools

Country Mandatory Optional Country Mandatory Optional
Argentina Argentina
Brasil Brasil

Chile Chile

Colombia Colombia
CostaRica CostaRica
Cuba Ecuador
Ecuador El Salvador

El Salvador Guatemala
Guatemala Honduras
México Panama
Nicaragua Paraguay
Panama Peru

Peru Dominican Rep.
Dominican Rep. Uruguay
Uruguay Belize

Haiti Guyana

T.&T. Haiti

Canada T.&T.

0 1 20 30 40 50 60 70 80 90 100

The graphicsinclude only countries that reported
mandatory or optional undergraduate educationin
medical or nursing schools. Data from Boliviaand
the United States are not available.
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Map 5.1. Palliative Care Education (Doctors). Map 5.2. Palliative Care Education (Nurses).
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Figure 11. Proportion of future physicians across the Americas
receiving mandatory palliative care.
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Figure 12. Proportion of future nurses across the Americas
receiving mandatory PC teaching

SPECIALIZATION IN PALLIATIVE MEDICINE
FORPHYSICIANS

Palliative medicine isrecognized as a specialty or subspe-
cialty (or equivalent designation) by competent nation-
alauthoritiesin 13 countries (37 % of those in the Ameri-
cas).Insix additional countries, while there isno formal
specialization process, other types of officially recognized
diplomas exist, such as certifications for professional cat-
egoriesorjobtitlesrelated to PC physicians.

In seven more countries, there are other types of train-
ing programs (such as advanced courses or universi-
ty-based master’s degrees), though theylack formal
national recognition. In 10 countries, PC has no official
recognition in the professional framework. ®
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Specializationin palliative medicine for physicians

Country

Description

Canada

Palliative Medicine is officially recognized as a subspecialty by the Royal College of Physicians and Sur-
geons of Canada (RCPSC) for both adult and pediatric care, and acknowledged by national and provincial
regulatory bodies in 2017. It applies to both adults and children and is acknowledged by national and provin-
cial regulatory bodies.

United States

The American Board of Medical Specialties (ABMS) and the Accreditation Council for Graduate Medical
Education (ACGME) formally recognized Hospice and Palliative Medicine as a medical subspecialty in
2006. The American Osteopathic Association (AOA) followed in 2007.

Argentina

The Ministry of Health of Argentina recognized PC as a medical specialty through Resolution 1814/2015,
and it has been formally adopted in the Autonomous City of Buenos Aires, as well as in the provinces of
Buenos Aires and Santa Fe.

Brazil

In 2011, Resolution 1973/201 of the Federal Council of Medicine authorized the development of palliative
medicine as a subspecialty. Since then, 17 residency programs in palliative medicine have been establi-
shed, including a PPC specialization,

Chile

In Chile, the subspecialty of Palliative Medicine was recognized by the National Corporation of Medical
Specialties (CONACEM) in 2021. Currently, the Pontifical Catholic University of Chile is the only institu-
tion offering a subspecialization program in Palliative Medicine, which includes both clinical training and
research.

Colombia

In Colombia, there are several PC specialization programs, both as primary and secondary specialties,
offered by nine medical schools. Additionally, one faculty offers a specialization program in PPC.

CostaRica

Costa Rica established a formal specialization in Adult Palliative Medicine at the University of Costa Rica
in 2009, complemented by clinical practice in national hospitals.

Dominican Republic

On July 1,2024, the Dominican Republic launched the specialty in Palliative Medicine and Pain Clinic.

Ecuador Since 2018, the Catholic University of Santiago de Guayaquil (UCSG) has offered the first PC specializa-
tionin Ecuador. In 2022, UTE and PUCE received official recognition for similar programs.

El Salvador In El Salvador, the Dr. José Matias Delgado University, through its Faculty of Health Sciences "Dr. Luis
Edmundo Vasquez,"is implementing an official specialization in Palliative Medicine. The first cohort runs
from January 2023 to February 2025.

Mexico Starting in 2025, a three-year Direct Entry Specialty recognized by UNAM will grant an official federal
medical degree. Additionally, two federally accredited two-year subspecialties for anesthesiologists are
offered by the Universities of Guadalajara and Guanajuato. In 2023, the first PPC specialty was approved
in Jalisco.

Paraguay In Paraguay, palliative medicine is recognized as a secondary specialty, requiring prior completion of a
primary specialty.

Venezuela Palliative medicine was officially recognized as a medical specialty in Venezuela in 2009, with certifica-

tion granted by the Ministry of Popular Power for Health and endorsed by national medical associations.
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Map 5.3. Palliative Care Education (Specialization).
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This chapter refers to the capacity of the national health
and social system to meet the needs of adults and children
with SHS. This entails services integrated into primary
care and specialized services (hospice, home care, hos-
pital, outpatient), itsinteraction with other areas of the
health system, accessibility, and commitment to private
sector providers.

For this study, we explored whether there exists, in the
American countries, a system of specialized PC services
orteamsthat hasageographicreach andis delivered
through different service delivery platforms. Otherlevels
were possible depending on whether a country had 1) No
or minimal provision of PC specialized services or teams,
2)isolated provision (only in some geographic areas), 3)
generalized provision (in many parts of the country but
with some gaps, or 4) integrated provision (specialized PC
services or teams systematically provided).

According to these definitions, only two countries
scored level 4 (see table below).

Of note, Specialized PC services or teams referto health
care services/teams whose main activityis the provision

of PC. These services/teams often provide care for patients
with complex needs or severe suffering and, therefore,
require staff with specialized training. For this compar-
ative study, within a service, ifthere are teamsidentified
with distinct functions (such as some teams dedicated to
home-based care and others to hospital care), these teams
are counted as separate services. If a service’s staff per-
forms different roles, like attending to both home and hos-
pital care, itisregarded asa single service.

The Atlasidentifies 2,865 specialized PC services in Lat-
in America (including Mexico) and 7,627 in North Ameri-
ca, excluding data from Canada, Barbados, Dominica and
Grenada due to unavailability.

Service availability ranges from virtually non-existent
in countries such as Saint Lucia, Saint Kitts and Nevis,
Saint Vincent and the Grenadines, Guyana, and Surina-
me, to countries that have surpassed the two services per
100,000 inhabitants benchmark recommended by the
European Association for Palliative Care (EAPC). Notable
examplesinclude the United States, Costa Rica, Uruguay;,
and Chile.

Overalllevel of Palliative Care provision

Level 1. Emerging Level 2. Progressing

Level 3. Established Level 4. Integrated

Antigua and Barbuda Bahamas, The
Haiti Barbados
St. Lucia Belize
St. Kitts and Nevis Dominica
St.Vincentand the Grenadines ~ Guyana
Suriname Jamaica
Trinidad and Tobago
Bolivia
Ecuador
El Salvador
Guatemala
Honduras
Nicaragua
Paraguay
Peru
Republica Dominicana
Venezuela

Grenada United States
Canada Costa Rica
Argentina

Brasil

Chile

Colombia

Cuba

Mexico

Panama

Uruguay

PALLIATIVE CARE ATLAS OF THE AMERICAS 2025




THEMATIC MAPS

@ Map 6. Integrated Health Services

PALLIATIVE CARE SPECIALIZED SERVICES
RANKED IN QUARTILES ACCORDING TO
POPULATION RATIO

The figure presents the distribution of specialized PC
services per 100,000 inhabitants across countriesin the
Americas, grouped by quartiles. Countries are distributed
as follows: Q1 (Lowest): <0.0975; Q2:>0.0975y < 0.33; Q3:>
0.33y<1.1725and Q4 (Highest): >1.1725

The American medianis 0.33, and the average is 0.70
services per 100000 inhabitants. The variation is signif-
icant, ranging from countries with minimal service pro-
vision to those surpassing international benchmarks.
Countriesin the highest quartile, such as Chile, Costa
Rica, Uruguay, and the United States, exceed 2 services
per100,000 inhabitants. In contrast, most countries fall
within the lower two quartiles, reflecting limited access
to specialized services.

Palliative Care per 100,000 inhabitants by country
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Map 6.1. Specialized palliative care services across the Americas.
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Map 6. 2. Specialized PC services for children across the Americas.
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No countryinthe Americasreported an advanced level of
integration of PPC, meaning that specialized services or
teams for children are not systematically available nation-
wide. Only a few countries, the United States, Argentina,
and Chile, reported generalized provision (Level 3), where
PPC services exist in many parts of the country, though
with notable gaps.

Intotal, the region hosts 375 PPC services across 22
countries, with significant variation in distribution. Sev-
eral countries, such as The Bahamas, Haiti, Trinidad and
Tobago, Paraguay, Ecuador, Cuba, Uruguay, and Nicaragua,
report minimal provision. In contrast, others, such as Can-
ada, Mexico, and Brazil (Level 2), have achieved an isolated
provision: PPC specialized services or teams exist but only
in some geographic areas. No data were available onthe
number of servicesin Canada.

Number of Specialized Paediatric PC Services

Country 0O 10 20 30 40 50 60 70 80 90 100 110 120

United States

Brasil

Argentina

Mexico
Chile
Uruguay

Colombia

CostaRica

Peru
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Cuba
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o Some key notes of specialized PPC services

CANADA

Despite the presence of special-
ized PPC programs in major urban
centers, access remains high-

ly centralized. Fewer than 18%

of children who need PC receive
it, with most rural and remote
regions relying solely on virtual
support.

UNITED STATES

PPCis well established in major
children’s hospitals, with 80%
offering specialized programs and
around 120-125 services nation-
wide. However, access remains
uneven, particularly in rural areas,
where families often depend on
telemedicine and few standalone
pediatric hospices are available.

BRAZIL

Brazil has over 90 specialized

PPC services, mainly established
after 2010 and concentrated in the
Southeast region. Most are hospi-
tal-based, with limited bed capac-
ity,and while nearly allinclude a
physician, only 75% have dedicat-
ed pediatric time.

ARGENTINA

Argentina has 59 specialized

PPC programs, primarily in major
urban hospitals. Despite formal
recognition of the specialty and
early institutional development,
geographic distribution remains
uneven, with some provinces lack-
ing dedicated services.

MEXICO

Although PPC has expanded in
Mexico, services remain limited
and unevenly distributed. Most
states still lack specialized teams,
despite national data reporting
up to 26 programs, with only a few
dedicated exclusively to pediat-
ric care.

CHILE

Chile guarantees PPC through
national legislation, with 21 ser-
vices currently in place, includ-
ing 11 specialized units operating
under a common protocol since
2003. While many services are
mixed, access remains limited for
children with non-oncological
conditions and complex chronic
needs.

THEMATIC MAPS

URUGUAY

Uruguay has 17 specialized PPC
teams and seven mixed teams.
The national referral center at
Pereira Rossell Hospital leads
both care and training, offering
interdisciplinary education pro-
grams that strengthen workforce
capacity across the country.

COSTARICA

Costa Rica provides seven PPC
services through mixed hospi-

tal and home-based units. These
include specialized teamsin the
National Children’s Hospital and
regional centers, supported by the
Pro-Unit Foundation for PPC.
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People & Communities

Policies

COUNTRY REPORTS

@ Antiguaand Barbuda

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

®©000O

Only isolated
activity can be
detected.

Thereisnonational PCassociation in Antigua and Barbuda.
However, cancer support organizations provide assistance to
individuals diagnosed with cancer, although their focusis not
specifically on PC. The Antigua and Barbuda Cancer Support
Community (ABCSC) offers medical assistance and monetary
donationsto cancer survivors and their families. Additional-

ly, the Caribbean Cancer Portal, aregional initiative, aimsto
improve the quality oflife for individuals affected by cancer by
enhancing knowledge about prevention and care, and support-
inginformed decision-making regarding health and treat-
ment. This platform provides resources that may benefit cancer
patientsin Antiguaand Barbuda.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®000O

Thereisno
national policy
orguidelineon
advance care
planning.

Antiguaand Barbuda currently has no specific national policy, leg-
islation, or guidelines addressing advance care planning related to
medical decisions for the use oflife-sustaining treatment or end-
of-life care.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®©000O

Do not know or
does not exist.

©000O

Not known or does
not exist neither
standalone noris
included in anoth-
er national plan.

Antigua and Barbuda does not currently have a national PC
plan, program, policy, or strategy with a defined implementa-
tion framework. Plans are underway to develop a national strat-
egy aimed at eliminating cervical cancerin alignment with the
WHO 90/70/90 targets, which will include care for individuals
diagnosed with advanced cervical cancer requiring palliation.
While thereis no specific PC strategy, the National Policy and
Plan of Action on Healthy Ageing (2017-2027) highlights the
need toenhance training opportunities in end-of-life and PC for
healthcare workers and caregivers.
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Policies

COUNTRY REPORTS

@ Antiguaand Barbuda

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O000O

Not known or
does not exist.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

PCisnot explicitly mentioned in the current National Strategic
Plan for Health of Antigua and Barbuda. Nevertheless, it is
incorporated into the primary healthcare services offered
within the public health system. According to WHO data, PCis
generally accessible at the primary care level across the country.
Furthermore, the National Policy and Plan of Action on Healthy
Ageing (2017-2027) highlights the importance of ensuring
availability, accessibility, affordability, and quality of primary
healthcare, including long-term and community-based care
services.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

®000

Thereis no coordi-
nating entity.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).

The Ministry of Health, Wellness, and Environment in Antigua
and Barbuda does not have a dedicated department or authority
specifically responsible for cancer care or PC. Between 2015 and
2023, the ministry collaborated with The Cancer Centre of the
Eastern Caribbean (TCCEC) to offer radiation therapy services.
However, following TCCEC’s closure in 2023, patients now access
radiation therapy and other specialized cancer services abroad
through the Ministry’s Medical Benefits Scheme. At present,
thereis no standalone cancer care unit within the ministry, noris
there a separate national authority overseeing PC.
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Medicines

COUNTRY REPORTS

@ Antiguaand Barbuda

— Existence of congresses
or scientific meetings
at the national level
specifically related to PC.

®O000O

Thereare no
national con-
gresses or sci-
entific meetings
related to pallia-
tive care.

Thereisnoinformation availableindicating that Antiguaand
Barbuda hosts national congresses or scientific meetings spe-
cifically dedicated to PC.

— Estimation of the level
of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

®000

Indicates a min-
imal or nonexis-
tent number of
articles published
onthe subjectin
that country.

PCresearch specificto Antigua and Barbudais scarce, with no
peer-reviewed articles authored by researchers from the country.

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

N/A
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Medicines

COUNTRY REPORTS

@ Antiguaand Barbuda

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

00RO

Good: Between
30%to 70%.

@000

Poor: Between 0%
t010%.

The availability of essential medicines for pain and PC at the
primary care level in Antigua and Barbudaisrated as good in
urban areas. Medications available include acetylsalicylic acid,
ibuprofen, paracetamol (acetaminophen), codeine, fentanyl,
morphine, amitriptyline, dexamethasone, diazepam, docusate
sodium, fluoxetine, haloperidol, hyoscine butylbromide, hyos-
cine hydrobromide, loperamide, metoclopramide, midazol-
am, and ondansetron, with palonosetron listed as a therapeu-
ticalternative. The percentage of health facilities at the primary
carelevel inrural areas with these medicationsis not known.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

000@,

Poor: Between 0%
t010%.

©O00O

Poor: Between 0%
t010%.

The general availability of immediate-release oral morphine
(liquid or tablet) at the primary care level in Antigua and Barbu-
daislimited.
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Education & Training

COUNTRY REPORTS

@ Antiguaand Barbuda

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

0/2

0/2

0/1

0/1

1))
1))

In Antigua and Barbuda, there are two medical schools: the Uni-
versity of Health Sciences Antigua (UHSA) and the American
University of Antigua (AUA). Neither institution includes PC as
acompulsory or optional subject in their undergraduate curric-
ula. Additionally, the country has one nursing school, also at the
UHSA, which does not offer PC education as either acompulso-
ry or optional component of its program.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

©O000O

Thereis no process
on specialization for
palliative care phy-
sicians.

Thereisno available process for specialization in palliative
medicine for physicians within Antigua and Barbuda. Individ-
uals eligible for training in PC may receive government sup-
port to pursue specialization abroad. All medical doctors and
nurses are required to meet the general licensure requirements
established by their respective professional councils to provide
healthcare servicesin the country.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ Antiguaand Barbuda

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

®O00O

No or minimal provi-

sion of palliative care
specialized services

orteamsexistinthe

country.

O®00

Adhoc/insome
parts of the country.

O®00

Adhoc/insome
parts of the country.

®@O00O

Not at all.

Antigua and Barbuda has one specialized PC service, the St.
John’s Hospice, anon-profit organization located in St. John’s.

It provides nine beds for terminallyill patients and two beds for
short-term nursing care. Established in January 2012, it is over-
seen by a Board of Directors, with the Governor General, His
Excellency Sir Rodney Williams, serving as Patron. There are no
specialized PC teams associated with either the hospice or hos-
pital that operate within the community to provide PC services.
In Antiguay Barbuda, the servicesratiois 1.07 per 100,000
inhabitants.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE
IN THE REGION

0.33 ASB

<>
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cocc e oo bococ oo beoc b o beenn B

o @

MINIMUM RATE MAXIMUM RATE
IN THE REGION IN THE REGION

0 3

< SPECIALIZED
PALLIATIVE
CARE SERVICES

Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

@000

No or minimal pro-
vision of palliative
care specialized
services orteams
for children existsin
country.

0

PPC
TEAMS

In Antigua and Barbuda, there are no specialized PC services
available for children.
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COUNTRY REPORTS COUNTRY REPORTS

@ Bahamas,The
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People & Communities

Policies

COUNTRY REPORTS

@ Bahamas,The

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

O®00

Pioneers,
champions, or
advocators of
palliative care can
be identified, but
without a formal
organization
constituted.

PCin Bahamas has seen gradual progress, with pioneers and
advocates championing the cause, though without a formal orga-
nization established.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®000O

Thereisno
national policy
orguidelineon
advance care
planning.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®©000O

Do not know or
does not exist.

©000O

Not known or does
not exist neither
standalone noris
included in anoth-
er national plan.

The most recent National Multi-Sectoral Non-Communicable
Disease Strategy and Plan of Action for The Bahamas (2017)
doesnotinclude PC as adefined component. As of now, thereis
no dedicated national PC plan, program, policy, or strategy with
an established implementation frameworkin the country.
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Policies

COUNTRY REPORTS

@ Bahamas,The

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O000O

Not known or
does not exist.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

PCisnot currently availablein primary health care facilitiesin
The Bahamas. Itisnotincluded asadefined service within the
national health system’s package of priority services for UHC.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

®000

Thereis no coordi-
nating entity.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).
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Medicines

COUNTRY REPORTS

@ Bahamas,The

— Existence of congresses
or scientific meetings
atthe national level

specifically related to PC.

®O000O

Thereare no
national con-
gresses or sci-
entific meetings
related to pallia-
tive care.

— Estimation of the level

of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

®000

Indicates a min-
imal or nonexis-
tent number of
articles published
onthe subjectin
that country.

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

Average consumption of
opioids, in defined daily

doses (S-DDD) for statistical

213

purposes per million
inhabitants per day.
S-DDD PERMILLION
INHAB /DAY
COUNTRY VSREGION
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Medicines

COUNTRY REPORTS

@ Bahamas,The

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

®@O00O

Poor: Between 0%
t010%.

@000

Poor: Between 0%
t010%.

The Supplies Management Agency of the Public Hospital
Authorityisresponsible for the procurement of medicines

and medical supplies in The Bahamas. The National Prescrip-
tion Drug Plan (NPDP), administered by the National Insur-
ance Board, aims toimprove access to medicines forindividu-
alsliving with non-communicable diseases (NCDs) in both the
public and private sectors. While the NPDP is a key initiative to
enhance healthcare access and quality of life, its primary focus
ison chronic disease management rather than PC.In 2019, the
procurement list of medicines available under the NPDP, sup-
plied to primary care health facilities, covered only 28.7% of all
essential NCD medicines. Additionally, only 5.1% of essential PC
medicines were included in the NPDP formulary, highlighting
limited availability of essential medications for pain and PC at
the primary care level.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

000@,

Poor: Between 0%
t010%.

©O00O

Poor: Between 0%
t010%.

The NPDP Formulary List (2019-2021) includes tramadol as the
onlylisted opioid. However, no oral narcotics, including imme-
diate-release oral morphine, are dispensed in primary health
care clinics.
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Education & Training

COUNTRY REPORTS

@ Bahamas,The

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

0/1

0/1

0/3

0/3

1))
)

In The Bahamas, the Western Atlantic University School of
Medicineis the only medical school in the country. However, its
curriculum does not include PC modules, either asamandato-
ry or optional course. There are at least three nursing schools
offering a Bachelor of Science in Nursing : Southern College,
Terreve University College, University of The Bahamas. None of
these nursing schools have PCintegrated into their curricula,
whether asamandatory or optional subject. This reflects alack
of formal PC education at the undergraduate level for both med-
ical and nursing studentsin The Bahamas.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

©O000O

Thereis no process
on specialization for
palliative care phy-
sicians.

PCisnotincluded in the specialist list of the Bahamas Medical
Council.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ Bahamas,The

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

O®00

Isolated provision:
Exists butonlyin
some geographic
areas.

O®00

Adhoc/insome
parts of the country.

O®00

Adhoc/insome
parts of the country.

O®00

Adhoc/insome
parts of the country.

In The Bahamas, Palliative Care Bahamas (PCB) is the pri-
mary provider of specialized PC services, offering both hos-
pital-based and home-based care. In 2011, PC was formally
introduced at the PMH Oncology Clinic. Since then, services
have expanded and are now accessible in both public and pri-
vate hospitals and the wider community, including the outly-
ingislands. These services include weekly ambulatory clinics,
in-hospital consultations, and home-based hospice care

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE
IN THE REGION

0.33

THEBAHAMAS
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Looochriobooo boooa oo oo b boeoc oo b |

o @

MINIMUM RATE MAXIMUM RATE
IN THE REGION IN THE REGION

< SPECIALIZED
PALLIATIVE
CARE SERVICES

Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

O®00

Isolated provision:
palliative care spe-
cialized services or
teams for children
existbutonlyin
some geographic
areas.

1

PPC
TEAMS
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COUNTRY REPORTS

COUNTRY REPORTS

@ Barbados

BARBADOS

o POPULATION, 2024

282,467

>SURFACEKM22022 Loiiiiiiinn

Barbados

" RATEOF PC SERVICES
INBARBADOS

: ®
- MEDIAN RATEOF PC

- ’UNIVERSAL HEALTH COVERAGE 2021

" SERVICESIN THE REGION

T4
1:2
1.0
0.8
06
04

NOORMINIMAL
ISOLATED
GENERALISED
INTEGRATED

WHO FRAMEWORK
FORPALLIATIVE CARE
DEVELOPMENT

POLICIES
© RESEARCH

® PROVISION OF PC

-

@® EMPOWERMENT OF PEOPLE AND COMMUNITIES

® USE OF ESSENTIAL MEDICINES
® EDUCATION AND TRAINING

LEVEL OF
DEVELOPMENT

EMERGING @
PROGRESSING @
ESTABLISHED @

ADVANCED @

ATLAS OF PALLIATIVE CARE IN AMERICA 2025
92

(exclud[ng ...........................
(methedon |

\\H\\\H\JH\\H\\H\JHMH\H Lyl

AXIMUM CONSUMPTION:

- 'INTHEREGION:

MINlMUMCONSUMPT\ON
INTHEREGION : - :

¥ POOR FAIR GOOD
0-10 10-30  30-70

POOR FAIR GOOD
0-10 10-30  30-70 M

: General avallablllty of |mmed|ate release oraI :'
{ : _mﬁ phlne at the prlmary Ievel :

: IIN:URBANAREAS'%:::'V’ RS

POOR  FAR  GOOD POOR  FAIR
0-10 1030 30-70 [HSSCOEISEEM ©-10  10-30

PC-related EX|stence of PC
research artlcles' o - 1 -congresses or SCIentlflc

- National Association: The Bar: |

: Endorsed by Natlonal PC Assoaa-
: bados Assomahon of Palhatlve S :

ftlon Yes

- - Edition: Edited by Atlantes Research -
: 'Team (Unlver5|ty ofNavarra Spaln)

2000 4000 6000 8000 10000 12000 14000 16000 18000 20000 + |

: Natlonal PC plan
oor strategy
. v :Reeponsible autnority -
- forPCinthe Minlstry of -
Health

Inclusion of PC in the basi_c

| ®Education &Training

. W|th mandatory PC
. teachlng

: Empowerment of people
and communltles

ATLAS OF PALLIATIVE CARE IN AMERICA 2025

93




People & Communities

Policies

COUNTRY REPORTS

@ Barbados

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

O00®

Strong national
and sub-national
presence of
palliative care
advocacy and
promoting
patient rights (as
a professional
association of

Palliative Care, i.e.).

The Barbados Association of Palliative Care (BAPC), registered as
acharitable association in 2011, provides free community-based
PCacrosstheisland. Operating with no paid staff, its team of
volunteer doctors, nurses, and social workers delivers care to
terminallyill patients referred by hospitals, NGOs, and fami-

lies. Through its Community PC Program, BAPC supplies med-
icationsand essential items (e.g., IV fluids, gloves, incontinence
supplies, food hampers), along with psychosocial support and
counseling. While full fees are not requested, insured patients are
asked to provide a stipend for nurses’ transport and incidentals.
BAPC serves the entire country and prioritizes in-home PC for
patientslacking support. However, growing demand challenges
theassociation’s capacity to provide qualified caregivers.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®000O

Thereisno
national policy
orguidelineon
advance care
planning.

Thereis nonational policy, but thereis guidance for medical prac-
titioners by the Barbados Medical Council.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®©000O

Do not know or
does not exist.

00O

Not known or does
not exist neither
standalone noris
included in anoth-
er national plan.

Palliative Careis contained within the national strategic plan
for NCDs 2020-2025. Within the Non-Communicable Disease
(NCD) plan, the Senior Medical Officer of Health and the NCD
unit oversee the integration of palliative care elements, yet not
asastand-aloneinitiative. Thereis alsoa Cancer Control plan,
which hasnot been operationalised.
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Policies

COUNTRY REPORTS

@ Barbados

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O000O

Not known or
does not exist.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

The challengelies in the availability of primary care services,
which are free at the point of access, yet successive governments
have not committed to anitemised list of services. Much depends
oninterpreting the Health Services Act 0f1964, particularly
section 1a (health.gov.bb/Legislation#HealthServices).
Consequently, alist of essential Universal Health Coverage (UHC)
servicesisabsent. Health system descriptionsdonotincludea
public primary care-based PC service.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

00O

Thereisacoordi-
nating entity but
hasanincomplete
structure (lack of
scientific or tech-
nical section).

O®00

There are con-
crete functions
butdonothavea
budget or staff.

There are defined functions and goals to be achieved. Although
thereis no discrete budget for palliative care, thereis a dedicat-
ed budget and program staff for NCDs. This includes a senior
medical officer of health and technical officers who work close-
lywith the health promotion team.
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COUNTRY REPORTS COUNTRY REPORTS

@ Barbados

Medicines

— Existence of congresses
or scientific meetings
at the national level
specifically related to PC.

O00®

At least one
national confer-
ence specifically

The Barbados Association of Palliative Care convenes an annu-
al meeting, whichis usually accredited by the medical council
for continuing medical education points for health profession-
als. On October 9th,2024, the Barbados Association of Palliative
Care held its annual conference under the theme ‘10 Years and

Medicines

@ Barbados

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care

00RO

Good: Between
30%to 70%.

Accessto essential medicines in Barbados shows little geo-
graphic variability, as most rural parishes have public primary
care satellite clinics. While major private pharmacies are not
located in deep rural areas, the island’s small size allows access
toamajor pharmacy within 20-30 minutes. The public prima-

dedicated to pal- Beyond: Where Do We Go From Here with speakers from Bar- medications as defined ry care system ensures essential medicine availability, though
liative care every bados, Cuba/Montserrat and the USA. The conference was open inthe WHO Model List accessis morelimited thanin the private sector. Few pharma-
3years. todoctors, medical students, nurses, nursing students, fire offi- of Essential Medicines. cies operate beyond 4:30 PM, which impacts access and health

cers, police, and the general public.

— Estimation of the level
of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

®000

Indicates a min-
imal or nonexis-
tent number of
articles published
onthe subjectin
that country.

Ind8

Reported annual opioid

Average consumption of

367

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

O0EO

Good: Between
30%to 70%.

system costs. Hospitals and clinics generally stock necessary
medications. Opioid medications are available, but morphine
solution and IV morphine can occasionally be out of stock. Fen-
tanyl and injectable morphine in the private sector also face
periodic shortages. Thereis no national committee overseeing
opioid use; the Barbados National Drug Formulary is the only
body managing drug oversight within the Ministry of Health.
Despite challenges, major private pharmacies like Massy Stores
and iMart Pharmacy are well-distributed and stocked across
theisland.

Ind10

10.1. Percentage of health
facilities at the primary
carelevelinurban areas

OO0G®O

Good: Between

Theimmediate release of medicationsin both private and pub-
lic systemsis sourced through the public tertiary-level hospital.
Medication fundingis provided by the Barbados Drug Service.

consumption -excluding opioids, in defined daily that have immediate- 30%to70%. Oral morphine is available in private pharmacies, but there
methadone-inS-DDD doses (S-DDD) for statistical release oral morphine have been occasional difficulties in obtaining immediate-re-
per millioninhabitants purposes per million (liquid or tablet). lease suspensions in both private and public sectors. Patients
per day. inhabitants per day. have to go to major pharmacies in towns.
S-DDDPERMILLION 10.2. Percentage of
INHAB /DAY health facilities at the O@OO
primary carelevelin Fair: Between10%
COUNTRYVSREGION rural areas that have t030%.
AVERAGE CONSUMPTION immediate-release oral
P morphine (liquid or
BARBADOS tablet).
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Education & Training

COUNTRY REPORTS

@ Barbados

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

0/1

0/1

0/1

0/1

1))
1))

The University of the West Indies (UWI) at Cave Hill is the main
medical school affiliated with Barbados and the wider Carib-
bean region. While the MBBS (Bachelor of Medicine, Bachelor
of Surgery) program does not include formal instructionin PC,
students do receive some exposure to the field. However, there
isno PCtraining for nursing students at Barbados Community
College.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

00O

Thereis no pro-
cess on specializa-
tion for palliative
care physicians but
exists other kind of
diplomas with offi-
cial recognition(i.e,,
certification of the
professional cat-
egory or of the job
position of palliative
care physician).

Palliative careis arecognised specialty; however, thereis cur-
rently notraining available on the island. The general condi-
tionsto be called a specialist are set in https://www.barbad-
osparliament.com/htmlarea/uploaded/File/Act/2010/Medi-
cal%20profession%20Act,%202010.pdf
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ Barbados

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

O®00

Isolated provision:
Exists butonlyin
some geographic
areas.

O®00

Adhoc/insome
parts of the country.

O®00

Adhoc/insome
parts of the country.

O®00

Adhoc/insome
parts of the country.

In Barbados, the greatest need liesin PC, which is primarily pro-
vided byinternal medicine teams at theisland’slone tertiary
hospital. Thereis no dedicated PC team at the hospital, and only
one community-based specialist provider exists. Complex pain
management requiring intervention is handled by a combina-
tion of other specialists, including anesthesiologists and phys-
iatrists. PCis only offered at home, with patients usually being
discharged from oncology to PC once no further treatment is
deemed necessary. At present, there are approximately 10 inde-
pendent physicians who offer PC for the citizens of Barbados.
There are no public hospital-based or clinic-based units facili-
tated by the government, and PCis predominantly private and
reliant on donations. This system highlights the urgent need for
amore comprehensive and integrated approach to PCin Bar-
bados.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE BARBADOS

IN THE REGION

033 L VA J
0 1 2 3 4 5
Lorccborobooo boooa oo oo b boeoc oo b |

o @

MINIMUM RATE MAXIMUM RATE
IN THE REGION IN THE REGION

€ SPECIALIZED
PALLIATIVE
CARE SERVICES

Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

®O000

No or minimal pro-
vision of palliative
care specialized
services orteams
for children existsin
country.

O

PPC
TEAMS

Primary palliative care providers and the relevant pediatric
subspecialist provide most pediatric care. There are no
dedicated teams.
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COUNTRY REPORTS

COUNTRY REPORTS
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People & Communities

Policies

COUNTRY REPORTS

@ Belize

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-

O00®

Strong national
and sub-national

The Belize Palliative Care Hospice Association isa Non-Govern-
mental Organization (NGO) founded since 2005. It actively serves
asanadvocate for PCand has been involved in multiple stake-
holder meeting. Currently promotes basic PC training and works

givers,and disease presence of collaboratively with the Ministry of Health in offering home
survivors. palliative care based PCtoresidentsin Belize City and Belize District. The BHP-
advocacy and CAworkswith other stakeholderin promoting PCinitiatives
promoting through out Belize.
patient rights (as
a professional
association of
Palliative Care, i.e.).
Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®000O

Thereisno
national policy
orguidelineon
advance care
planning.

Belizelacksanational policy on advanced directives planning.
However, the Standards of Palliative Care references this topic
under Standard 8: End-of-Life Care, stating that patient wishes
must bedocumented, updated as needed, and accessible toall care
team members. Additionally, the document provides a definition
ofadvance care planninginits terminology section, describing it
asaprocess for patientstorecord their end-of-life values and pref-
erences, including their wishes regarding future treatment orits
avoidance.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

00RO

Actualizedin last
5years, but not
actively evaluated
or audited.

O00®

The Indicators to
monitor and eval-
uate progress are
currently imple-
mented.

Belize has National PC Standards, signed in 2020, which pro-
vide guidance for coordinating PC nationally. While the doc-
ument outlines general standards and definitions, it does not
include a detailed action plan for expanding PC or indicators to
assess progress. Additionally, the Belize National Plan of Action
for NCDs (2013-2023) incorporated PC within its broader strat-
egy toreduce premature mortality from major non-communi-
cable diseases. This plan, developed with the Ministry of Health,
PAHO, and INCAP, emphasized cost-effective procurement of
medicines and universal health coverage for equitable access to
treatment, including PC. Belize offers free essential NCD med-
icines, with national formulary coverage varying across con-
ditions, the highest for mental health (83%) and the lowest for
cancer (15%).
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Policies

COUNTRY REPORTS

@ Belize

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

O®00

Theindicatorsto
monitor and eval-
uate progress
with clear targets
exist but have not
beenyetimple-
mented.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

Belizeis enhancing primary care services throughits National
Health Insurance (NHI) as part of Universal Health Coverage
(UHC).However, PCisnot included at the primary carelevel,
exceptin Belize City, where a tripartite collaboration between
the NHI, Belize Palliative Care Hospice Association, and the
Ministry of Health provides home-based PC. Thereis currently
nolegislation mandating PC at the primary care level. Outpatient
PCismainlyavailable to oncology patients at Karl Heusner
Memorial Hospital, the country’stertiary hospital, through its
Oncology Program.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

00O

Thereisacoordi-
nating entity but
hasanincomplete
structure (lack of
scientific or tech-
nical section).

O®00

There are con-
crete functions
but do not have a
budget or staff.

The Ministry of Health and Wellness in Belize is headed by the
Director of Public Health and Wellness, who oversees various
healthinitiatives, including those related to Non-Communi-
cable Diseases (NCDs). The directoris supported by technical
advisors specializing in NCDs. However, the Ministrylacks a
dedicated unit or department solely focused on PC. This specific
services are mainly provided through collaborations with orga-
nizations such as the Belize Hospice Palliative Care Foundation,
which offers holistic care to patients with life-threatening dis-
eases across Belize. Although concrete functions for PC exist,
these services do not have a designated budget or staff within
the Ministry.
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Medicines

COUNTRY REPORTS

@ Belize

— Existence of congresses
or scientific meetings
at the national level
specifically related to PC.

00O

At least one
non-palliative
care congress or
conference (can-
cer,HIV,chron-

ic diseases, etc.)
that regularly has
atrack or section
on palliative care,
each1-2years.

The Belize Hospice Palliative Care Association organizes train-
ing sessions and symposiums on PC, including Spiritual Palli-
ative Care Training for volunteers and Primary Care Palliative
Care Training for physicians, in collaboration with the Ministry
of Health and PAHO. These initiatives aim to improve the deliv-
ery of PC services. Additionally, the Belize Medical and Dental
Association (BMDA) accredits monthly PAHO ECHO Caribbe-
an sessions, which are virtual meetings designed to enhance
healthcare professionals’ PC skills. The BMDA also integrates
PCtopicsintoitsannual national conference, fostering knowl-
edge exchange and professional development in the field.

— Estimation of the level
of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

®000

Indicates a min-
imal or nonexis-
tent number of
articles published
onthe subjectin
that country.

Palliative careresearch in Belize is limited, with only two peer-re-
viewed articles on the subject, reflecting the country’slowlevel
ofresearch output in this area. The scarcity of publicationsis pri-
marily attributed to the limited human resources available for PC
research.

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

N/A
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Medicines

COUNTRY REPORTS

@ Belize

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

O00®

Very good:
Between 70% to
100%.

O0EO

Good: Between
30%to 70%.

Most medicationslisted in the WHO Essential Medicines List
areincluded in the National Drug Formulary of Belize, making
them available across the primary, secondary, and tertiary lev-
elsofthe healthcare system. Morphine, an essential medicine
for pain management, is available in urban towns but faceslim-
ited accessinrural areas due to social determinants. According
toareport by the Health Caribbean Coalition, the Belize Nation-
al Plan of Action for NCDs (2013-2023), developed with PAHO
and INCAP, promotes equitable access to treatment and PC
through cost-effective procurement mechanisms and universal
health coverage. Belize provides free essential NCD medicines,
though the national formulary includes them unevenly.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

©000

Good: Between
30%to70%.

®0O00O

Fair:Between 10%
t0 30%.

Immediate-release morphineis available in suspension form
(10 mg/5ml)in Belize, primarily prescribed at secondary and
tertiary hospitals. However, at the primary care level, whether
inurban orrural areas, opioids, including immediate-release
morphine, are seldom prescribed. The availability and usage of
morphine at the primary care level islimited, likely influenced
by factors such as healthcare infrastructure, prescribing prac-
tices, and the specific needs of patients.
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Education & Training

COUNTRY REPORTS

@ Belize

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

0/1

0/1

0/1

1/

1))
1))

Asof2024, Belize has one national medical school, which
doesnotinclude PCinitsundergraduate curriculum. Prior to
its establishment, medical studies were undertaken in Latin
American countries such as Mexico, Guatemala, and the Carib-
bean, where PC education depends on each institution’s curric-
ulum. Similarly, in Belize, the University of Belize offers nursing
education, but PCis not part of the mandatory undergraduate
curriculum. Instead, it is available as an elective rotation in col-
laboration with the Belize Palliative Care Hospice Association,
providing nursing students with practical experience in pallia-
tive care.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

00O

Thereis no pro-
cess on specializa-
tion for palliative
care physicians but
exists other kind of
diplomas with offi-
cial recognition(i.e,,
certification of the
professional cat-
egory or of the job
position of palliative
care physician).

In Belize, there are nolocal specialty courses in PC; therefore,
physicians must pursue studies abroad. Upon completion, their
foreign qualifications are submitted to the Medical Council of
Belize for recognition, allowing them to practice PCin the coun-
try. These qualifications are considered a specialty or Master’s
degree. Physicians working in PC programs are typically gen-
eral practitioners (GPs) who are assigned the role of PC physi-
cian through collaborations with organizations like the Belize
Hospice Palliative Care Association. While basic PC training
isavailable, it is not formally recognized as a specialty within
Belize’s national healthcare system.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ Belize

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

O®00

Isolated provision:
Exists butonlyin
some geographic
areas.

O®00

Adhoc/insome
parts of the country.

®0O00O

Not at all.

®O000O

Not at all.

PCservicesin Belize are delivered through a mix of public insti-
tutions and NGO-supported initiatives across several districts.
In Belize City, the Karl Heusner Memorial Hospital offers both
outpatient and inpatient services. Its oncology unit promotes
early PCintegration, focusing on symptom management and
advanced care planning. The hospital also provides emergency
and inpatient care for patients needing pain relief or end-of-life
support, particularly for those without adequate social support.
Collaboration between the BPCHA, the Ministry of Health, and
National Health Insurance enables free home-based PC across
Belize District, with ateam composed of a physician, nurse,
social worker, and chaplain. In the Cayo District, branches of
the Belize Cancer Society in Belmopan and San Ignacio pro-
vide volunteer-based home PC, primarily for oncology patients.
In Orange Walk, the Cancer Support Group delivers symp-

tom relief through community-based volunteers. In Placen-

cia (Stann Creek), Blissful Sage Hospice, an NGO, offers hospice
care for terminal cancer patients.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE
IN THE REGION

0.33 BELIZE
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MINIMUM RATE MAXIMUM RATE
INTHE REGION IN THE REGION

€ SPECIALIZED
PALLIATIVE
CARE SERVICES

Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

®O000

No or minimal pro-
vision of palliative
care specialized
services orteams
for children existsin
country.

O

PPC
TEAMS

There are no specialized PC services for pediatric patientsin
Belize. Pediatric patients requiring PC are typically managed
by general practitioners, nurses, or pediatricians at the
communitylevel. These healthcare providers deliver care
with thelimited resources available, addressing the needs of
pediatric patients as part of the general healthcare services
rather than through specialized PC.
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COUNTRY REPORTS
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People & Communities

Policies

COUNTRY REPORTS

@ Canao

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

O00®

Strong national
and sub-national
presence of
palliative care
advocacy and
promoting
patient rights (as
a professional
association of

Palliative Care, i.e.).

In Canada, national advocacy for palliative careisled by the Pal-
liative Care Coalition of Canada, a group of over 30 national orga-
nizations, including patient rights groups and the Canadian Hos-
pice Palliative Care Association. Other key contributorsinclude
The Canadian Society of Palliative Care Physicians, Pallium Can-
ada, The Canadian Virtual Hospice, and Covenant Health Palli-
ative Institute (with the project Palliative Care Matters). At the
provincial and territorial levels, approximately 75% of provinc-
esand territories have organizations working on palliative care
advocacy. These efforts focus onimproving access to services and
ensuring palliative careis recognized as a healthcare priority:.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

00O

Thereis/are
national policies
orguidelineson
living wills and/
or onadvanced
directives but not
anational policy.

Canada has anationalinitiative on ACP, primarilyled by the
Canadian Hospice Palliative Care Association through the
“Speak Up” campaign, which provides extensive resources for
patients, the public, and healthcare professionals. Additionally,
Advance Directive Canada offers tools and information to assist
inunderstanding and developing ACPs. However, Canada’s fed-
eral system means that ACP policies and regulations fall under
provincial and territorial jurisdiction. Most provinces and terri-
tories have policies, guidelines, and initiatives that govern ACP
and substitute decision-making, though terminology varies.
Forinstance, somejurisdictions recognize Power of Attorney as
the highest level of substitute decision-making authority. If the
criterion focuses on national visibility and promotion, Canada
qualifies as Level 4. However, if it requires a single national gov-
ernment policy, it aligns more closely to alower level.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

O®00

Developed over 5
years ago.

O00®

The Indicators to
monitor and eval-
uate progress are
currently imple-
mented.

Canada hasa National Palliative Care Framework, devel-

oped following the Framework for Palliative Care in Canada
Act, which was passed by Parliament in 2017. The framework
itself was released in 2018, followed by a Health Canada Action
Planin 2019, which outlined a five-year strategy to address key
issues. However, very little progress has been made, and as cor-
rectlynoted, nothing has been actively evaluated or audited.
Akeyexample of thislack of implementation is the Office of
Palliative Care, which was recommended in the framework to
coordinate national efforts but was never established. While PC
policies fall under provincial and territorial jurisdictions, their
implementation remains highly variable. Some provinces have
dedicated PCpolicies and regulations, while others incorporate
PCwithin broader healthcare strategies. In terms of monitor-
ing and evaluation, there is a national quality-of-care process
thatincludes PC, but There are no measurable targets or indi-
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Policies

COUNTRY REPORTS

@ Canada

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O000O

Not known or
does not exist.

catorsinthenational plan and no specificindicators have been
activelyimplemented or consistently updated. Only examples
examples of what provinces and regions can do to address pri-
orities are given.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

PCisnot explicitly recognized as an essential service under

the Canada Health Act, which defines the core services that
provinces must fund as part of healthcare delivery. This omission
means that PCis not mandated federally for UHC, allowing
provinces to decide whether or not to fund it, resulting in wide
disparitiesin access and quality across the country. The 2017
Palliative Care Actled to the development of the National
Palliative Care Framework (2018), updated in 2023, but this did
not change PC’s status under the Canada Health Act. National
PCorganizations have been advocating for decades to have PC
formally recognized as an essential service, but this has not yet
been achieved. Given thisreality, the fact that PCisnot included
inthe national UHC framework remains a major challenge for
equitableaccess.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

®000

Thereisno

authority defined.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).

Canada does not have a dedicated national “Office for Pallia-
tive Care”, despite the 2017 Framework for Palliative Care Act
mandatingits establishment to coordinate the implementation
of the framework and action plan. A comprehensive search of
official Canadian government websites has found no evidence.
While Health Canada has some personnel covering PC, their
roleis primarily administrative, focusing on reporting require-
ments rather than actively overseeing or developing PC poli-
cies. Thereisno systematic national monitoring of PC, and no
structured federal oversight body to ensure consistency across
provinces and territories. Although the government of Cana-
dahasestablished frameworks and action plans toimprove PC,
and Health Canada has responsibilities in this area with arole
of coordination or supervision, but there is no national office
exclusively dedicated to PC. PC governance falls under provin-
cial Ministries of Health, but there is no uniform national struc-
ture. Some provinces have designated PCleads, while others do
not—largely due to PCnot being recognized as an essential ser-
vice under the Canada Health Act. Anational secretariat for PC
existed in the early 2000s, but was eliminated over 12 years ago.
Since then, development haslacked centralized coordination.
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Medicines

COUNTRY REPORTS

@ Canao

— Existence of congresses
or scientific meetings
at the national level
specifically related to PC.

O00®

Atleastone
national confer-
ence specifically
dedicated to pal-
liative care every
3years - At least
one national con-
ference specifi-
cally dedicated
to palliative care
every 3years.

Canada has multiple national scientific meetings and confer-
ences specifically dedicated to PC: the Canadian Society of Pal-
liative Medicine (CSPM) holds an annual national conference,
the Canadian Hospice Palliative Care Association (CHPCA) also
organizes an annual conference, the Montreal International
Congress on PC takes place every two years. Additional provin-
cial conferences and meetings occur regularly, such asthe ALP
and CHPCO conferences

— Estimation of the level
of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

O00®

Denotesan
extensive num-
ber of articles
published onthe
subject.

Canada hasastrong presencein PCresearch, with high-profile
researchersand anational group dedicated toadvancing the
field. Akeyinitiative is the Pan-Canadian Palliative Care Research
Collaborative (PCPCRC), anetwork of over 100 members, includ-
ing researchers, healthcare providers, policy stakeholders,
trainees, and patient-caregiver partners. The PCPCRC aims to
improve clinical practice, service delivery, and data standardiza-
tion through collaborative research. In 2021, it received funding
from Health Canada’s Health Care Policy and Strategies Program,
supporting 14 projects on new therapies, innovative models, and
strengthening national research infrastructure.

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

Average
consumption
of opioids.

S-DDD PER MILLION INHAB /DAY

COUNTRY VS REGION

AVERAGE CONSUMPTION
IN THEREGION CANADA
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Medicines

COUNTRY REPORTS

@ Canao

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

O00®

Very good:
Between 70% to
100%.

O00®

Very good:
Between 70% to
100%.

In both urban and rural primary care facilities, people have
access topain and PC medications aslisted inthe WHO Mod-

el List of Essential Medicines. However, while medications are
availablein acute care settings (funded by health authorities),
outpatient prescription drugs are not as readily accessible and
often come at a cost to the patient. Additionally, injectable medi-
cations areless available for home-based care, which may lim-
it effective symptom management for patients receiving PC
outside of hospitals. Importantly, Northern Territories, many
rural areas, health facilities in prisons, and particularly First
Nations, Inuit communities and Metis, lack access to these med-
ications. Many essential medications are either unavailable or
not covered by health plans. Furthermore, outside hospital set-
tings, many drug plans do not cover these medications unless
apatient qualifies for palliative coverage, which s typically
restricted to thelast six months oflife.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

O00®

Very good:
Between 70% to
100%.

O00®

Very good:
Between 70% to
100%.

In Canada, the availability of immediate-release oral morphine
in primary care settingsis generally high. There have been
instances of medication shortages, such as a national short-
age ofliquid hydromorphone a few years ago. To address these
issues, a governmental committee actively monitors and devel-
ops strategies to minimize such disruptions. Moreover, while
opioids are generally available through pharmacies across the
country, accessin very rural and remote regions, particularly in
Northern Canada, can belimited. In these areas, major barriers
exist to accessing opioids, affecting the consistency of PC ser-
vices.
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Education & Training

COUNTRY REPORTS

@ Canao

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

12/18

17/18

N/A

N/A

1))
1))

In Canada, approximately 12 out of 18 medical schools (67%)
include some form of compulsory PC education at the under-
graduatelevel, while 17 out 0f 18 (94%) offer it as an optional sub-
ject. However, in some cases, PC education is provided by fam-
ily doctorsrather than PC specialists. However, when focusing
onclinical rotations, asanalyzed by Gagnon et al. (CMAJ Open,
2020), the numbers are lower. Only 2 out of 17 schools had man-
datory PC clinical rotations, 13 offered them as optional,and 2
did not offer them at all. In 2015/16, only 29.7% of medical stu-
dents completed a clinical rotation in PC, though this marked
animprovement from2011/12 (13.6%). A major component of
PCeducationisresidency medical training, which varies sig-
nificantly across universities. According to Gagnon, around 58%
of family medicine residents completed PC rotations between
2007 and 2017. Participation rates were 64% in geriatrics and
psychiatry, 34% in anesthesiology, 31% in internal medicine, and
28% in neurology.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

O00®

Palliative medi-
cineis aspeciali-

ty or subspeciality
(another denom-
ination equiva-
lent) recognized by
competent national
authorities.

Palliative Medicine is officially recognized as a subspecial-

ty by the Royal College of Physicians and Surgeons of Canada
(RCPSC) for both adult and pediatric care, and acknowledged
bynational and provincial regulatory bodies. There are two
training routes: A two-year Royal College Subspecialty program
leading to certification. A one-year Enhanced Skills program
from the College of Family Physicians of Canada (CFPC), offer-
ing specialized training but not at the subspecialty level.

While all provinces recognize the Royal College credential, only
some accept the CFPC Certificate of Added Competence (CAC)
in Palliative Care. The Canadian Society of Palliative Medicine
(CSPM) recommends minimum credentialing of either Royal
College certification or CFPC CAC(PC). However, no mandatory
credentials are required to practice asa PC specialist, so many
clinicianslack formal training. The CSPM has also developed
National Quality Standards for PC, to be released in spring 2025,
which state that specialists must hold Royal College certifica-
tion.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ Canao

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are available in
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

O0EO

Generalized provi-
sion: Exists in many
parts of the country
but with some gaps.

00RO

Inagrowing num-
ber of private hos-
pitals.

00RO

Foundin many
parts of the country.

O®00

Adhoc/insome
parts of the coun-

try.

Canada has a generalized but uneven provision of specialized
PCservices, with significant regional disparities. The system s
classified as Level 3 (Established)—available in many parts of
the countrybut with gaps, especiallyin rural and remote areas.
Hospitals: PC teams and units are present in a growing number
of hospitals, though access varies by region. Free-standing hos-
pices: Mainlyin urban areas. Alberta has sufficient beds, while
Ontario and others are underserved. No hospices exist inthe
Territories. Home care teams: Availability varies widely; access
declines outside major urban centers. Many rural or remote
areaslack any form of homecare. There is no national or provin-
cial registry of PC programs, complicating national-level ser-
vice quantification. Some regional health divisions have their
own registries. Canadalacks a unified national definition of
“Specialist PC” regarding physician remuneration. Family Med-
icine-trained PC physicians are usually paid at generalist rates,
while those with other specialties are paid accordingly—even
when performing the same PC work.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE CANADA
IN THE REGION

0.33
0 1 2 3 4 5
Lorccborobooo boooa oo oo b boeoc oo b |

o) @

MINIMUM RATE MAXIMUM RATE
IN THE REGION IN THE REGION

€ SPECIALIZED
PALLIATIVE
CARE SERVICES

Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

O®00

Isolated provision:
palliative care spe-
cialized services or
teams for children
exist butonlyin
some geographic
areas.

N/A

PPC
TEAMS

Although some major Canadian cities have well-established
pediatric PC programs, nationwide access remains limited
and uneven. Services are concentrated in urban centers,

with virtual teams supporting remote areas, but equitable
coverageisnot yet achieved. Specialized programs operate in
Vancouver, Edmonton, Calgary, London, Hamilton, Toronto,
Ottawa, Montreal, and Halifax. Outside these hubs, access is
scarce, and fewer than 18% of children needing PC actually
receiveit. Many regions rely mainly on virtual teams, such as
the UBC Vancouver service, which provides on-call support
across British Columbia and Yukon. Pediatric hospices are
alsorare, with only five nationwide: Canuck Place (Vancouver),
Rotary Flames House (Calgary), Emily’s House (Toronto), Roger
Neilson Hospice (Ottawa), and Le Phare (Montreal).
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@ Dominica
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People & Communities

Policies

COUNTRY REPORTS

@ Dominica

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

00O

Existence of
group(s) that
cover palliative
careinamore
integrated way
orover awider
range of disease/
program areas.

The Dominica Cancer Society Inc.is a nonprofit organization
that promotes cancer prevention and care, while the Dominica
Diabetes Association supportsindividuals living with diabetes
and their families through education and advocacy. Both organi-
zations operate jointly, sharing office space and administrative
support, with financial assistance from the government. Addi-
tionally, the Dominica Council on Aging advocates for seniors
and provides social support to the elderly. Although Dominica
lacks aformal PC association, these groups actively support and
advocate forthe needs of patients requiring PC, their caregivers,
and disease survivors.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®000O

Thereisno
national policy
orguidelineon
advance care
planning.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®©000O

Do not know or
does not exist.

O®00

A national pallia-
tive careplanisin
preparation.

Dominica currently does not have a formal national PC plan,
policy, or strategy. A program developed by the former Head

of Oncology at Princess Margaret Hospital, was never adopt-
ed.The 137-page document aimed to provide pain relief, psy-
chological and spiritual support, and family assistance while
affirming dignity in end-of-life care. However, it remains unen-
dorsed by the Ministry of Health. While thereis no standalone
national PC framework, the “Strategic Plan for Health: Invest-
ingin Health - Building a Safe Future” (Vol. 1) outlines a general
healthcare structure through which PC can be integrated. The
existing PC document requires review, formalization, and polit-
icalwill to ensure it addresses all life-threateningillnesses, not
just cancer. Currently, PCis not structured within a dedicated
national policy.

ATLAS OF PALLIATIVE CARE IN AMERICA 2025

18

Policies

COUNTRY REPORTS

@ Dominica

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O000O

Not known or
does not exist.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

®000

Thereis no coordi-
nating entity.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).
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Medicines

COUNTRY REPORTS

@ Dominica

— Existence of congresses
or scientific meetings
at the national level
specifically related to PC.

®O000O

Thereare no
national con-
gresses or sci-
entific meetings
related to pallia-
tive care.

— Estimation of the level
of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

®000

Minimal or nonex-
istent number of
articles published
onthe subjectin
that country.

The document produced by Dr. Malaker, former Head of Oncolo-
gy at Princess Margaret Hospital, could be referenced; however,
thereisnoevidence that it has been peer-reviewed or published.

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

Average consumption of
opioids, in defined daily
doses (S-DDD) for statistical

purposes per million
inhabitants per day.
S-DDD PERMILLION
INHAB /DAY

COUNTRY VSREGION

AVERAGE CONSUMPTION

IN THE REGION

1313
DOMINICA
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MINIMUM CONSUMPTION MAXIMUM CONSUMPTION
IN THE REGION INTHE REGION
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Medicines

COUNTRY REPORTS

@ Dominica

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

O00®

Very good:
Between 70% to
100%.

O00®

Very good:
Between 70% to
100%.

In Dominica, non-opioid and non-steroidal pain medications
such as co-codamol, naproxen, diclofenac, and paracetamol
areavailable at all primary care clinics, including those in

rural areas, and are accessible to nurses and doctors managing
patients with pain-related conditions. The Primary Health Care
systemis structured across seven health districts with 52 and
two community hospitals. Each district is staffed with a Dis-
trict Medical Officer, Family Nurse Practitioner, Public Health
Nurse, pharmacist, dentist, environmental health officer, and
nurses. Health centres operate 24/7 ensuring nurse coverage
for every 300-600 people and a doctor or nurse practitioner on
call for every 3,000-6,000 people. Codeine, tramadol, morphine,
oxycodone, and pethidine are available, but opioids for cancer
patients require a prescription from an oncologist and are dis-
pensed at the hospital pharmacy.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

00RO

Good: Between
30%to70%.

00RO

Good: Between
30%to70%.

In Dominica, immediate-release oral morphine (liquid or tab-
let) should be available at Type IIl health centers, where each
of the seven centers has a pharmacist. All medicines, including
opioids, are free at Primary Health Care centers or clinics.
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Education & Training

COUNTRY REPORTS

@ Dominica

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

0/2

0/2
0/2

0/2

1))
1))

In Dominica, there are two medical schools and two nursing
schools. PCisnot a standalone compulsory subject in the med-
ical or nursing curriculabutisintegrated into general medical
and nursing management, including cancer care and elderly
care at All Saints University.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

©O000O

Thereis no process
on specialization for
palliative care phy-
sicians.

Dominica does not have an official specialization processin
palliative medicine for physicians recognized by the compe-
tent authority. Physicians interested in specializing in this field
must pursue training opportunities abroad.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ Dominica

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

O®00

Isolated provision:
Exists butonlyin
some geographic
areas.

O®00

Adhoc/insome
parts of the country.

000@,

Not at all.

@000

Not at all.

Dominica does not have a formal system of specialized PC ser-
vicesor teams, but PCisintegrated into the primary care model.
Primary care clinics are distributed nationwide, and oncology
patients receive follow-up care as needed. When patients can
nolonger travel, District Medical Officers and Nurses provide
home-based care. Community health workers with basic train-
ingassistin patient care, and private nurses and doctors offer
home health services on a fee-for-service basis, with one organi-
zation employing 20 staff members covering the entire country.
The Dominica Council on Aging Inc., a nonprofit NGO, coordi-
nates programs for the elderly, addressing their physical, social,
and emotional needs. The “Yes We Care” social protection pro-
gram provides support for the sick, physically challenged, and
elderly. However, there are no specialized PC doctors or nurses,
and services are delivered through general healthcare rather
than astructured PC network.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE DOMINICA
IN THE REGION

0.33
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MINIMUM RATE MAXIMUM RATE
IN THE REGION IN THE REGION

€ SPECIALIZED
PALLIATIVE
CARE SERVICES

Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

®O000

No or minimal pro-
vision of palliative
care specialized
services orteams
for children existsin
country.

0

PPC
TEAMS

Dominica does not have a formal system of specialized PC
services or teams for children, but careis provided through
existing healthcare services. Children requiring PC are
primarily managed at the pediatric unit of the main hospital
inthe capital. Pediatricians and nurses oversee care, while
children with cancer receive follow-ups with an oncologist.
After hospital discharge, the Primary Health Care team takes
over, offering care and support to families and caregivers.
Follow-up oncology appointments occur at the hospital’s
outpatient clinic. Primary care nurses are equally qualified
as hospital nurses, ensuring continuity of care across service
levels.
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COUNTRY REPORTS COUNTRY REPORTS

@ Grenada

| ®Education&Training =

GRENADA
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People & Communities

Policies

COUNTRY REPORTS

@ Grenada

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

O00®

Strong national
and sub-national
presence of
palliative care
advocacy and
promoting

patient rights (as

a professional
association of
Palliative Care, i.e.).

The Palliative Care Association of Grenada (PCAG),led by the Iota
Epsilon Alpha Honor Society at St. George’s University School

of Medicine, is adedicated voluntary organization advocating
fortherights of patients needing PC, their caregivers, and dis-
ease survivors. Established on March 18,2015, and affiliated with
WINDREE PCAG promotes quality of life, dignity, and com-
passionate care forindividuals facing seriouslife-threatening
illnesses. PCAG plays arole in advocacy, education, and policy
development, working to establish national standards for PCand
appropriate medication regulation in Grenada. The organization
also fosters anetwork of healthcare professionals, families, and
communities to enhance PC delivery. The association has not
updated its website or social media since 2017.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®O000O

Thereisno
national policy
orguidelineon
advance care
planning.

Grenada does not currently have a national policy or formal
guidelines for advance directives or advance care planning.
However, some information on advance directives is available.
These documents allow individuals to specify their preferences
for medical treatment, including the choice to pursue aggres-
siveinterventions to prolonglife. Advance directives can be
stored in various locations, such as alawyer’s office, an individ-
ual'shome, oran electronic health record (EHR). If recorded in
an EHR, healthcare providers and medical personnel can access
thedirectivein the event of amedical emergency.In cases where
anindividual does not have an advance directive and is unable
to make medical decisions, statelaws dictate who isauthorized
to make decisions on their behalf. Typically, this responsibility
falls to a spouse, parent, or adult child.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®O000

Do not know or
does not exist.

®000O

Not known or does
not exist neither
standalone noris
included in anoth-
er national plan.

Grenada does not have a standalone national PC plan, program,
policy, or strategy, noris PC explicitlyincluded as a dedicated
sectioninabroadernational health strategy. While the Nation-
al Chronic Non-Communicable Disease (CNCD) Policy and
Multisectoral Action Plan (2013-2017) referenced PC, this doc-
ument is now outdated. While the National Strategic Plan for
Health (2016-2025) provides a broad framework for equitable
healthcare access, it does not contain specific indicators for PC.
However, the CNCD Action Plan (2013-2017) did include a mea-
surable target (increasing opioid consumption by 50% by 2017),
thoughitisnow outdated. Despite this, PCaccess and medica-
tion procurement remain part of broader national health mon-
itoring efforts. Ministry of Health and Social Security govern-
ment of Grenada. National Chronic Non-Communicable Dis-
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Policies

COUNTRY REPORTS

@ Grenada

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

O®0O0

Theindicatorsto
monitor and eval-
uate progress
with clear targets
exist, but have
not beenimple-
mented.

ease Policy And Multisectoral Action Plan For Grenada
(2013-2017) Grenada. 2013.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

O0EO

Includedin

the essential

list of services
recognized by
agovernment
decree or law but
notinthe General
Health Law.

Grenadaaligns with WHO recommendations to integrate PC
into national health policies under the UHC framework. PC
isrecognized as a priority service at the primary care level.
However, it isnot explicitly mentioned in the General Health Law
(Public Health Act) orits amendments.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

®000

Thereis no coordi-
nating entity.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).

The Ministry of Health and Social Security in Grenada oversees
healthcare services, including PC. However, thereis no dedicated
national authority or specialized body for PC. Instead, PCis coor-
dinated through primary healthcare services, hospitals, and local
health centers, with involvement from healthcare professionals.
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Medicines

COUNTRY REPORTS

@ Grenada

— Existence of congresses
or scientific meetings
at the national level
specifically related to PC.

®O000O

Thereare no
national con-
gresses or sci-
entific meetings
related to pallia-
tive care.

AsofJanuary 2025, there are no specific national congresses or
scientific meetings dedicated to PC scheduled in Grenada.

— Estimation of the level
of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

O®00

Reflects alimited
number of arti-
cles published.

Inthe past five years, peer-reviewed research on PCinvolving Gre-

nadian-affiliated authors has beenlimited, though notable con-
tributions do exist. These publications demonstrate continued
effortsto tackle PC challenges in the Caribbean, with meaningful
engagement from Grenadian researchers.

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

Average consumption of
opioids, in defined daily
doses (S-DDD) for statistical

purposes per million
inhabitants per day.
S-DDD PERMILLION
INHAB /DAY
COUNTRY VSREGION
AVERAGE CONSUMPTION
IN THE REGION
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Medicines

COUNTRY REPORTS

@ Grenada

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

O00®

Very good:
Between 70% to
100%.

OO0G®O

Good: Between
30%to 70%.

Specificdata on the availability of pain and PC medications at
the primary healthcare level in Grenada is not readily available.
However, several reports provide general insights into essential
medicine availability: The Strategic Plan for Health 2016-2025
notes that the availability of essential medicines, particular-

ly for chronic diseases, was about 85% in 2014, with distribu-
tion challenges causing stock-outsin community pharmacies.
The 2023 Rapid Assessment Report by the Healthy Caribbean
Coalition emphasizes equitable access to essential medicines
butlacks specific data on PC medications. Additionally, the last
published National Essential Medicines List (NEML) in 2007
excluded 218 medicines from the WHO model list, affecting the
availability of key PC drugs. While these reports highlight gen-
eral medicine availability, precise figures for pain and PC med-
ications at the primarylevel, especially in urban areas, remain
unclear.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

000@,

Poor: Between 0%
t010%.

©O00O

Poor: Between 0%
t010%.

Specificdata on the availability of immediate-release oral mor-
phinein primary healthcare facilities in Grenada is not readily
available. However, regional studies suggest that opioid avail-
ability, including immediate-release oral morphine, is generally
low across Latin America and the Caribbean, indicating that its
presencein primary healthcare facilities may be limited.
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Education & Training

COUNTRY REPORTS

@ Grenada

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

0/1

0/1

0/1

0/1

1))
1))

Grenada has one university with medical and nursing schools,
but nodedicated PC moduleis explicit inits curriculum. None-
theless, PCisintegrated into geriatric care training, and some of
its elements are taught through optional courses, such as “Clini-
cal, Ethical, and Neuroscience Aspects of Pain.”

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

©O000O

Thereis no process
on specialization for
palliative care phy-
sicians.

AsofJanuary 2025, Grenada lacks an official specialization in
palliative medicine recognized by the Grenada Medical and
Dental Council (GMDC). While PCis part of medical education,
thereis noformalized pathway for physicians to specialize in
the field locally. St. George’s University (SGU) offers the “Pal-
liative Care for Healthcare Providers” program, which equips
healthcare professionals with skills in symptom management,
end-of-life care, and bereavement support, but it is not a formal
specialization. Physicians seeking advanced training typical-
ly pursue fellowship programs abroad, such asin the United
States, where theyreceive in-depth training in hospice and PC
tomanage complex symptoms and provide comprehensive
end-of-life care.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ Grenada

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

00RO

Generalized provi-
sion: Exists in many
parts of the country

but with some gaps.

®O000

Not at all.

000@,

Not at all.

00RO

PCin Grenadais primarily community-based, led by the Pal-
liative Care Association of Grenada (PCAG), which promotes
home-based support. The country has 10 nursing homes and 4
home care agencies offering specialized PC services. Volunteer
organizations and non-profits also play a key role in supporting
patients and families. Grenada lacks free-standing hospices or
astructured hospital-based palliative care system. While some
hospitals provide pain management and end-of-life care, these
services are integrated into general medical or oncology depart-
mentsratherthan dedicated PC units.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE GRENADA
IN THE REGION

0.33
0 1 2 3 4 5
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o @

MINIMUM RATE MAXIMUM RATE
INTHE REGION IN THE REGION

< SPECIALIZED
PALLIATIVE
CARE SERVICES

Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

@000

No or minimal pro-
vision of palliative
care specialized
services orteams
for children existsin
country.

0

PPC
TEAMS

Publicand private healthcare facilities in Grenada may provide
some palliative support for children with chronic or terminal
illnesses. However, the country lacks specialized pediatric PC
units, trained staff, and dedicated funding, resulting in non-
specialized and inconsistent services nationwide.
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COUNTRY REPORTS COUNTRY REPORTS

| ®Education&Training =
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People & Communities

Policies

COUNTRY REPORTS

@ Guyana

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

O0EO

Existence of
group(s) that
cover palliative
careinamore
integrated way
orover awider
range of disease/
program areas.

In Guyana, community organizations and nonprofits play a cru-
cialrolein advocating for patients requiring PC, their caregiv-
ers, and disease survivors. These groups, including religious and
volunteer organizations, provide essential home-based care

and emotional support, particularly in underserved areas with
limited healthcare resources. Akey organization is the Beacon
Foundation,an NGO with a strong partnership with the Ministry
of Public Health. Since 1989, it has offered domiciliary PC exclu-
sively to cancer patients. The Beacon Foundation Hospice serves
asavital support system for patients and their families, deliver-
ing comprehensive care. However, its services do not extend to
allregions, leaving gapsin access, particularly for non-cancer
patientsand thosein remote areas.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®O000O

Thereisno
national policy
orguidelineon
advance care
planning.

Guyana does not have acomprehensive national policy on ACP
advancedirectives, or the use of life-sustaining treatment. How-
ever, the Medical Practitioners (Code of Conduct and Standards
of Practice) Regulations 2008, published in the Official Gazette
No.22, serves asalegallybinding framework that outlines patient
rights. It mandates that patients receive adequate information
regarding theirtreatment, have theright to accept or refuse care,
and make informed healthcare decisions. The Medical Council

of Guyanareinforces the duty of medical practitioners torespect
patient autonomy, dignity, and end-of-life choices. Despite these
legal provisions, there are no explicit national policies onliving
wills, formal advance directives, or surrogate decision-making
frameworks. Most end-of-life decisions are made by family mem-
bersintheabsence of structured guidelines.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®©000O

Do not know or
does not exist.

©000O

Not known or does
not exist neither
standalone noris
included in anoth-
er national plan.

Guyanalacks a dedicated national PC policy, program, or strat-
egy with adefined implementation framework. While Health
Vision 2020 emphasized inclusive healthcare and acknowl-
edged theneed to expand PC services, it did not establish a
structured plan. The healthcare system remains primarily
focused on acute and primary care, leaving PC services limited
and largely urban-centered. Recognizing the growing demand
for PC, the government has made commitments toimprove
access, particularly for patients with chronic and terminal ill-
nesses. The draft National Cancer Control Plan includes PC—
though only for cancer patients. It outlines indicators to mon-
itor and evaluate progress, but these remain unimplemented
astheplanisyet tobe published or executed. International and
non-governmental collaborations, including with the World
Health Organization (WHO), continue to support capaci-
ty-building efforts. These may help drive future policy devel-
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Policies

COUNTRY REPORTS

@ Guyana

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

O®00

Theindicatorsto
monitor and eval-
uate progress
with clear targets
exist but have not
beenyetimple-
mented.

opment. Furtherintegration of PCis anticipated as healthcare
infrastructure and funding improve.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

PCservices are not available within primary healthcarein the
public health system, norare they integrated into the UHC
framework of the national health system.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

00O

Thereis no coordi-
nating entity.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).

PCfallsunderthe purview of the Ministry of Health’s Disease
Control - Non-Communicable Diseases Program , within the
Chronic Diseases subprogram. However, this department lacks
adedicated policy, structured framework, or specialized unit for
PC.
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Medicines

COUNTRY REPORTS

@ Guyana

— Existence of congresses
or scientific meetings
at the national level
specifically related to PC.

O®00

Only sporadic or
non-periodical
conferences or
meetings related
to palliative care
take place.

In 2024, a conference was held in Guyana with a focus on cancer,
during which a presentation on PC was made. While PCis gain-
ingincreasing attention, with local and regional organizations
working to expand access and improve standards, dedicated
scientific congresses or national meetings specifically focused
onPCremain limited.

— Estimation of the level
of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

®000

Indicates a min-
imal or nonexis-
tent number of
articles published
onthe subjectin
that country.

Inlow-resource settings like Guyana, PC research faces signifi-
cant challenges, including limited funding, inadequate special-
ized researchinfrastructure, and a shortage of trained research-
ersin hospice and end-of-life care. Studies in PC require robust
support structures, which are often underdeveloped in environ-
ments where clinical demands take precedence over research
activities.

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

Average consumption of
opioids, in defined daily
doses (S-DDD) for statistical

purposes per million
inhabitants per day.
S-DDD PERMILLION
INHAB /DAY

COUNTRY VSREGION

AVERAGE CONSUMPTION

IN THE REGION
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Medicines

COUNTRY REPORTS

@ Guyana

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

O®00

Fair: Between10%
10 30%.

OO0

Fair: Between10%
10 30%.

In Guyana, medicines are dispensed free of charge to patients
inthe public sector, while in the private sector, patients are
required to pay out-of-pocket or through health insurance
co-pays. Anational social insurance scheme subsidizes medi-
cines up to 80% of the cost. Approximately 80% of PC medicines
areincluded in the Essential Medicines List of Guyana (2020-
2022). However, the availability of pain and PC medications at
primary care facilities is not well-documented in publicly acces-
sible or granular statistics. Reportsindicate systemic challeng-
esin healthcare infrastructure. While over 80% of hospitalsin
Guyana are reported to maintain a continuous supply of essen-
tial medicines, the availability of pain and PC medications at
primary care facilities in both urban and rural areas remains
unclear and is not well-documented in global databases or spe-
cificcountry assessments.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

000@,

Poor: Between 0%
t010%.

©O00O

Poor: Between 0%
t010%.

In Guyana, only sustained-release morphineis available
through the Medication Distribution Center. Specificdata
onthe percentage of primary healthcare facilities that stock
immediate-release oral morphine (liquid or tablets) is not
explicitly availablein current resources.
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Education & Training

COUNTRY REPORTS

@ Guyana

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

0/4

0/4

1/4

0/4

1))
1))

There are currently four certified medical schools in Guyana,
though some offshore institutions operate without accredi-
tation from the Ministry of Education or Health. None of the
accredited schoolsinclude PCin their curriculum. PC edu-
cationin nursingis still evolving, with compulsory courses

not widely implemented. However, St. Joseph Mercy Hospital
School of Nursing stands out, offering a dedicated three-month
mandatory course. In otherinstitutions, such as the Universi-
ty of Guyana’s School of Nursing, the National Nursing School,
and GreenHeart Medical University, PCisintegrated into broad-
er subjectslike community health, elderly care, and chronic dis-
ease management, rather than taught asa standalone module.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

©O000O

Thereis no process
on specialization for
palliative care phy-
sicians.

Guyana currently lacks a formally recognized national special-
ization process in palliative medicine for physicians. Train-

ing opportunities are limited and primarily facilitated through
international partnerships with PC associationsin neighbor-
ing Caribbean countries and international organizations. These
collaborations offer workshops and educational resources to
healthcare professionals, including nurses, doctors, and social
workers.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ Guyana

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

O®00

Isolated provision:
Exists butonlyin
some geographic
areas

®O000

Not at all.

000@,

Not at all

O®00

Adhoc/insome
parts of the country.

PCservicesin Guyana are limited and primarily supported by a
single team: the Beacon Foundation, which serves five regions
of the country. It provides domiciliary hospice care for terminal-
lyill cancer patients via a mobile team of four registered nurses,
only one of whom is specifically trained in PC. Their schedules
aredemanding, involving travel across regions to deliver wel-
fare support and pain medication at least once per month, and
more often based on patient need. The Beacon Foundation col-
laborates with the Georgetown Public Hospital Corporation
and otherlocal healthcare providers to ensure access to essen-
tial medicines and clinical support. In recent years, the Ministry
of Public Health has supported the Foundation, offering med-
ications when available. Despite its limited reach, the Beacon
Foundation represents the core of PC delivery in Guyana, filling
acritical gap in home-based care for terminallyill patients.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE
IN THE REGION

0.33
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< SPECIALIZED
PALLIATIVE
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Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

@000

No or minimal pro-
vision of palliative
care specialized
services orteams
for children existsin
country.

0

PPC
TEAMS

Currently, there are no specialized PC services or teams
dedicated to children in Guyana.
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People & Communities

Policies

COUNTRY REPORTS

@ Haiti

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

OO0

Pioneers,
champions, or
advocators of
palliative care can
be identified, but
without a formal
organization
constituted.

In Haiti, PCis stillinits early stages and primarily focused on can-
cer patients, with limited integration into primary and second-
ary care. However, efforts have been made by pioneers such as
the HUM Oncology Center, while the HUEH Pain Unit has been
working to expand PCinto communities. Several organizations
advocate for PC patients and their caregivers. The Groupe de Sup-
port Contrele Cancer (GSCC) promotes cancer care and provides
support to cancer patients. The Fondation Haitienne Anti Cancer
Infantile (FHACI) focuses on childhood cancer support. The Hai-
tian Society of Training and Management of Pain (SOHAD) trains
healthcare professionals in pain management and PC, collabo-
rates with the Ministry of Health, and works to raise awareness.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®O000O

Thereisno
national policy
orguidelineon
advance care
planning.

In Haiti, thereis nonational policy or official guideline on advance
directives or ACP. PCefforts are conducted without a structured
framework, and thereisnolegislation supporting trusted third
parties oradvance directives. Patient autonomyis applied ona
case-by-casebasis, at the discretion of caregivers or healthcare
facilities, without anylegal obligation.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®©000O

Do not know or
does not exist.

©000O

Not known or does
not exist neither
standalone noris
included in anoth-
er national plan.

Haiti does not have a national PC plan, program, policy, or strat-
egy with a defined implementation framework. While some
healthinstitutions provide PC, services operate without a
structured national approach. Two public hospitals underthe
Ministry of Public Health and Population (MSPP) offer limited
PC, depending on resources and team commitment. The Uni-
versity Hospital of Mirebalais (HUM) follows a mixed model,
relying onlocal, regional, and international collaboration. Saint
Damien Hospital (HSD), a private nonprofit, integrates PCinto
pediatric oncology but lacks national support. Although PCis
mentioned in the national plan for childhood cancer, no strate-
gy or concrete actions have been developed, and the planitself
hasnot beenimplemented. Noindicators have been defined

to measure progress, making it difficult to assess needs and
impact. Discussions with the Ministry of Health are ongoing,
but PCremains alow priority.
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Policies

COUNTRY REPORTS

@ Haiti

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O00O

Not known or
does not exist.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

In Haiti, the health system faces multiple challenges, including
limited service availability, insufficient human resources, and
reduced state funding. The country’s UHC (strategies primarily
focus on primary healthcare services and emergency care. There
isnoclearevidence that PCisincluded as a priority service

atthe primary carelevel within the national health system.
Additionally, no official documents have been found to confirm
itsinclusion in UHC priority services.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

®000

Thereisno

authority defined.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).

Haiti does not have a national authority within the Ministry of
Health responsible for PC. Thereis no official document or formal
structure ensuring national coordination, and noinstitutional
framework, dedicated budget, or personnel assigned to support
it. While Douleur Sans Frontiére is recognized by the Ministry

of Health, PC efforts remain unstandardized and operateinde-
pendently. Local initiatives function without national oversight,
relying on hospital-based structuresin four hospitals, but there is
no centralized coordination or guidance at the national level.
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Medicines

COUNTRY REPORTS

@ Haiti

— Existence of congresses
or scientific meetings
atthe national level

specifically related to PC.

O®00

Only sporadic or
non-periodical
conferences or
meetings related
to palliative care
take place.

Haiti occasionally organizes conferences on PC, providing
opportunities to update knowledge, strengthen understand-
ing, and facilitate professional exchanges on challenges and
locally adapted solutions. Two scientific congresses have been
held exclusively on PC: Palliative Care Awareness Days (2017)
and Ethicsin PC (2018). Additionally, PC topics are sometimes
included in other congresses or presented on an ad hoc basis.
These events help raise awareness and contribute to the devel-
opment of PCin Haiti, though they remain infrequent and not
part of a structured national initiative.

— Estimation of the level
of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

®000

Indicates a min-
imal or nonexis-
tent number of
articles published
onthe subjectin
that country.

Several scientific publications have addressed PC in Haiti, focus-
ingonthe challenges and initiatives in this field. However, the
number of published articles remainslimited, with notable con-
tributions appearing in the Haitian scientificjournal RHCA.

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

Average consumption of
opioids, in defined daily
doses (S-DDD) for statistical

purposes per million
inhabitants per day.
S-DDD PERMILLION
INHAB /DAY

COUNTRY VSREGION

AVERAGE CONSUMPTION

IN THE REGION
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Medicines

COUNTRY REPORTS

@ Haiti

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

O®00

Fair: Between10%
10 30%.

@000

Poor: Between 0%
t010%.

Non-opioid pain medications are available in over 70% of
primary care facilities, but accessibility remains limited as
patients must purchase them independently, creating a signif-
icant barrier. While some medications from the WHO Model
List of Essential Medicines have been included in the nation-
al essential medicines list, their availability is inconsistent due
to frequent stock-outs. Opioid pain medications (Level 3) are
not available at the primary care level, and access is even more
restricted in rural areas. Many essential PC medicines remain
unavailable or difficult to obtain, particularly outside urban
centres.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

000@,

Poor: Between 0%
t010%.

©O00O

Poor: Between 0%
t010%.

Immediate-release oral morphine (liquid or tablet) is not avail-
able at the primary care level. Opioid availability is critically
low, with only 10-30% of urban hospitals having access to these
medications, reflecting a serious gap in pain management and
PC. Access is even more restricted in rural areas. Several factors
contribute to thislimited availability, including a lack of health-
care provider training, negative perceptions of opioid use, and
strict regulatory policies.
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Education & Training

COUNTRY REPORTS

@ Haiti

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

2/7

/7

2/31

0/8

1))
1))

In Haiti, PC education in undergraduate curriculais limited.
Out of seven medical faculties and 81 nursing schools, only two
institutions—the State University of Haiti and the University of
Notre Dame of Haiti—offer mandatory coursesin PC through
both their medical and nursing faculties. No medical or nursing
schools offer PC as an optional course, leaving many graduat-
ing health professionals without formal training in pain man-
agement, psychosocial support, and end-of-life care. This gap
in education contributes tolimited expertise in PC across the
healthcare system.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

©O00O

Thereis no process
on specialization for
palliative care phy-
sicians.

Thereisnot an official specialization process in palliative medi-
cine for physicians recognized by the competent authority. The
lack of local specialization limits the development of PCas a
structured discipline, forcing those interested to train abroad to
obtain a certificate or university degree. To address this gap, the
State University of Haiti offers a third-cycle university diploma
in pain management, which includes amodule on PC.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ Haiti

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

®O00O

No or minimal provi-

sion of palliative care
specialized services

orteamsexistinthe

country.

O®00

Adhoc/insome
parts of the country.

000@,

Not at all.

O®00

Adhoc/insome
parts of the country.

Haiti does not have a comprehensive system of specialized
PCservices with nationwide geographic reach orintegration
across different service platforms. Most services are concen-
trated in Port-au-Prince, with only three facilities in the capital
and one outside it. While a few non-medical hospices accept PC
patients, their stafflack specialized training. Four hospitals and
two pain and PC clinics have dedicated PC teams and reserved
beds, but geographic disparities limit access. The State Univer-
sity Hospital of Haiti operates a mobile PC and pain clinic, offer-
ing outpatient services, home care, and follow-ups. However,
PCisnot systematicallyintegrated across hospitals, and the
absence of anational framework further restricts access, partic-
ularlyinrural areas.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE
IN THE REGION

0.33
HAITI
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€ SPECIALIZED
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Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

@000

No or minimal pro-
vision of palliative
care specialized
services orteams
for children existsin
country.

1

PPC
TEAMS

Haiti has a verylimited system of specialized PC services for
children, with no nationwide geographic reach or structured
delivery across different platforms. Only one Pediatric hospital,
Saint Damien Hospital, provides PC primarily for oncology
patients, while other facilities offering PC treat both children
and adults without specialized Pediatric resources. Children
with non-oncology chronicillnesses have verylimited access
toappropriate PC, leaving them particularly vulnerable and
underserved.
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COUNTRY REPORTS COUNTRY REPORTS

@ Jamaica
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People & Communities

Policies

COUNTRY REPORTS

@ Jamaica

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

OO0

Pioneers,
champions, or
advocators of
palliative care can
be identified, but
without a formal
organization
constituted.

The Palliative Care Association of Jamaica plays an advocacy
rolebut hasbeeninactive since the pandemic. Additionally, an
office under the Chief Medical Officer is responsible for develop-
ing PC programsin primary care. Despite these efforts, resources
remain limited and donot adequately meet the growing demand
for PCservices. While advocates exist, the lack of widespread
resources continuesto hinder access to quality PCacross the
country.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®O000O

Thereisno
national policy
orguidelineon
advance care
planning.

Jamaica does not have a national policy or guideline on advance
directives or ACP.There are no specificlaws, policies, or regula-
tions governing theseissues at a national level. Instead, decisions
regarding ACP are handled on an individual basis, leading to sig-
nificant variation in practices between hospitals and healthcare
providers.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®O000

Do not know or
does not exist.

OO0G®O

Thereis adedi-
cated sectionon
palliative care
contained within
another nation-

al plansuch as for
cancer,NC diseas-
esorHIV.

Jamaica does not currently have a national PC plan, program, or
policy. While the Ministry of Health has expressed intentions to
expand PC capacity, particularly in community-based settings,
thereis no structured national implementation plan. Although
PCisincluded in the national cancer control plan, thereis no
defined national strategy for its broader implementation.
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Policies

COUNTRY REPORTS

@ Jamaica

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O00O

Not known or
does not exist.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

PCservices are not explicitly included as a priority service for
UHCat the primary carelevel in Jamaica. While the Ministry
of Health has shown interest in expanding PC, particularly
incommunity-based settings, thereis no structured national
implementation plan.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

®000

Thereisno

authority defined.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).
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Medicines

COUNTRY REPORTS

@ Jamaica

— Existence of congresses
or scientific meetings
at the national level
specifically related to PC.

O®00

Only sporadic or
non-periodical
conferences or
meetings related
to palliative care
take place.

TheJamaica Cancer Care Research Institute (JACCRI)isthe
onlyorganization that has hosted scientific meetings specifi-
cally focused on PC, though these events do not follow a regular
schedule. Additionally, various other conferences have occa-
sionallyincluded aspects of PC within their broader discus-
sions.

— Estimation of the level
of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

O®00

Reflects alimited
number of arti-
cles published.

Onlyafewarticles on PC have been published from Jamaica and
the English-speaking Caribbean.

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

Average consumption of
opioids, in defined daily
doses (S-DDD) for statistical

182

purposes per million
inhabitants per day.
S-DDD PERMILLION
INHAB /DAY
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Medicines

COUNTRY REPORTS

@ Jamaica

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

00RO

Good: Between
30%to 70%.

O®00

Fair: Between10%
10 30%.

InJamaica, pain and PC medications from the WHO Model List
of Essential Medicines are available in selected government
pharmacies across both urban and rural areas. However, avail-
ability mayvary, and there isno comprehensive data on access
inall rural areas. Medications accessible at the primary care
levelinclude NSAIDs, acetaminophen, immediate and sus-
tained-release morphine, injectable morphine, fentanyl patch-
es,injectable fentanyl, and limited immediate-release oxyco-
done. Additionally, other essential medications for symptom
controlin PC are generally available.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

O®00

Fair:Between 10%
t0 30%.

©O00O

Poor: Between 0%
t010%.

Oralmorphineis available at selected government pharmacies,
butaccessvaries across different areas. While both urban and
rural areas have access to pain and PC medications, thereis no
comprehensive data on the exact percentage of primary care
facilities providing immediate-release oral morphine. Essen-
tial PC medications, such as sustained-release morphine and
injectable morphine, are generally available. Patients in rural
areas often need to travel longer distances to reach a govern-
ment dispensary, which may limit their access compared to
thoseinurban areas.
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Education & Training

COUNTRY REPORTS

@ Jamaica

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

1/3

0/3

0/14

0/14

1))
1))

InJamaica, the proportion of medical and nursing schools

with formal PC educationin their undergraduate curriculais
low. Only one medical school, the University of the West Indies
(UWI), Mona Campus, includes compulsory PC education.
Fourth-year medical students receive three hours of formal PC
training, but no additional courses are offered. Additionally, a
2016 study by the Pan American Health Organization identified
14 nursing schools in Jamaica offering nursing programs, but
thereisnoevidence that PCisintegrated into their curricula.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

OO0

Thereis no process
on specialization for
palliative care phy-
sicians but exists
other type of pro-
fessional training
diplomas without
official and nation-
alrecognition Gie,,
advanced training
courses or masters
in some universities
of institutions).

Jamaica does not currently have an official specialization pro-
cessin palliative medicine for physicians recognized by the
competent authority. Although thereis no formal training
pathway to become arecognized PC physician, the Ministry of
Health is working on developing one. A Diploma in Palliative
Medicine for postgraduate medical and nursing professionalsis
expected tolaunchin September 2025 through the Department
of Anesthetics and Intensive Care at the University of the West
Indies (UWI), Mona Campus.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ Jamaica

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

O®00

Isolated provision:
Exists butonlyin
some geographic
areas

O®00

Adhoc/insome
parts of the country.

O®00

Adhoc/insome
parts of the country.

O®00

Adhoc/insome
parts of the country.

Jamaica hasalimited system of specialized PC services, with
restricted geographic reach and minimal availability across dif-
ferent service platforms. PCis primarily concentrated in Kings-
tonand St. Andrew, with services available at Hope Institute
Hospital, Kingston Public Hospital, the University Hospital of
the West Indies, and the Consie Walters Cancer Hospice. Hope
Institute Hospital is the only hospital with dedicated palliative
care beds, while Consie Walters Cancer Care Hospice in Kings-
tonisthe only dedicated hospice, with a capacity of eight beds.
Hope Hospice in Montego Bay provides some PC services out-
side the capital. An office under the Chief Medical Officer over-
sees PC program development in primary care, but resourc-
esremain insufficient. Few private physicians provide ad hoc
home care, though most lack specialized PC training.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE
IN THE REGION

0.33
JAMAICA
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MAXIMUM RATE
IN THE REGION

MINIMUM RATE
IN THE REGION

€ SPECIALIZED
PALLIATIVE
CARE SERVICES

Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

@000

No or minimal pro-
vision of palliative
care specialized
services orteams
for children existsin
country.

0

PPC
TEAMS
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COUNTRY REPORTS
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People & Communities

Policies

COUNTRY REPORTS

@ St.KittsandNevis

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

®©000O

Only isolated
activity can be
detected.

Thereare no groupsin Saint Kitts and Nevis specifically dedicat-
ed topromoting the rights of patientsin need of PC, their care-
givers, or disease survivors. While the Essence of Hope Breast
Cancer Foundation (alocal NGO) supports breast cancer patients
and aspiresto establish a hospice facility for terminallyill can-
cer patients, its advocacyis disease-specific and not focused

on PC. Similarly, the St. Kitts and Nevis NCD Alliance works on
non-communicable disease prevention and patient support but
does not exclusively advocate for PC. No civil society organiza-
tioninthe countryhas aprimary mandate toadvance PCrights
orservices for all patients and caregivers.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®000O

Thereisno
national policy
orguidelineon
advance care
planning.

Thereis nonational policy or guideline on advance directives or
ACPin Saint Kittsand Nevis. Recent health sector policy docu-
ments, including the WHO Country Cooperation Strategy, the UN
CountryImplementation Plan, and the National Social Protection
Strategy, do not reference any frameworks, legislation, or official
guidelines addressing advance directives or ACP for life-sustain-
ing treatment or end-of-life care. Available reports focus on broad-
er health system strengthening, social protection, and support for
vulnerable populations, but make no mention of formal mecha-
nisms for documenting or respecting patient wishes regarding
future medical care.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®©000O

Do not know or
does not exist.

©000O

Not known or does
not exist neither
standalone noris
included in anoth-
er national plan.

Saint Kittsand Nevis does not have a current national PC plan,
program, policy, or strategy with a defined implementation
framework. Recent government health sectorinitiatives and
policy documents emphasize areas such as universal health
insurance, hospital modernization, and mental health reform,
but make no reference to adedicated or structured nation-

al framework for PC. PCis not mentioned as a priority with-
inthese reforms, norisitintegrated into non-communicable
disease control, cancer care, or primary health care strategies.
Additionally, there are no national indicators or measurable
targets established to monitor or evaluate PC services, access,
or quality.
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Policies

COUNTRY REPORTS

@ St Kittsand Nevis

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O000O

Not known or
does not exist.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

PCservices are referenced as part of the government’s vision
for UHCin Saint Kitts and Nevis, with the Prime Minister and
official policy documents stating the intention to provide “the
full continuum of essential health services including health
promotion, preventive services, treatment, rehabilitative and
palliative services.” However, thereis no evidence that PCis
specificallyincluded as a defined priority service at the primary
carelevel within the national health system’s current service
packages or operational frameworks.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

®000

Thereis no coordi-
nating entity.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).

Thereis nonational authority, unit, branch, or department with-
inthe Ministry of Health in Saint Kitts and Nevis specifically
responsible for PCwith concrete functions, budget, and staff.
While the Ministry of Health oversees general health services
and non-communicable disease control, official documents and
international assessments do not identify any dedicated govern-
mental body or designated staff tasked with the development,
coordination, or oversight of PC policy or services.
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Medicines

COUNTRY REPORTS

@ St.KittsandNevis

— Existence of congresses

or scientific meetings
atthe national level

specifically related to PC.

®O000O

Thereare no
national con-
gresses or sci-
entific meetings
related to pallia-
tive care.

Thereisno evidence of national congresses or scientific meet-
ings specifically focused on PCin Saint Kitts and Nevis. Health
sector news and updates highlight infrastructure improve-
ments, service expansions, and public health initiatives, but do
not mention any national-level events or conferences dedicat-
edtoPC.

— Estimation of the level

of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

®000

Indicates a min-
imal or nonexis-
tent number of
articles published
onthe subjectin
that country.

Thereisno evidence of peer-reviewed articles focusing on PC
research published in the past five years with at least one author
from Saint Kittsand Nevis.

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

N/A
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Medicines

COUNTRY REPORTS

@ St.Kittsand Nevis

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

®@O00O

Poor: Between 0%
t010%.

@000

Poor: Between 0%
to10%.

Thereis currently no specific published data on the availability
of essential medicines for pain and PC at the primary care lev-
elin Saint Kitts and Nevis. While the country follows the OECS
Essential Medicines List, which includes these medicinesin
accordance with WHO recommendations, regional and inter-
national reports do not provide quantitative figures or detailed
survey results for their presence in primary care facilities.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

000@,

Poor: Between 0%
t010%.

©O00O

Poor: Between 0%
t010%.

Immediate-release oral morphineisincludedin the national
essential medicines list and is reported by PAHO to be gener-
ally available within the public health sector of Saint Kitts and
Nevis. However, literature and global/regional reviews suggest
that actual access at the primary care level may be inconsistent
duetoregulatory, supply chain, and training barriers. The WHO
Global Health Observatory also notes that PCis not fully inte-
grated into the public health system, which further limits the
routine availability of opioids such as morphine at the primary
level. These challenges suggest that, despite its official avail-
ability, immediate-release oral morphine may not be reliably
accessible to patients needing pain relief in community set-
tings. Regulatorylimitations, health worker training gaps, and
weak PC system integration all contribute to thisinconsisten-
cy.Inshort, although morphineis formally listed and technical-
lyavailable, consistent patient-level access at the primary care
level remains uncertain and is likely limited in practice.
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Education & Training

COUNTRY REPORTS

@ St.KittsandNevis

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

0/5

0/5

0/1

0/1

1))
)

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

©O000O

Thereis no process
on specialization for
palliative care phy-
sicians.

Thereisno formal specialization in palliative medicine avail-
ablein Saint Kitts and Nevis. Nolocal training pathways or cer-
tification programs are reported in the literature.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ St.KittsandNevis

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

®O00O

No or minimal provi-
sion of palliative care
specialized services
orteamsexistinthe

country.

®O000

Not at all.

000@,

Not at all.

®@O00O

Not at all.

Saint Kittsand Nevis has no public facilities or comprehensive
specialist PC services, and there are no recognized PC special-
istsin the country. PCis primarily delivered by general health-
care staffin hospitals or through informal home care, without
the structure or specialization found in developed systems.
While some private providers offer home and elderly care ser-
vices delivered by registered nurses, these are not specialized
PCteams. Thereis no coordinated system with geographic
reach or delivery across multiple platforms.

RATE OF SPECIALIZED PC SERVICES/100,000 INH
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Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

@000

No or minimal pro-
vision of palliative
care specialized
services orteams
for children existsin
country.

0

PPC
TEAMS

Thereisno system of specialized PC services or teams for
childrenin Saint Kitts and Nevis with geographicreach

or delivery through different service platforms. Pediatric
palliative care, where available, is provided by general
healthcare staff rather than through multidisciplinary or
specialized teams, and there are no free-standing Pediatric
hospices or dedicated inpatient units for children.
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COUNTRY REPORTS

COUNTRY REPORTS

@ St. Lucia

SAINT LUCIA
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People & Communities

Policies

COUNTRY REPORTS

@ St.Lucia

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

®©000O

Only isolated
activity can be
detected.

The Saint Lucia Cancer Society, established in 1981, is anon-gov-
ernmental organization focused on cancer awareness, educa-
tion, and support for patients and survivors. While the society is
amember of the IAHPC, its focusis primarily on cancer, not spe-
cifically PC.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®000O

Thereisno
national policy
orguidelineon
advance care
planning.

In Saint Lucia, there is nonational policy or guideline addressing
ACP for end-of-life care or the use of life-sustaining treatments.
Decisions about medical care, living wills, and surrogate deci-
sion-making are typicallyinitiated by family members, private
doctors, orattorneys. While some attorneys familiar with relevant
legislation may provide guidance, publicawareness of advance
care planning remains limited. As the elderly population grows,
ensuring dignity and security in end-of-life care becomesincreas-
inglyimportant.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®©000O

Do not know or
does not exist.

©000O

Not known or does
not exist neither
standalone noris
included in anoth-
er national plan.

Saint Lucia currentlylacks a national PC program, strategy, or
legislation to support services. The Ministry of Health hasno
formal PCinitiative,and community nurses in outpatient clin-
ics offerlimited education on HIV/STI care. The St. Lucia Cancer
Society has minimal activity, and no comprehensive PC pro-
gram exists. In private healthcare, individual physicians and
clinics manage PC needs, often with family support. However,
thelack of structured funding for research hinders progress.
Thereisno official PC framework, and no major developments
have occurred recently, particularly due to the COVID-19 pan-
demic. PCremains primarily a family-managed responsibili-
ty, with caregivers operating without standardized guidelines,
legal support, or formal training. If a national plan were estab-
lished, private clinics like M-Care Medical Clinic could poten-
tially be engaged in the initiative.
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Policies

COUNTRY REPORTS

@ St.Lucia

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O000O

Not known or
does not exist.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

Attheprimary carelevelin Saint Lucia, healthcare—particularly
inprivate settings—focuses on prevention and disease
management. PCisnot acore service and is usually addressed
onlyinurgent situations. The UHC initiative, launched in 2023,
began with maternal and child health but does not include PC, as
outlined in the White Paper on UHC (October 2024). End-of-life
careistypically managed at home by family or private caregivers,
with limited government support. The “Nice Program” provides
assistance tolow-income elderly people without family, but
these caregivers offer basic help rather than specialized PC, such
asmedication administration, grooming, and meal preparation.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

®000

Thereis no coordi-
nating entity.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).

St. Lucialacks adedicated PC authority within the Ministry of
Health, leading to fragmented and unstructured services. The
NICE Program, introduced by Dr. Kenny Anthony, offers basic
home care for vulnerable individuals but was not designed to
address PCneeds. NICE caregivers manage three patients per
day, but their heavy workloads and limited resources hinder their
ability to provide specialized end-of-life care. Consequently, PC
remains an unmet need in the country, with families and private
healthcare providers filling the gap.
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Medicines

COUNTRY REPORTS

@ St.Lucia

— Existence of congresses
or scientific meetings
at the national level
specifically related to PC.

®O000O

Thereare no
national con-
gresses or sci-
entific meetings
related to pallia-
tive care.

There are no dedicated conferences or scientific meetings on
PCin St. Lucia. The Health Information System (HIS) was estab-
lished to coordinate health efforts within government institu-
tions, but there has been noindication of PC discussions with
stakeholders. The St. Lucia Medical and Dental Association
organizes annual scientific meetings for doctors and dentists,
typically featuring medical expert presentations, but PC has
never been a central topic. While it may occasionally come up in
discussions, itisnot part of the formal agenda. Additionally, a
monthly Zoom meeting focusing on PC exists but isnot nation-
ally directed or sanctioned by the Ministry of Health. These ses-
sions are self-directed educational meetings led by clinicians,
with nonational scientific meetings specifically dedicated to
PC.

— Estimation of the level
of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one

®000

Indicates a min-
imal or nonexis-
tent number of
articles published

A PubMed search yields noresearch papers specifically on PC
from St. Lucia. While thereisalack of established local research or
authorsinthefield, afewarticles have been published on the top-
ic. Despite these publications, thereis no dedicated PC research
bylocal authors. The Ministry of Health’slast significant post on
medical research, dated 2015, outlined plans to establisha med-

author from the country. onthe subjectin icalresearch facility in St. Lucia, but no major updates have been
that country. provided since. Asaresult, there are no ongoing or past research
documents specifically addressing PCin the country.
Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

N/A
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Medicines

COUNTRY REPORTS

@ St.Lucia

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

O0EO

Good: Between
30%to 70%.

O®00

Fair: Between10%
to 30%.

In St. Lucia, essential pain medications such as morphine, tra-
madol, diazepam, and diclofenac are widely available in urban
clinics and pharmacies, including supermarkets. However,
stronger opioids and pediatric PC formulations are restricted
to hospital pharmacies. Public hospitals only fill prescriptions
from their own doctors, and prescriptions from private doctors
must be filled at the private hospital, limiting access. In rural
areas, medicationslike diclofenac and tramadol are common-
lyavailable, but patients needing stronger opioids or PC must
travel to hospitals, facing additional bureaucratic barriers.
Accesstothese medicationsis further hindered by pharmacy
stocklevels, costs, and the burden placed on the limited private
hospital system.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

OO0

Fair: Between10%
t0 30%.

®0O00O

Poor: Between 0%
t010%.

In St. Lucia, immediate-release oral morphineis primarily
available at hospital pharmacies in urban areas. Patients may
bereferred to private clinics or government-owned polyclinics
for prescriptions and administration, but these medications are
rarely prescribed during regular office hours and are typical-

ly given in controlled environments such as specialized clinics
or hospitals. Dueto strict regulations, morphineis dispensed
under close supervision. For ongoing PC, patients are often
referred to hospitalsif treatment needs exceed those manage-
able by private doctors or clinics. In rural areas, immediate-re-
lease oral morphineis only available at urban hospital pharma-
cies, requiring rural patients to travel to access the medication.
Patients needing strong pain relief or PC are referred to hos-
pitals or specialists, and while some may be referred to urban
clinics, access remains centralized in urban hospitals.

ATLAS OF PALLIATIVE CARE IN AMERICA 2025

169




Education & Training

COUNTRY REPORTS

@ St.Lucia

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

0/3

0/3

0/4

0/4

1))
1))

In Saint Lucia, there are three medical schools: IAU Internation-
al American University College of Medicine, Commonwealth
University, and Spartan Health Sciences University. There are
also four nursing schools: Sir Arthur Nursing Division, Iyano-
laMedical School, Spartan Medical School, and AINU Medi-

cal School. PCis not taught as a mandatory or optional subject
inany of these institutions. While some PC-related topics are
briefly covered in the mandatory Geriatrics course for nursing
students and in medical and surgical courses for medical stu-
dents, thereis nodedicated coursein place.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

00RO

Thereis no pro-
cess on specializa-
tion for palliative
care physicians but
exists other kind of
diplomas with offi-
cial recognition(i.e,,
certification of the
professional cat-
egory or of the job
position of palliative
care physician).

Thereis currently no formal establishment or certification
available on theisland for physicians in PC management. Due to
the absence of postgraduate medical training within the coun-
try, clinicians often pursue education abroad or through online
programs. One such optionis the MScin PC offered by The Uni-
versity of the West Indies, a program recognized nationally and
approved by the Ministry of Health. The University is a key insti-
tution for medical education among St. Lucian doctors, and
completion of this program grants automatic licensing by the
St. Lucia Medical Council.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ St.Lucia

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

®O00O

No or minimal provi-

sion of palliative care
specialized services

orteamsexistinthe

country.

®O000

Not at all.

000@,

Not at all.

®@O00O

Not at all.

Saint Lucia, a country of about 180,000 people served by three
hospitals—one private and two public—currently lacks formal
PCservices, including specialized teams or hospice facilities.
PCis provided individually by general practitioners, oncolo-
gists, and other specialists, either at home or in hospitals. At
home, end-of-life care is often managed by teams of nurses or
nurse aides who acquire their skills through experience rather
than formal training. There are no organized, formal PC teams
orunitsin the country, and care largely depends on the avail-
ability and experience of individual caregivers. Although sever-
al private, church, and government-owned homes for the elder-
ly or homeless exist, they are frequently overbooked and under-
staffed. Families of patients, often unaware of the prognosis or
indenial, commonly seek repeated medical interventions. Gov-
ernment workers, known as ‘NICE Workers, provide basic sup-
port but lack sufficient training and resources. The Ministry of
Health hasrecognized both the urgent need for PCfacilities and
the current shortage of resources for research and training.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE
IN THE REGION

0.33
ST.LUCIA
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MAXIMUM RATE
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MINIMUM RATE
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€ SPECIALIZED
PALLIATIVE
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Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

@000

No or minimal pro-
vision of palliative
care specialized
services orteams
for children existsin
country.

0

PPC
TEAMS

PCfor pediatric patients in Saint Lucia is provided exclusively
through hospitals, with no dedicated pediatric PC teams or
hospice facilities available. Initially, care is managed in the
hospital, and in some cases, may extend tolocal clinics for
treatment. However, most children receive PC at home under
the same system used for adults, overseen by GPs or specialists.
There are no specialized pediatric PC services, and nursing
staffassigned to these caseslack specialized training. Although
there are four pediatricians, there are no pediatric oncologists
or trained pediatricians specializing in PC. The Ministry of
Health acknowledges the need for specialized services, but no
facilities have been established to date. The number of pediatric
PC casesremains relatively low in the country.

ATLAS OF PALLIATIVE CARE IN AMERICA 2025

m




COUNTRY REPORTS

COUNTRY REPORTS

SAINT VINCENT AND
THE GRENADINES

Klngswwn‘

@;pHYSICIANs/ibboINH 2020
N/A "I"'E.ZI:‘II:IiEIi
fENURSES/IOOOINH 202120220

NA SRR

':;S

- ECOUNTRYINCOMELEVEL 2022

~ Uppermiddie SEIHHEIE

OCIOECOI'IOI'T'IIC data

;HUMAN DEVELOPMENTINDEX RANKING 2023 -

76

: EGDP PER CAPITA(US$) 2023

052044

EHEALTH EXPENDITURE PERCAPITA (US$) ;2021 - - -

44831 ‘‘‘‘‘‘ I.::" o

69

@i 55: o

R

WHO FRAMEWORK

FORPALLIATIVECARE
DEVELOPMENT ® -

@® EMPOWERMENT OF PEOPLE AND COMMUNITIES
POLICIES

© RESEARCH
® USE OF ESSENTIAL MEDICINES

® EDUCATION AND TRAINING
® PROVISION OF PC

LEVI

DEVELOPMENT

ELOF

EMERGING @
PROGRESSING @
ESTABLISHED @

ADVANCED @

ATLAS OF PALLIATIVE CARE IN AMERICA 2025
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People & Communities

Policies

COUNTRY REPORTS

@ St.Vincentandthe Grenadines

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

®©000O

Only isolated
activity can be
detected.

Thereare currently no groupsin Saint Vincent and the Grena-
dines specifically dedicated to promoting the rights of patients
inneed of PC, caregivers, or survivors. Some NGOs, such asthe
Planned Parenthood Association (PPA) and others, provide sup-
portive care primarily for peopleliving with HIV/AIDS, which
includes elements of PC or home-based care. However, their
focusisnot on comprehensive PC or advocacy for all patients
with life-limitingillnesses. Broader initiatives for elderly care
and protection involve stakeholder engagement, but there are no
dedicated PCadvocacy organizations for the wider population.
Most advocacy and service activities related to PC needs are lim-
ited in scope and not focused on PC as a distinct field.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®000O

Thereisno
national policy
orguidelineon
advance care
planning.

Thereisno evidence of a specific national policy or guideline on
ACP forlife-sustaining treatment or end-of-life care in Saint Vin-
centand the Grenadinesin the available sources. The National
Action Plan for NCDs (2017-2025) references comprehensive care
but does not address advance care planning or end-of-life guide-
lines.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®©000O

Do not know or
does not exist.

©000O

Not known or does
not exist neither
standalone noris
included in anoth-
er national plan.

Saint Vincent and the Grenadines does not have a current
national PC plan, program, policy, or strategy with a defined
implementation framework. The country’s principal health
policy document, the National Action Plan for the Prevention
and Control of NCDs 2017-2025, addresses comprehensive care
for chronic diseases but does not include PC as a specific com-
ponent, section, or objective. There are no measurable targets,
indicators, or structured activities related to PCwithin this
plan, noris PCexplicitlyintegrated into national cancer or HIV
policies.
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Policies

COUNTRY REPORTS

@ St.Vincentandthe Grenadines

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O000O

Not known or
does not exist.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

PCservices arenotincluded in thelist of priority services for
UHCat the primary care level in the national health system of
Saint Vincent and the Grenadines. The National Action Plan

for NCDs (2017-2025), the 2023 National Health Policy draft,
and the 2014 UHC Strategy Consultation Report allemphasize
the need for specialized services such as oncology and chronic
disease management, but donot explicitly identify orintegrate
PCasanessential or priority service. While comprehensive care
for chronicillnessisdiscussed, thereisnoindication that PCis
formallyincluded or planned as part of the UHC service package
atthe primary carelevel.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

®000

Thereis no coordi-
nating entity.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).

Thereis nonational authority—such asaunit, branch, or depart-
ment—within the Ministry of Health or government of Saint Vin-
cent and the Grenadines specifically responsible for palliative
care. The National Action Plan for the Prevention and Control

of NCDs 2017-2025, which guides health system priorities, does
not mention any dedicated office or official tasked with palliative
care oversight, coordination, or delivery. The Ministry of Health,
Wellness and the Environment oversees general health and NCD
management, but palliative care is not assigned to any specific
entity or personnel. Thereis also no reference to abudget, staff,
or defined functions for palliative care within the Ministryorin
national health policy documents.
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Medicines

COUNTRY REPORTS

@ St.Vincentandthe Grenadines

— Existence of congresses
or scientific meetings
at the national level
specifically related to PC.

®O000O

Thereare no
national con-
gresses or sci-
entific meetings
related to pallia-
tive care.

Thereisno evidence of any national congresses or scientific
meetings specifically dedicated to PCin Saint Vincent and the
Grenadines.

— Estimation of the level
of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

®000

Indicates a min-
imal or nonexis-
tent number of
articles published
onthe subjectin
that country.

Noarticles found in PubMed with inclusion criteria.

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

Average consumption of
opioids, in defined daily
doses (S-DDD) for statistical

213

purposes per million
inhabitants per day.
S-DDD PERMILLION
INHAB /DAY

COUNTRY VSREGION

AVERAGE CONSUMPTION

IN THE REGION
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Medicines

COUNTRY REPORTS

@ St.Vincentandthe Grenadines

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

®@O00O

Poor: Between 0%
t010%.

@000

Poor: Between 0%
to10%.

Essential medicines for pain and PCin Saint Vincent and the
Grenadines are technically available through regional procure-
ment mechanisms such as the OECS Pharmaceutical Procure-
ment Service (PPS) and the PAHO Strategic Fund, which sup-
port access to quality-assured medicines. However, access at
the primary care level remains limited. While some pain relief
medicines (e.g., morphine, pethidine) are present in the country;,
thereis no systematic assurance of their consistent availabil-
ity at primary care facilities, particularly for PC. The nation-

al health strategy aims to improve access and rational use of
essential medicines, but thereis no publicly available, formal
national list of essential medicines specifying those for PC.
Thus, while mechanisms exist to supply these medicines, actu-
al accessibility for patients at the primary care level remains
inconsistent.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

000@,

Poor: Between 0%
t010%.

©O00O

Poor: Between 0%
t010%.

Immediate-release oral morphine (liquid or tablet) is not gener-
ally available at the primary care level in Saint Vincent and the
Grenadines. Although the country participates in regional pro-
curement systems like the OECS Pharmaceutical Procurement
Service and the PAHO Strategic Fund, which support access
toessential pain and PC medicines, thereisno evidence that
immediate-release oral morphineis routinely stocked or dis-
pensed in primary-level public facilities. National documents
and regional assessments consistentlyindicate that opioid
accessis often limited orinconsistent, especially outside of hos-
pital settings. While morphine appears on regional essential
medicines lists, its practical availability in community health
settingsis not well documented. Factors such as unclear dis-
tribution mechanisms, limited provider training, and restrict-
ed prescription frameworks contribute to unreliable access. As
aresult, despite being technically accessible through region-

al supply systems, immediate-release oral morphine remains
inconsistently available to patients at the primary care level,
particularly in rural or underserved areas.
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Education & Training

COUNTRY REPORTS

@ St.Vincentandthe Grenadines

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

0/5

0/5
0/2

0/2

1))
1))

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

©O000O

Thereis no process
on specialization for
palliative care phy-
sicians.

Thereisno evidence of a formal specialization in palliative
medicine offered in Saint Vincent and the Grenadines.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ St.Vincentandthe Grenadines

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

®O00O

No or minimal provi-

sion of palliative care
specialized services

orteamsexistinthe

country.

®O000

Not at all.

000@,

Not at all.

®@O00O

Not at all.

Thereisno system of specialized PC services or teams in Saint
Vincent and the Grenadines that offers geographic reach or
isdelivered through multiple service platforms. According to
Macpherson CCet al, 2014, the country had three PC special-
istsand one public health facility providing some level of PC.
However, these services were not organized as formal, multi-
disciplinary teams orintegrated into a coordinated national
network. Instead, PC remains limited, with care typically deliv-
ered by general health professionalsin a fragmented manner.
No dedicated hospital PC units, consultation teams, or special-
ized community or home-based PC services exist, and thereis
no evidence of a structured system spanning hospitals, primary
care, and community settings.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE
IN THE REGION
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MINIMUM RATE
IN THE REGION

€ SPECIALIZED
PALLIATIVE
CARE SERVICES

Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

@000

No or minimal pro-
vision of palliative
care specialized
services orteams
for children existsin
country.

0

PPC
TEAMS

Based on available information, Saint Vincent and the
Grenadines does not have a specialized Pediatric PC system
with geographic reach delivered through multiple service
platforms. While the country hosts the regional Eastern
Caribbean hub of World Pediatrics, focusing on Pediatric
surgical care and training, there is no evidence of dedicated
Pediatric PCteams orintegrated services for children across
hospitals, hospices, or community settings.
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COUNTRY REPORTS

COUNTRY REPORTS

SURINAME

Suriname
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People & Communities

Policies

COUNTRY REPORTS

@ Suriname

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

O®00

Pioneers,
champions, or
advocators of
palliative care can
be identified, but
without a formal
organization
constituted.

In Suriname, thereis at least one NGO—Hospice The Horizon—
dedicated to PC promotion, asrecognized in the International
TAHPC Global Directory. This hospice provides care and support
to terminallyill patients and their families without regard to
background or status. However, there is no widely documented
evidence of broader civil society organizations or patient advoca-
cy groups specifically focused on promoting the rights of patients
needing PC, their caregivers, or disease survivors. Hospice The
Horizon’s work demonstrates acommunity-based, non-govern-
mental effort to deliver PCand hospice care.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®000O

Thereisno
national policy
orguidelineon
advance care
planning.

Thereisnoevidence of anational policy or guideline specifically
addressingadvance directives or ACPin Surinamein the reviewed
official documents. The Ministry of Health’s National Action Plan
forthe Prevention and Control of NCDs and the National Cancer
Control Planboth emphasize integrated care, PC,and acompre-
hensive approach to health services, but neither document explic-
itlymentions advance directives or formalized ACP processes.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

00RO

Actualizedinlast
Byears, but not
actively evaluated
or audited.

00RO

Thereis adedi-
cated sectionon
palliative care
contained within
another nation-

al plansuch asfor
cancer,NC diseas-
esorHIV.

Suriname does not currently have a stand-alone national PC
plan, program, policy, or strategy with a defined implemen-
tation framework. However, PCis recognized as a core com-
ponent within the National Cancer Control Plan 2019-2028,
which outlines a comprehensive approach to cancer manage-
ment including prevention, early detection, diagnosis, treat-
ment, and PC. The plan establishes indicators and strategies to
monitor and evaluate PC progress, but these are integrated into
the broader cancer control framework rather than forming a
distinct, dedicated PC strategy. As such, while PCis acknowl-
edged as essential within the national health system, it is not
addressed through a separate, fully developed PC policy or
implementation plan.
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Policies

COUNTRY REPORTS

@ Suriname

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

O®00

Theindicatorsto
monitor and eval-
uate progress
with clear targets
exist but have not
beenyetimple-
mented.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

PCservices are not explicitly included as a priority service for
UHCat the primary care level within Suriname’s national health
system. While the Biennial Work Plan (2024-2025) by PAHO
Suriname emphasizes the advanced implementation of UHC and
health system strengthening, and recent reforms have sought to
expand access to comprehensive, integrated, and quality health
services, major policy documents—including the Basic Health
CareInsurance Act and key health sector assessments—do not
specifically recognize PCasa core or priority service for UHC.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

®000

Thereis no coordi-
nating entity.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).

Thereisno dedicated national authority—such as a unit, branch,
ordepartment—within the Ministry of Health or the government
specifically responsible for palliative care in Suriname. According
tothe National Cancer Control Plan Suriname 2019-2028 and the
Biennial Work Plan (2024-2025) by PAHO Suriname, PCis man-
aged within broader NCD and cancer control programs, but there
isnomention of a specialized directorate, office, or team for PC

at the nationallevel. Policy efforts and funding for PCintegrated
under these broader frameworks, with no evidence of a specific
budget line, dedicated personnel, or defined set of functions for
PCestablished in official documentation.
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Medicines

COUNTRY REPORTS

@ Suriname

— Existence of congresses

or scientific meetings
at the national level
specifically related to PC.

®O000O

Thereare no
national con-
gresses or sci-
entific meetings
related to pallia-
tive care.

There are currently no reliable or official sources confirming
the existence of aregularly scheduled national congress or sci-
entific meeting specifically dedicated to PCin Suriname. No
official documentation from the Ministry of Health or recog-
nized national medical associations references such anation-
al-level event.

— Estimation of the level

of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

®000

Indicates a min-
imal or nonexis-
tent number of
articles published
onthe subjectin
that country.

Noarticles found in PubMed with inclusion criteria.

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

Average consumption of
opioids, in defined daily
doses (S-DDD) for statistical

011

purposes per million
inhabitants per day.
S-DDD PERMILLION
INHAB /DAY

COUNTRY VSREGION

AVERAGE CONSUMPTION

IN THE REGION

1313
SURINAME
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Medicines

COUNTRY REPORTS

@ Suriname

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

O®00

Fair: Between10%
10 30%.

O®00

Fair: Between10%
10 30%.

Many pain and PC medicines recommended by the WHO Mod-
el List for primary health care are listed in Suriname’s Nation-
al Essential Medicines List, as confirmed by the official PAHO
database. This encompasses essential opioid and non-opioid
analgesics, along with several key adjuvant and symptomat-
ictreatments. However, inclusion on the national list does not
ensure these medicines are consistently available at primary
health care facilities throughout the country. The 2022 “Equi-
table Access to Essential Medicines for Noncommunicable Dis-
easesinthe Caribbean” report highlights that frequent stock-
outs and supply chainissues can significantly hinder the reli-
able availability of these essential medicinesin practice.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

O®00

Fair: Between10%
t0 30%.

O®00

Fair: Between10%
t0 30%.

According to Suriname’s National EML, immediate-release oral
morphineisauthorized for primary care use, available as both
liquid and tablet formulations. However, despite its inclusion,
stock-outs and supply chainissues frequently limit reliable
availability at health facilities, as noted in the 2022 Equitable
Access to Essential Medicines for Noncommunicable Diseases
inthe Caribbean report. The National Cancer Control Plan also
pointstolimited PC knowledge among health professionals,
leading to under-prescription of opioids and persistent fears of
addiction. Patients face additional barriers, including stigma
around opioid use and regulatory constraints such as restric-
tive refill policies and tight prescription controls. These system-
icand cultural challenges together undermine effective pain
management, especially at the primary care level, where acces-
sibility is most needed. While national policies authorize essen-
tial pain medicines, real-world access remains inconsistent and
hindered by both supply and demand-side obstacles.
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Education & Training

COUNTRY REPORTS

@ Suriname

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

0/2

0/2
0/2

0/2

1))
)

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

©O000O

Thereis no process
on specialization for
palliative care phy-
sicians.

Thereisno official, government-recognized specialization pro-
cessin palliative medicine for physicians in Suriname. Palli-
ative care trainingis available only as continuing education
modules, not as a formal medical specialty.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ Suriname

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

®O00O

No or minimal provi-

sion of palliative care
specialized services

orteamsexistinthe

country.

®O000

Not at all.

O®00

Adhoc/insome
parts of the country.

®@O00O

Not at all.

Suriname hasverylimited specialized PC services. There are no
official, multidisciplinary PC teams or dedicated PC units with
bedsin public or private hospitals,and PCisnot integrated asa
formal part of the national health system. Most PCis provided
by general health staff or through fragmented civil societyini-
tiatives. The only recognized specialized PC service is Hospice
The Horizon, a free-standing hospice in Paramaribo operated
by the Surizorg Foundation, which offers inpatient hospice and
PCforterminallyill patients. There is no evidence of additional
free-standing hospices or specialized home care teams for PC at
the community or primary health care level. Private providers
like Nana’s Family Care Suriname offer home-based care with
PC elements, but do not meet the criteria for formal specialized
PCteams.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE
IN THE REGION

0.33
SURINAME

1 2 3 & 5
Lovorborobooo boooa oo oo b boeoc oo b |

(213 ]

MAXIMUM RATE
IN THE REGION

MINIMUM RATE
INTHE REGION

< SPECIALIZED
PALLIATIVE
CARE SERVICES

Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

@000

No or minimal pro-
vision of palliative
care specialized
services orteams
for children existsin
country.

0

PPC
TEAMS

Suriname does not have a system of specialized PC services or
teams for children with geographicreach or delivery through
multiple service platforms. The national policy documents
donot mention Pediatric PCas afocus area, norare there
references to specialized Pediatric PC teams, hospital units, or
community-based services for children. The only specialized
PCserviceidentified in Surinameis Hospice The Horizon,
which provides inpatient care for terminallyill patients but
does not specifically offer Pediatric PC or a multidisciplinary
team for children.
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COUNTRY REPORTS COUNTRY REPORTS

@ Trinidad and Tobago
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People & Communities

Policies

COUNTRY REPORTS

@ Trinidad andTobago

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

O00®

Strong national
and sub-national
presence of
palliative care
advocacy and
promoting

patient rights (as

a professional
association of
Palliative Care, i.e.).

In Trinidad and Tobago, six associations represent, advocate,
and promote the rights of patients and caregivers. LivHealth, a
privately funded community palliative service, cares for up to
400 patients at home with a 24/7 multidisciplinary team and
trains palliative caregivers. The LivHealth Charitable Founda-
tion, a NGO, provides community palliative and hospice care to
financially disadvantaged adults and children, serving about 40
patients annually. The Living Water Community, also an NGO,
operates two inpatient facilities: The Living Water Hospice (12
beds)and Mercy Home (11 beds). In partnership with the gov-
ernment, the Palliative Society of Trinidad and Tobago runs

the Caura Palliative Inpatient Unit (12 beds) and offers annual
caregivertraining. Vitas House, part of The Trinidad and Toba-
go Cancer Society, provides palliative care for cancer patientsin
a12-bed facility. Promise House, a new pediatric palliative care
house, supports children undergoing cancer therapy:.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

®O000O

Thereisno
national policy
orguidelineon
advance care
planning.

In Trinidad and Tobago, there is no national policy or guideline on
advance care planning.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®©000O

Do not know or
does not exist.

©000O

Not known or does
not exist neither
standalone noris
included in anoth-
er national plan.

Thereisno existence. The National Strategic Plan for the Pre-
vention and Control of NCDs 2017-2021 references PCin a single
line.
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Policies

COUNTRY REPORTS

@ Trinidad andTolbago

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O000O

Not known or
does not exist.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

®000

Not at all.

The T&T Ministry of Health website lists PC as a component of
the National Oncology Program (NOP), which includes “care
and pain management when treatment isnolonger an option”
aspart ofitsmandate. The NOPis primarily tertiary care, and
whileitis provided as an extension of primary care servicesin
the Eastern Region, itisnot listed as part of the government’s
national services as a priority for primary care.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

®000

Thereis no coordi-
nating entity.

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).

The Chief Medical Officer of Health (CMO) is the national author-
ity forall clinical health care provided by the Ministry of Health

in T&T. The CMO heads the Clinical Division of the Ministry of
Health’s Executive Management Team. The CMO initiated discus-
sionsthatled to the submission of a draft national PC policy by
the Palliative Care Society in 2018. Still, no further progress has
been made with this document or with coordinating functions
(scientific ortechnical). Thereis no dedicated staff or budget
focused on the provision of PCat the national level.
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Medicines

COUNTRY REPORTS

@ Trinidad andTobago

— Existence of congresses

or scientific meetings
at the national level
specifically related to PC.

O00®

Atleastone
national confer-
ence specifically
dedicated to pal-
liative care every
3years.

In 2011, the Palliative Care Society of Trinidad and Tobago
(PCSTT) began hosting annual in-person PC conferencesin
collaboration with the T&T Medical Association. From 2019
onwards, these have been held virtually. PC conferences are
now held every other year.

— Estimation of the level

of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

O®00

Reflects alimited
number of arti-
cles published.

In thelast five years, there have been six (6) articles published
in peer-reviewed journals (not allindexed) with at least one

agreater number of publications specifically focusing on PC,
these tend to be the work of only a handful of local profession-

als. Medically related peer-reviewed publications, even those

or mention palliative care.

local author. Although over the past 5to10 years there has been

addressingissues of chronic conditions, donot concentrate on

Ind8

Reported annual opioid
consumption -excluding
methadone-inS-DDD
per millioninhabitants
per day.

Average consumption of
opioids, in defined daily
doses (S-DDD) for statistical
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purposes per million
inhabitants per day.
S-DDD PERMILLION
INHAB /DAY
COUNTRY VSREGION
AVERAGE CONSUMPTION
IN THE REGION
1313
TRINIDAD AND TOBAGO
0 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
oo b booc b boon o boon b b Lo |
MINIMUM CONSUMPTION MAXIMUM CONSUMPTION
IN THE REGION INTHEREGION

Medicines

COUNTRY REPORTS

@ Trinidad andTobago

Ind9

9.1. Percentage of
health facilities at the
primary carelevelin
Urban areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
pain and palliative care
medications as defined
inthe WHO Model List
of Essential Medicines.

00RO

Good: Between
30%to 70%.

OO0G®O

Good: Between
30%to 70%.

According to the Ministry of Health Pharmacy Division’s list of
registered drugs, the national health formulary stocks most of
the essential medicines, except for methadone, cyclizine, and
hyoscine hydrobromide. Currently, only two morphine prepara-
tions exist—SR tablets (30?mg and 60?mg) and liquid morphine
(10?mg/5?ml), both of which are sometimesin sporadic sup-
ply. These medicines are available to all nationals accessing the
public health system. Many essential medicines are also distrib-
uted free of charge through private primary care practitioners
(serving both urban and rural communities) under the Gov-
ernment’s Chronic Disease Assistance Program (CDAP). CDAP,
introduced in 2003 to reduce pharmacy burden and patient
wait times in public health institutions, provides access to med-
ications such asacetylsalicylic acid, prednisolone (tablets and
oral suspension), fluoxetine, amitriptyline, diclofenac, and ibu-
profen.

Ind10

10.1. Percentage of health
facilities at the primary
care levelinurban areas
that have immediate-
release oral morphine
(liquid or tablet).

10.2. Percentage of
health facilities at the
primary carelevelin
rural areas that have
immediate-release oral
morphine (liquid or
tablet).

000@,

Poor: Between 0%
t010%.

©O00O

Poor: Between 0%
t010%.

Generally, immediate release morphineis not available at the
primary care level. Of the ninety-eight (98) primary care facili-
ties, only the District Health Facilities in each RHA stockimme-
diate release morphine. There are three (3-4) DHAsin each
region of Trinidad and only one (1) in Tobago. These DHAs serve
both rural and urban populations.
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Education & Training

COUNTRY REPORTS

@ Trinidad andTobago

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

1/

0/1

1/3

0/3

1))
1))

The University of the West Indies (UWI) is the only medical
schoolin Trinidad and Tobago offering compulsory coursesin
PC for medical and nursing students. For undergraduates, PC
educationincludes a two-hourlecture on ethicsin PCduring
their second year and a four-hour lecture with a day at the PC
unit during their fourth year. The BScin Nursing program
includes amodule on Nursing Care of Older Adultsin the third
year, covering care for terminallyill older adults at homeorin
institutions, PC and end-of-life care, loss, death, and dying con-
cepts, and coping strategies for patients and families.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

©O000O

Thereis no process
on specialization for
palliative care phy-
sicians.

Trinidad and Tobago has no opportunity to specialise in PC
atanylocal higher education institution. Individuals with

PC qualifications have earned them through recognised
international agencies or organisations. Despite this Spe-
cialized expertise, many professionalsin the PC field do not
receive additional compensation for their vital contributions.
LivHealth offers two residency slots over three years for infor-
mal training in community PC, led by a Palliative and Hospice
Consultant. This training covers all the international PC curric-
ula of formal residencies and fellowships. Yet, it is not formally
recognised since PCisnot a national specialty, and there are no
national training opportunities for physicians and nurses. This
highlights the need forlocal institutions to offer formal PC spe-
cialization programs and appropriate compensation for profes-
sionals to ensure comprehensive and accessible PC servicesin
the country.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ Trinidad andTolbago

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are availablein
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

O®00

Isolated provision:
Exists butonlyin
some geographic
areas.

O®00

Adhoc/insome
parts of the country.

O®00

Adhoc/insome
parts of the country.

O®00

Adhoc/insome
parts of the country.

In Trinidad and Tobago, public PC services are delivered
through Regional Health Authorities (RHAs) and NGOs. The
Eastern RHA offers home-based and telehealth oncology/PC
services (2 services). The North Central RHA manages five ser-
vices at the Caura PC Unit, founded in 2014 by the Palliative Care
Society of Trinidad and Tobago, including adult inpatient, out-
patient, and telehealth care, plus pediatric hospital consults
and telehealth. The South West RHA oversees the Cancer Centre
South, recently opened, providing adult inpatient, outpatient,
and telehealth services (3 services). NGO-run inpatient services
include Vitas House Hospice (Trinidad and Tobago Cancer Soci-
ety) and Living Water Hospice and Mercy Home (Living Water
Community), now outsourced to LivHealth. LivHealth also
offers private community-based PC, telehealth, and hospital
consultations (3 services), filling critical gapsin access to care.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

R REGION

TRINIDAD AND TOBAGO
. w . . . .
Lovvelororboooc bovoc booocboco oo b o o |

o) @

MINIMUM RATE MAXIMUM RATE
INTHE REGION IN THE REGION

€ SPECIALIZED
PALLIATIVE
CARE SERVICES

Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

O®00

Isolated provision:
palliative care spe-
cialized services or
teams for children
existbutonlyin
some geographic
areas.

l

PPC
TEAMS

Thereisone Pediatric PC consultant in the country, Dr.
Elizabeth Persad, since 2022. She does not have a specialized
team attached but draws on staff from the adult PC staffto
assist in her work. Services provided include anin-person
consulting service at hospitals within the North Central
Regional Health Authority, telehealth support for outpatients,
and consulting advice to other colleagues and services across
the country. Despite not having adedicated team, a high

level of careis provided for complex casesin the hospital, in
ambulatory care, and at home, inclusive of complex symptom
management using infusions at the end of life.
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COUNTRY REPORTS
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People & Communities

Policies

COUNTRY REPORTS

@ United States

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

O00®

Strong national
and sub-national
presence of
palliative care
advocacy and
promoting
patient rights (as
a professional
association of

Palliative Care, i.e.).

Sincethe1970s, the United States (U.S.) has had a strong presence
of PCadvocacy organizations. Key organizationsinclude the
NHPCO, AAHPM, HPNA, the Center to Advance PC, the Nation-
al PC Research Center, and the American Cancer Society, along
with state-level hospice and PC organizations across all 50 states.
Pediatric PCis also well-represented through organizations like
Children’s PC International and NHPCO ChiPPS. Additionally;,
the National Coalition of Hospice and PC, which comprises 14
leading advocacy organizations, and the Patient Quality of Life
Coalition work to promote the rights of patientsin need of PC,
caregivers, and disease survivors at the national, state, and local
levels.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

O00®

There is a national
policy onadvance
care planning.

Inthe United States (U.S.), medical care is primarily the respon-
sibility of individual states. All 50 states have legislation and
policies ACP, with legally recognized forms. The NHPCO Car-
ing Info program facilitates access to theselegal forms for each
state. While the process is well established, challenges remain
regarding compliance among healthcare providers. At the
national level, ACP is guided by ACP Guidelines, the National
POLST Collaborative, and CPT codes for advance care planning,
which serve as official policies supporting itsimplementation.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®©000O

Not known or
does not exist.

®©000O

Not known or does
not exist neither
standalone noris
included in anoth-
er national plan.

Thereisnooverarching national PC strategyin the U.S., but
hospice careisintegrated into federal programs like Medi-
careand Medicaid Hospice Benefits. CMS has dedicated staff
for hospice policy and oversight, while HHS lacks an overall
mandate for PC. Private insurance generally covers hospice at
Medicare/Medicaid levels, and most uninsured patients quali-
fy for Medicaid when they need hospice. Additionally, national
plans for Cancer, HIV, and Non-Communicable Diseases (NCDs)
include PC. While CMS regulates hospice care, there isno uni-
fied national strategy for broader PC services. The Hospice
Compare system helps consumers assess providers, and each
statelicenses hospices under federal conditions of participa-
tion. Despite this, more people receive PC through hospice ben-
efitsin the U.S. than anywhere else. Despite the lack of a formal
national strategy, more people receive PC through hospice ben-
efitsinthe U.S.thanin any other country.
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Policies

COUNTRY REPORTS

@ United States

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O000O

Not known or
does not exist.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

O00®

Palliative careis
includedin the list
of health services
provided at the
primary care level
inthe General
Health Law.

While PCis often delivered at the primary carelevelinthe U.S,,
itisnot explicitly mandated under federal law. There are no
national policies requiringits integration into primary care
services, even though PCisrecognized both asa specialtyand as
part of generalist care. Hospice careis covered through Medicare
and Medicaid, and insured patients can access palliative support,
with children eligible for both curative and hospice services
simultaneously. However, PCis not formally incorporated into
the U.S. primary care framework as arequired or standardized
service.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

O®00

The authority for
palliative careis
defined but only at
the political level
(without a coor-
dinating entity
defined).

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).

The U.S.lacks a clearly defined national authority for PC, though
some coordinating entities exist. However, these lack a dedicat-
ed scientific or technical division, making the structureincom-
plete. The Department of Health and Human Services (HHS),
through CMS, ensures Medicare and Medicaid hospice bene-
fits for eligible patients, but no national authorityis solely ded-
icated to PC. Aninteragency task force exists for hospice, but
PCremains partially integrated. The hospice benefit, covering
patients with a prognosis under six months who forgo curative
treatment, often leads tolate referrals. Non-hospice PCis avail-
able in most hospitals, but no standardized federal benefit pack-
age exists. The system prioritizes hospice over comprehensive
PC, and while policies and funding exist, there isno coordinated
national strategy.In 2023, the U.S. Senate allocated 2024 funds
tothe National Institute on Aging (NIA) for a nationwide PC
research initiative. The NIH will establish a multi-Institute and
multi-Center program to expand research, training, and imple-
mentation efforts.
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COUNTRY REPORTS COUNTRY REPORTS

@ United States @ United States

Medicines

— Existence of congresses

or scientific meetings

O00®

The U.S. hosts multiple national, regional, and state confer-
ences on PC annually. Major national events include: Annu-

Medicines

Ind9

9.1. Percentage of
health facilities at the

O00®

Inurban areas, access to pain and PC medications is high (90-
100%). All essential PC medicines listed in the WHO Model List

at the national level Atleastone al Assembly of Hospice and Palliative Care, hosted by AAHPM primary carelevelin Very good: of Essential Medicines can be prescribed at the outpatient level
specifically related to PC. national confer- and the Hospice and Palliative Nurses Association; State of the Urban areas that have Between 70% to inthe U.S.by anylicensed physician registered with the DEA.
ence specifically Science in Hospice and Palliative Care Conference, held every pain and palliative care 100%. Opioid access has been restricted for patients outside PC, hos-

dedicated to pal-
liative care every
3years - At least
one national con-
ference specifi-
cally dedicated

two years by AAHPM; Additional conferences organized by
NHPCO, state associations, and events focused on pediatric PC
and volunteer initiatives. These conferences ensure ongoing
scientific exchange and professional development in PC across
the country.

medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the

O00®

pice, or end-of-life care, though recent regulatory changes have
eased some restrictions for chronic pain patients unrespon-
sive tonon-opioid treatments. In rural areas, availability of PC
medicationsis lower but still significant (70-80%). Most rural
residents live within an hour of a Level III or higher hospital or
emergency department, ensuring pain management access.

to palliative care primary carelevelin Very good: However, remote and frontier regions (e.g., Alaska’s North Slope
every 3years. rural areas that have Between 70% to or Texas’ Big Bend) have limited facilities, impacting access to
pain and palliative care 100%. medications. Pharmacies play a crucial role in dispensing opi-

— Estimation of the level

of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

O00®

Denotesan
extensive num-
ber of articles
published onthe
subject.

The U.S. has ahigh volume of peer-reviewed publications on PC,
with numerous articles, books, and reports. Keyjournals include:
Journal of Pain and Symptom Management (AAHPM Journal)
Journal of Palliative Medicine (HPNA Journal). Other peer-re-
viewed journals that either focus on orregularlyinclude PC con-

tent. Thisreflects a strong research presence in PCwithin the U.S.

academicand clinical communities

Ind8

medications as defined
inthe WHO Model List
of Essential Medicines.

oids at the primary carelevel, helping maintain broad access to
essential pain medicationsin both urban and rural areas.

Ind10

10.1. Percentage of health
facilities at the primary

O00®

Inrural areas of the U.S,, the availability of immediate-release
oral morphine (liquid or tablet) depends on the type of health-

a
Reported annual opioid Average care level in urban areas Very good: care facility. If Level I1I (or higher) hospitals and emergency
consumption -excluding consumption of that have immediate- Between 70% to departments areincluded, availability remains high (70-100%).
methadone-inS-DDD opioids, in defined release oral morphine 100%. However, most primary care clinics do not stock or dispense
per millioninhabitants daily doses (S-DDD) (liquid or tablet). opioids, as these medications are typically obtained through
per day. for statistical ’ pharmaciesrather than clinics. Due to the structure of the U.S.
purposes per million S-DDD PERMILLION INHAB /DAY 10.2. Percentage of O O O @ healthcare system, opioids are not commonly stored in prima-
inhabitants per day. health facilities at the ry care clinics, and prescribing is regulated through state-lev-
primary carelevelin Very good: el prescription drug monitoring programs. Consequently, the
COUNTRY VS REGION rural areas that have Between 70% to interpretation of “primary care level” affects reported availabil-
immediate-release oral 100%. ity, as hospitals and pharmacies ensure access, while stand-
AVERAGE CONSUMPTION - morphine (liquid or alone clinics typically do not dispense opioids.

0 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000

Lo b booc oo oo oo b bl
a» 1178

MINIMUM CONSUMPTION MAXIMUM CONSUMPTION

IN THE REGION IN THE REGION
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Education & Training

COUNTRY REPORTS

@ United States

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

N/A

N/A

N/A

N/A

1))
1))

Most recent data are 10 years old. A minority of U.S. medical
schoolsrequire formal training in PC, though most include PC
topics within broader courses. The LCME, which accredits U.S.
medical schools, does not mandate dedicated palliative medi-
cine or end-of-life care courses or rotations. The Palliative Care
and Hospice Education and Training Act, a pending billin Con-
gress, aimstoincrease faculty training in PC across medical,
nursing, and social work schools. While end-of-life care is man-
dated in some form, implementation varies widely. No reliable
survey data exist on how many schools offer optional PC educa-
tion. Most nursing schools in the U.S.do not require a PC curricu-
lum. Thereis no federal mandate for PC education in medical or
nursing schools, though end-of-life care is variably required.
The AACNincludes PCasone of the four essential nursing
domains, but itis unclear how many programs requireit. Betty
Ferrell notes 1,260 undergrad and 450 grad nursing schools use
the ELNEC curriculum, though it’s not confirmed as mandatory.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

O00®

Palliative medi-
cineis aspeciali-

ty or subspeciality
(another denom-
ination equiva-
lent) recognized by
competent national
authorities.

The American Board of Medical Specialties (ABMS) and

the Accreditation Council for Graduate Medical Education
(ACGME) formally recognized Hospice and Palliative Medicine
asamedical subspecialtyin 2006. The American Osteopathic
Association (AOA) followed in 2007. To become certified, phy-
sicians must complete a one-year fellowship in palliative med-
icine and pass theinitial certification exam, which was first
offered in 2008. Certified physicians must maintain their certi-
fication through continuing education and assessments.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ United States

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are available in
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

O00®

Are part of most/all
hospitalsinsome
form.

O00®

Are part of most/all
hospitalsinsome
form.

00RO

Foundin many
parts of the country.

00O

Foundin many
parts of the country.

The United States U.S. has a well-established system of spe-
cialized PC services with broad geographic reach and mul-

tiple delivery platforms. These are integrated into hospitals,
free-standing hospices, and home care teams, though gaps
remain. Hospital-Based PC: PC teams are available in most hos-
pitals—94% of those with at least 300 beds and 72% with at least
50 beds offer PC services. Free-Standing Hospices: Widely avail-
able across the country, though access may be limited in certain
regions. Home-Based PC: Specialized home care teams exist
but varyin availability, with more structured services in urban
and well-resourced areas than in rural or underserved regions.
Total Estimated PC Services: As of 2022, there were 5,899 Medi-
care-certified hospices. Estimates add at least 1,728 hospi-
tal-based PC teams, totaling approximately 7,627 specialized PC
services nationwide. While PC services are broadly available,
integration, accessibility, and scope differ significantly between
urban and rural areas.

RATE OF SPECIALIZED PC SERVICES/100,000 INH

MEDIAN RATE
IN THE REGION

0.33

UNITEDSTATES
0 1 2 3 4 5
Lorccborobooo boooa oo oo b boeoc oo b |

o @

MINIMUM RATE MAXIMUM RATE
IN THE REGION IN THE REGION

€ SPECIALIZED
PALLIATIVE
CARE SERVICES

Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

O0G®O

Generalized provi-
sion: palliative care
specialized services
or teams for children
existin many parts
of the country but
with some gaps.

120

PPC
TEAMS

The U.S. hasan established system of specialized PPC services,
but gaps remain in accessibility and distribution. These services
are primarily concentrated in large pediatric academic medical
centers, with fewer optionsin rural areas, where telemedicine
helpsbridge access. Hospital-Based PPC: 80% (119 0f 148)
children’s hospitals offer a PPC program. Standalone Pediatric
Hospices: There are three purpose-built children’s hospices
(George Mark, Ryan House, Crescent Cove) and at least three adult
hospices with designated pediatric beds (Ladybug House, 2 VIA
Health Partners). Adult Hospices Serving Children: Some adult
hospices provide PC for children, though their exact numberis
not well documented. Rural and Remote Areas: Families face
longer travel distances and often rely on telemedicine for PPC
support.
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INFORMES DE PAISES

INFORMES DE PAISES

@ Argentina
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Personas y comunidades

Politicas

INFORMES DE PAISES

@ Argentina

Ind1

Existencia de grupos
dedicados a promover
los derechos de los
pacientes que necesitan
CP, de sus cuidadores

y de los supervivientes
alaenfermedad.

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones

civiles, de pacientes, de

familiares o voluntarios

focalizados en los CP: Si

O00®

Fuerte presencia
nacionaly
subnacional de
la defensade

los cuidados
paliativosy
promocién delos
derechosdelos
pacientes.

EnlaRepuiblica Argentina, existen multiples grupos, tantoa
nivel nacional como provincial, dedicados a promover los dere-
chos de pacientes que requieren CP, sus cuidadoresy supervi-
vientes. El Programa Nacional de Cuidados Paliativos (PNCP)
ha capacitado voluntarios desde 2020 hasta 2024.La AAMyCP
impulsael desarrollointegral de los CP.La Sociedad Argenti-
nade Pediatria visibiliza los CP pediatricos mediante activi-
dades educativas. LALCEC fue pionera en América Latina en
CPiniciando enlos afios 80. FEMEBA colabora en formaciény
asistencia, habiendo creado unidades de CP ylineas de ayuda.
Pallium Latinoamérica promueve iniciativas como ‘Buenos
Aires, Todos con vos’, centradas en el acompanamiento social.
LaLeyNacional de CP N.°27678 reconoce la funcién del volun-
tariado, promoviendo su capacitacion, enlinea conlaLey de
Voluntariado Social N.° 25855. Ademas, mas de 30 organizacio-
nes civilesy cientificas complementan estos esfuerzos.

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas
o planificaciéon comparti-
dadedecisiones?

00O

Existen politicas
odirectrices
nacionales sobre
testamentos
vitales sobre
decisiones
anticipadas.

Argentina cuenta con un marco normativo que respaldalas
voluntades anticipadas en CPy decisiones sobre tratamien-
tosmédicos. La Ley N.° 26529 de 2009y sumodificacién en

2012 (Ley N°26742) permiten alos pacientes mayores de edad
expresar anticipadamente suvoluntad respecto a tratamien-
tos médicos, preventivos o paliativos, que deben ser registradas
en su historia clinica. También pueden incluirladesignaciéon de
uninterlocutor para garantizar el cumplimiento. Los pacien-
testerminales pueden rechazar medidas desproporcionadasde
soporte vital sin perderacceso a CP. A nivel provincial, Cérdoba,
Neuquény Rio Negro han promulgado leyes especificas.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

3.2.Elplan nacional

de CP (o programao
estrategia o legislacion)
esindependiente.

O0EO

Realizadoenlos
ultimos 5 afios, pero
no evaluado o audi-
tado activamente.

00O

Existe una seccion
dedicadaalos cui-
dados paliativos en
otro plan nacional,
como el del cancer,
las enfermedades
no transmisibles
(ENT)oel VIH.

Desde 2016y hasta 2025, funciond en Argentina un PNCP
dependiente del Instituto Nacional del Cancer (INC), centra-

do exclusivamente en pacientes oncoldgicos. Fue parte de una
estrategia sanitaria nacional publicada ese mismo afio, con
intervenciones destinadas a ofrecer cuidados de calidad y aten-
ciénintegral alolargo del curso delaenfermedad. En 2025, con
ladisolucién del INC, el PNCP fue absorbido por el Ministerio
de Salud, quedando sin coordinaciéon ni presupuesto especifi-
co.LaLeyNacional N°27678, sancionada en 2022y parcialmen-
tereglamentada en 2023, amplié el alcance delos CP a pacientes
con enfermedades graves, cronicas, avanzadas o progresivas.
Estanormativa garantiza acceso equitativo, promueve la capa-
citacion del personal y el apoyo alas familias. No obstante, su
implementacion es parcial: solo siete provincias han adherido
formalmente, atin no se ha desarrollado un plan para poblacién
no oncolédgicani se ha asignado financiamiento especifico.
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Politicas

INFORMES DE PAISES

@ Argentina

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

O®00

Existen mecanis-
mos para super-
visary evaluar los
progresos con
objetivos claros,
peroaunno se han

puesto en practica.

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios
paralacobertura
sanitaria universal en
laatencién primariadel
Sistema Nacional de
Salud.

O00®

Los cuidados
paliativos se
incluyenenlalista
de prestaciones
sanitarias de
atencion primaria
delaley general
de sanidad.

Los CPestanincluidos enlas prestaciones del Programa Médico
Obligatorio (PMO), garantizando su cobertura al 100% por obras
socialesy prepagas. Establecidos en 1995 por el Decreto N.°
492/1995,1os CP ofrecen atencién integral y multidisciplinaria
para pacientes con expectativa de vida menor a seis meses,
enfociandose en aliviar el dolor y un abordaje psicosocial. La

Ley 26529 de Derechos del Paciente (2009, modificada en 2012)
refuerzaelacceso a CP, garantizando atencién que minimice

el sufrimientoy permita una muerte digna. En 2022, las Leyes
27674y 27675 extendieron este derecho anifios con cdncerya
personas con VIH y tuberculosis. La Ley 27678 de CP establece
unmodelo de atenciénintegral desde el periodo perinatal hasta
lavejez, abarcando todoslos niveles de atencion, incluidos los
cuidados domiciliarios, y fue parcialmente reglamentada en
2023.Elmecanismo de control de acceso a estos servicios ain
no estd operativo.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

5.2.Laautoridad
nacional de coordinacién
dispone de autoridad,
presupuestoy personal
adecuados.

O®00

Laautoridad para
los cuidados palia-
tivos estd definida
perosdloanivel
politico, sin enti-
dad de coordina-
cion definida.

©000

No tiene autori-
dad orecursos
adecuados (pre-
supuesto, perso-
nal, etc.)

En Argentina, el PNCP, anteriormente dependiente del INC,
impulsé importantes avances en la atenciéon de pacientes onco-
l6gicos mediante capacitacion, becas deinvestigaciéony pro-
visién gratuita de medicamentos esenciales, como morfina
ymetadona. También implementd la estrategia de Provision

de Analgésicos Opioides (PrAO). Sin embargo, tras la disolu-
ciéndel INCen 2025y suintegracion al Ministerio de Salud, el
PNCP quedé sin coordinaciéon ni presupuesto especifico. La Ley
Nacional de Cuidados Paliativos N°27.678, sancionada en 2022,
amplié el alcance delos CP atoda persona con enfermedades
crénicas avanzadas, pero atin no se hareglamentado su articu-
lo 5, que debe establecer una autoridad nacional de coordina-
cién dentro del Ministerio de Salud. Esta omisién haretrasado
la creaciéon de un marco organizativo ylaasignaciéon de presu-
puesto, limitandola articulacién nacional y restringiendo el
acceso equitativo, especialmente fuera del &mbito oncolégico.
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Medicinas

INFORMES DE PAISES

@ Argentina

— Existencia de congresos,
eventos oreuniones
cientificas a nivel
nacional relacionadas

O00®

Al menos un con-
greso nacional

La AAMyCP lidera el desarrollo delos CP en Argentina, organi-

zando 11 congresos nacionales que han sido clave para difundir
avancesy fomentarla actualizacion profesional. E1 X Congreso
serealizo virtualmente en 2021 debido ala pandemia, mientras

especificamente con CP. dedicado espe- que el XI Congreso tuvo lugar en Cordoba en 2023 con expertos

cificamente alos internacionales. Ademads, celebra Encuentros Nacionales de

cuidados paliati- CP.siendo el masreciente en septiembre de 2024 en Tandil. La

vos cada 3 afios. AAMyCP también promueve actividades formativasalolargo
del aflo, como ateneos y webinarios con alcance federal, impul-
sando un enfoque integral y multidisciplinario conla participa-
cién de médicos, enfermeros, psicélogosy otros profesionales.
Por su parte,la Sociedad Argentina de Pediatria (SAP) organiza
jornadas sobre CP pedidtricos cada tres afios, contribuyendo a
la capacitacion en este campo especializado.

— Investigacion sobre CP OO@O Enlosdltimos cinco afios (hasta septiembre de 2024), se pub-

en el pais estimada por
articulos publicados

Alta: Represen-

licaron 93 articulos especificos sobre CP indexados, con par-
ticipacion de profesionales argentinos como autores o coau-

revisados por pares. tauna cantidad tores. Estos articulos fueron extraidos de bases de datos como
considerable de PubMed, Web of Science, CINAHL, Scieloy LILACS, utilizando
articulos publi- el software COVIDENCE para eliminar duplicados. Tras una
cados. revisiéon por pares, se identificaron estos 93 articulos, lo que
equivalea 0,20 publicaciones cada100.000 habitantes, segin
losdatos del Banco Mundial.
Ind8
Consumo anual

notificado de opioides
(excluida la metadona).

a
Consumo promediode
opioides, en dosis diarias
definidas para fines
estadisticos (S-DDD)

por millén de habitantes
pordia. S-DDD POR MILLON HAB /DiA

PAIS VS REGION

CONSUMO PROMEDIO
ENLAREGION
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Medicinas

INFORMES DE PAISES

@ Argentina

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

00O

Bueno: entre 30%
a70%.

OO0

Poco:entre 10%
a30%.

En Argentina, entre el 30y 70% de los centros de salud de baja
complejidad en dreas urbanas disponen de medicamentos
esenciales para CP, pero esta disponibilidad baja al 10-30% en
areasrurales. Los medicamentos en el PMO incluyen opioides
como morfinaycodeina, cubiertos al 40% porlos Agentes del
Segurode Salud. La Ley 26.678 garantiza el acceso a estos medi-
camentos esenciales. EIINC es fundamental en laimplemen-
tacion delaestrategia de Provision de Analgésicos Opioides
(PrAO), asegurando su distribucién continua. En 2018, el Labo-
ratorio Industrial Farmacéutico de Santa Fe (LIF) comenzé con
laentrega de medicamentos bajo esta estrategia. Para mejorar
ladistribucion, seimplementé el Vale Federal en 2019, un siste-
ma informatico que registralas operaciones de sustancias con-
troladas, facilitando la provisién de opioides en todo el pais. La
Ley 26.678 también promueve el acceso alos opioides en obras
socialesy sistemas de salud.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

00RO

Bueno: entre 30%
a70%.

O®00

Poco:entre 10%
a30%.

Se estima que entre el 30y 70% de los centros de salud de baja
complejidad en dreas urbanas disponen de medicamentos para
eldolory CP, segin la Lista Modelo de Medicamentos Esenciales
dela OMS. Enlas zonasrurales, esta disponibilidad es mds baja,
alcanzando entre el 10 y30% de los centros de salud de baja
complejidad.
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Educacion y Formacion

INFORMES DE PAISES

@ Argentina

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

4/47

1/47

1/317

D/51/

1))
1))

En Argentina, delas 47 facultades de medicina, solo 4 ofrecen
estudios obligatorios en CP, y 111los incluyen como optativos. En
el casodelas317facultades de enfermeria, solo1tiene estudios
obligatorios, mientras que 5 ofrecen formacién optativa en esta
area. A pesarde quelaLeyde CPbuscaexpandirlaeducaciénen
este campo, laintegracién enlos programas de grado eslimita-
da,lo que contrasta conlas mejoras en la mayoria de los paises
latinoamericanos. La Resolucién 798/2022 del Ministerio de
Educacion modificé contenidos curricularesy estdndares para
las carreras de Medicina, incluyendo CP en el eje “abordaje cli-
nico en personas adultas”, pero suimplementacion sigue siendo
voluntaria, dejandola organizacién delaasignaturaacriterio
de cadaunidad académica, respetandola autonomia universi-
taria.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O00®

Lamedicina paliati-
va es una especiali-
dad o subespeciali-
dad (u otradenomi-
nacion equivalente)
reconocida por las

autoridades nacio-

nales competentes.

ElMinisterio de Salud reconocid los CP como especialidad
meédica enlaResolucion 1814/2015, siendo formalmente
aceptadaenla Ciudad Autonoma de Buenos Aires (CABA),
Buenos Airesy Santa Fe. Para obtenerla acreditacion existen
lasresidencias post basicas, queincluyen la Residencia
Interdisciplinariaen CP en hospitales de CABA,la Carrerade
Médico Especialista dela Universidad de Buenos Aires (UBA)
enel Sanatorio Gilemes, laresidencia en CP Pedidtricosen
hospitales de CABA, Entre Rios y Tucumén. Ademas, el Consejo
de Certificacién de Profesionales Médicos ofrece certificaciones
mediante convenios conla AAMyCPylaSociedad Argentina de
Pediatria (SAP). También existen programas avanzados como el
Curso Virtual Introductorio del INC, diplomaturasy maestrias,
como lamaestriainterdisciplinaria dela Universidad del
Salvadorydiplomaturas ofrecidas por otras universidades..
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Prestacion de CP/ Servicios especializados

INFORMES DE PAISES

@ Argentina

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

00RO

Prestacion gene-
ralizada: Existe en
muchas partes del
pais, pero con algu-
nas lagunas.

O0G®O

Enunnumerocre-
ciente de hospitales
publicos.

O0EO

Enmuchas partes
del pais.

O0G®O

Enmuchas partes
del pais.

Argentina tiene un total de 584 equipos especializados en CP, de
los cuales 513 estan destinados a adultos, 59 a pediatriay12 son
mixtos. Se consideran equipos cuando su actividad principal
esofrecer CP y cada programa o rama se cuenta como un servi-
cioindependiente. Esto equivale aunaratiode1,3 serviciosde
CP por cada100.000 habitantes, con mayor disponibilidad en
zonas urbanasy algunas rurales. Los servicios especializados
estan presentes en un nimero creciente de hospitales publicos
yprivados, y existen al menos 21 hospicesindependientes en

el pais. Ademas, los equipos de atenciéon domiciliaria especial-
izados en CP estdn disponibles en varias dreas, principalmente
en grandes ciudades, con mayor participacion de servicios
privados. EIPNCP junto conla AAMyCP, estd trabajando en un
directorio nacional de instituciones de CP, aunque no esta dis-
ponible actualmente. LaIAHPC también incluye informacién
sobre estos servicios en su Global Directory.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33
ARGENTINA
1 2 3 4 5
ororborobooo oo oo oo b boeoc oo b |
TASA MINIMA TASAMAXIMA
ENLAREGION ENLA REGION

< SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

00O

Prestacion
generalizada: Existe
enmuchas partes
del pais, pero con
algunaslagunas.

59

CPP
EQUIPOS

En Argentina, existen 59 programas especializados en CPP. Los
CPP comenzaron en 1985 con la Fundacién Prager-Bild, yen 1992
se formaron los primeros equipos en el Hospital Nacional Juan
P.Garrahanyel Hospital de Nifios Ricardo Gutiérrez, en Buenos
Aires.En1998 se creé el Grupo de Trabajo en CPP dentrodela SAP.
Un hito clave fuela creacion del Programa de Residencia Inter-
disciplinariaen CP en Buenos Aires en 2006, inicialmente para
adultos, ydesde 2018, también para nifios. En 2011,1a Medicina
Paliativa fue reconocida como especialidad, yen 2015los pedia-
trasfueron reconocidos como subespecialistasen esta drea.La
mayoriadelos equipos estan en hospitales de altacomplejidad y
grandes ciudades, perola distribucién geografica es desigual, con
algunas provincias sin servicios especializados en CPP.
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@ Bolivia
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INFORMES DE PAISES INFORMES DE PAISES

@ Bolivia @ Bolivia

Personas y comunidades

Politicas

Ind1 n 3.3. Existen mecanismos @OOO
8 parasupervisary
Existencia de grupos OQO@ En el Estado Plurinacional de Bolivia existen diversas asocia- = evaluar los progresos, No existe.
dedicados a promover ciones que agrupan a profesionales, pacientesy familiares invo- % con objetivos medibles.
los derechos de los Fuerte presencia lucrados enlos CP. Entre ellas destacan la Alianza Boliviana de o
pacientes que necesitan nacional y CPla Asociacion Crucefia de CP.1a Asociacion Pacefiade CPyla
CP, de sus cuidadores subnacional de Asociacién Cochabambina de CP. Ademas, existen agrupacio-
y de los supervivientes ladefensade nes que atienden a pacientes adolescentes y adultos en ciuda-
alaenfermedad. los cuidados des como LaPaz, Santa Cruzy Cochabamba. También hay orga-
paliativosy nizaciones no gubernamentales, como el Servicio de Ensefian-

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones

civiles, de pacientes, de

familiares o voluntarios

focalizados en los CP: Si

promocién delos
derechosdelos
pacientes.

zaTécnica Integral (SENTEC) en La Pazy Oruro, y LA fundacién
Sembrando Esperanza (FUNDASE), asi comola organizacién
privada Humanizarla Salud Bolivia trabajan en el &mbito delos
CP. Estas entidades contribuyen al desarrollo yla promocién
delos CP en el pais, apoyando tanto alos profesionales de salud
como alos pacientesy sus familias en momentos de enferme-
dad avanzada.

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas

®O00O

No existe politica

En Bolivia, aunque no existen leyes nacionales especificas sobre
las voluntades anticipadas, se hanimplementado documentos
de consentimiento informado para el manejo de CP. Este proce-

o planificaciéon comparti- ni directriz sopodriaintegrarse al Articulo 44 de la Constitucion Politica del

dadedecisiones? nacional sobre Estado, que establece que ninguna persona puede ser sometida
planificacién aintervencién médica sin su consentimiento, salvo en situacio-
de decisiones nesde peligroinminente para suvida. A pesar de esta normati-
anticipadas. va, en muchos hospitales se utilizan notas de no reanimacion

parapacientesal final delavida, pero estas carecen de respaldo
legal yun plan de tratamiento pertinente cuando los pacientes o
sus familias solicitan limitacién terapéutica.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

3.2.El plan nacional
de CP (o programao
estrategia o legislacion)

®000

No existe.

O®0O0

Existe unplande

En Bolivia, aunque no existe unaley o programa especifico
dedicadoalos CP estos estan contempladosenlaLeydel Can-
cer (Ley 1223 de 2019) y sureglamentacién mediante el Decreto
Supremo 4881 de 2023. Este decreto establece politicas de pre-
vencion, tratamientoy CP para pacientes con cancer, incorpo-
randolos dentro del Servicio Universal de Salud (SUS). Ademés,
en 2020, 1a Autoridad de Supervision de la Seguridad Social a
Corto Plazo (ASUSS) aprobd la Norma de Medicina Paliativa,
presentada en un manual elaborado por expertos. Laley 872 de
2016 ratificalos derechos de las personas mayores a acceder

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios
paralacobertura
sanitaria universal en
laatencién primariadel
Sistema Nacional de
Salud.

®000

No estan
incluidos.

Los CPnoestanincorporadosenlaatencién primariaen
Bolivia. Su cobertura se limita al nivel terciario de atencién,
donde seincluyen servicios como medicacién, consulta externa
yvisitas domiciliarias, a través del Programa del SUS. Esta
cobertura fue recientemente aprobada en 2023 porlo que

aun presenta deficiencias, especialmente enlo relacionado
conladisponibilidad de opioides ylafalta de profesionales
especializados en CP, 1o que restringe el acceso de los pacientes
aunaatenciéon adecuada.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

5.2.Laautoridad
nacional de coordinacion

000@,

No existe entidad
de coordinacion.

®O000O

es independiente. cuidado paliativo aCP. A pesardelaausenciade un PNCP estos se incluyen en el dispone de autoridad, No tiene autori-
nacional en desa- Programa Nacional de lucha contra el Cancer. Actualmente, se presupuesto y personal dad orecursos
rrollo. trabajaenla creacion de unaley especifica, y en 2024 se realizo adecuados. adecuados (pre-
unlevantamiento de datos sobre CP en establecimientos de supuesto, perso-
salud. nal, etc.).
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Actualmente, Bolivia carece de una autoridad nacional de coor-
dinacién paralos CP dentro del Ministerio de Salud. En sulugar,
existe unapersonaasignada dentro del Plan Nacional de Lucha
contrael Cancer, encargada dela creacién de unared nacional
de CP.En este contexto, se prevé que entre abril y mayo de 2024
serealicen visitasal2instituciones de salud a nivel nacional
pararecolectar datos atin no publicados respecto ala situacién
actual delos CP en el paisy, posteriormente, desarrollar las nor-
mativas correspondientes para optimizarla atenciény cober-
tura.
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INFORMES DE PAISES

@ Bolivia

— Existencia de congresos,
eventos oreuniones
cientificas a nivel
nacional relacionadas
especificamente con CP.

O00®

Al menos un con-
greso nacional
dedicado espe-
cificamente alos
cuidados paliati-
vos cada 3 afos.

Desde 2019, Bolivia hallevado a cabo anualmente el Congreso
Nacional de CP, siendo el altimo, el 4° Congreso, realizado del 23
al 25 de noviembre de 2023 en Cochabamba. Ademas, se celebra
al menos un congreso regional con alcance nacional. Diversos
departamentos han conformado asociaciones departamenta-
lesde CP, organizando talleres, seminarios, simposiosy cursos a
través delos colegios médicos regionales. Estos eventos se com-
plementan con actividades internas en hospitales con unidades
de CP. Asimismo, el Congreso Internacional de Medicina Inter-
na, organizado porla Sociedad Crucefia de Medicina Interna,
dedica cada afio conferencias sobre CP, contribuyendo al forta-
lecimientoyactualizaciéon en este campo a nivel nacional.

— Investigacion sobre CP
en el pais estimada por
articulos publicados

®000

Escaso o muy

Aunque no existen articulos centrados en CP con participacién
de profesionales bolivianos como autores, se han presentado
trabajos (ensayos, tesis, casos clinicos) en eventos académicos,

estadisticos (S-DDD)

revisados por pares. bajo: Indicaun algunos de ellos disponibles en las plataformas de las organi-
numero minimo zaciones del drea. Ademads, Bolivia participd en la evaluacion
oinexistente de regional del Atlas de Cuidados Paliativos en Latinoamérica.
articulos publica-
dos sobre el tema
enese pais.

Ind8 CI:)

Consumo anual Consumo promediode

notificado de opioides opioides, en dosis diarias

(excluidala metadona). definidas parafines

por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION
CONSUMO PROMEDIO
ENLAREGION
1313
BOLIVIA
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@ Bolivia

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

©O00O

Muy poco:entre
0% a10%.

©0O00

Muy poco:entre
0% a10%.

En Bolivia, los CP estdn disponibles tinicamente en hospitales
detercernivel, principalmente en centros oncolégicos como en
Santa Cruzy Sucre, donde se brindan servicios especializados.
Enloshospitales de primery segundo nivel el acceso a estos cui-
dadoseslimitado, ylacapacitacion médica en el uso de opioides
esinsuficiente. El Sistema Nacional de Medicamentos (LINA-
ME) incluye algunos analgésicos basicos como paracetamol,
tramadol, y morfina en ciertos niveles de atencién, pero la mor-
fina oral no esta disponible en el sistema publico. En el sector
privado, es posible acceder a morfina a través de laboratorios
importadores. El stock de analgésicos en centros ptblicos es
reducido, especialmente en dreas rurales, donde depende delos
presupuestos municipales para garantizar la disponibilidad.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

®©000

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En Bolivia, enlos centros de atencién primaria no se disponen
de opioides deliberacién rapida ni de morfina, segtin la
Circular31-2022 dela Agencia Estatal delos Medicamentos

y Tecnologias. En el sistema publico,lamorfinaliquida esta
disponible solo enlos niveles mas altos de atenciény, en
ocasiones, en tabletas deliberacién rapida en hospitales

de mayor complejidad, pero el acceso eslimitado debidoa
laescasezyal estricto control delas farmacias, que venden
solouna parte dela dosis prescrita, lo que constituye una
barrera significativa paralos pacientes. Los medicamentos
disponibles tanto en dreas urbanas como rurales incluyen acido
acetilsalicilico, paracetamol, dexametasona, diazepam, butil
bromuro de hioscina, lactulosa, metoclopramida, omeprazoly
ketorolaco.
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Educacion y Formacion

INFORMES DE PAISES

@ Bolivia

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

1))
1))

En Bolivia, los CP no estan contemplados como materia obli-
gatoria en ninguna facultad de medicina o enfermeria, nien

las universidades publicas ni privadas. Tampoco se ofrece una
materia optativa especifica en las principales facultades del
pais. Sin embargo, algunos médicos con formacién en CP abor-
dantemasrelacionados de manera transversal en sus clases.
Algunas universidades, como la Universidad Mayor de San
Andrés (UMSA) yla Universidad Catélica Boliviana San Pablo
(UCB), ofrecen formacion en este &mbito a nivel de postgrado, a
través de cursos, talleres, seminarios y médulos optativos. Ade-
mas, existe un Diplomado en CP.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O®00

No existe un proce-
sode especializa-
cién paramédicos
de cuidados paliati-
VoS, pero si otro tipo
detitulos de forma-
cion profesional sin
reconocimiento ofi-
cial y nacional.

En Bolivia, no se cuenta con una especialidad formal en CP
niconuna Residencia Médica en esta area. Los profesionales
que han obtenido esta especialidad en el extranjerono tienen
sutitulacién homologada en el pais. No obstante, existe un
Diplomado CP ofrecido porla Universidad Franz Tamayo

en LaPaz, queyacuenta con suséptima edicion, disponible
tanto de manera presencial como online. Adicionalmente,
enotras ciudades como Santa Cruz, seimparten programas
similares, dirigidos a médicos, psicélogos, enfermerasy otros
profesionales vinculados al dambito de la salud.
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Prestacion de CP/ Servicios especializados

INFORMES DE PAISES

@ Bolivia

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

O®00

Prestacion aislada:

Existe, peroséloen
algunas zonas geo-
gréficas.

O®00

Enalgunas partes
del pais.

OO0

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

En Bolivia, existen 12 centros especializados en CP, distribuidos
de maneradesigual en el territorio, lo que representa 0,10 servi-
cios por cada100,000 habitantes, con una mayor concentracién
enlasareasurbanasde La Paz, Santa Cruzy Cochabamba. Adi-
cionalmente, se hanidentificado otros hospitalesy ONGs que
ofrecen CP de manerano especializada. Los hospitales de prim-
erysegundonivel no disponen de estos servicios, solo estan
presentes en hospitales con areas de oncologiay en los institu-
tos oncoldgicos.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33
BOLIVIA

?H‘\\HW‘HH‘H\\Z‘HH‘HHTHH‘HHA‘\H\‘HHT
o)

[ 213 ]

TASA MAXIMA
ENLA REGION

TASA MINIMA
ENLAREGION

< SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.1. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2. Namero de
servicios con dedicacion
exclusivaen CP
pediatricos.

@000

No existen
programas
especializadosen
cuidados paliativos

0 éstos son minimos.

O

CPP
EQUIPOS

En Bolivia no se cuentan con unidades especializadas en CPP,
aunque se proporciona atencion paliativa en hospitales onco-
légicos pedidtricos, gestionada por personal capacitado. Sin
embargo, esta atencion no estd organizada como un servicio
exclusivo de CP pediatricos. Ejemplos de elloincluyen la Unidad
de Pediatria del Instituto Oncoldgico del Oriente Boliviano, en
Santa Cruz, el Hospital del Nifio en La Pazy el Hospital Materno
Infantil dela Caja Nacional de Salud.
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Personas y comunidades

Politicas

INFORMES DE PAISES

@ Brasil

Ind1

Existencia de grupos
dedicados a promover
los derechos de los
pacientes que necesitan
CP, de sus cuidadores

y de los supervivientes
alaenfermedad.

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones

civiles, de pacientes, de

familiares o voluntarios

focalizados en los CP: Si

O00®

Fuerte presencia
nacionaly
subnacional de
la defensade

los cuidados
paliativosy
promocién delos
derechosdelos
pacientes.

EnlaRepublica Federativa de Brasil, la Academia Nacional de
CP fundada en 2005, promueve el acceso a CP mediante educa-
cién, asistencia e investigacion. Diversas sociedades cientifi-
cas, como la Sociedad Brasilefia de Medicina Familiary Comu-
nitariayla Sociedad Brasilefia de Geriatria, elaboran materia-
les especializadosy ofrecen formacion en esta drea. Ademas, el
Frente PaliATIVISTAS impulsala creacion de politicas ptblicas
nacionales. Existen multiples organizaciones sociales y acadé-
micas, comolas Ligas Académicas en CPy el Instituto Premier,
que promueven el estudio y difusién de estos cuidados. Entre
lasiniciativas destacadas figuran el servicio de CP del Hospital
das Clinicas de Sao Pauloyla Fundacién Beabd, que trabajan en
el empoderamiento de pacientesy familias.

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas
o planificaciéon comparti-
dadedecisiones?

00O

Existen politicas
odirectrices
nacionales sobre
testamentos
vitales sobre
decisiones
anticipadas.

En Brasil, aunque no existe unalegislacion especifica sobre

la Planificacién Anticipada de Cuidados, algunas normativas
federales abordan parcialmente el tema. La Resolucién CFM N°
1.995/2012 establece las Directrices Anticipadas de Voluntades
(DAV), permitiendo que los pacientes expresen sus deseos sobre
los cuidados arecibiren caso deincapacidad para comunicar-
se. En mayo de2024,1a PNCP fue aprobada, incorporando prin-
cipios como el respeto alaautonomia del paciente yla promo-
cién de decisiones compartidas. Esta politica también refuerza
laimportancia derespetarlas DAV y formalizarlas preferencias
del paciente.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

3.2.El plan nacional

de CP (o programao
estrategia o legislacion)
esindependiente.

O00®

Realizadoenlos
Ultimos 5afos y
evaluado o audita-
do activamente.

O00®

Existe unplan
nacional indepen-
diente de cuidados
paliativos y/o existe
una ley/legislacion/
decretos guberna-
mentales naciona-
les sobre CP.

En Brasil, la Politica Nacional de Cuidados Paliativos (PNCP)
fue aprobada el 7de mayo de 2024 mediante la Portaria GM/MS
N°3.681, con el objetivo de integrarlos CP en el Sistema Unico de
Salud (SUS), priorizando a pacientes con enfermedades créni-
cas, terminales o que requieren cuidados prolongados. Aunque
lapolitica cuenta con presupuesto asignadoy un marco de eva-
luacién, suimplementacién atin estd en curso y no ha sido com-
pletamente auditada. Antes de esta politica, ya existian norma-
tivas comola Resolucién N° 41 de 2018 ylas Portarias N° 874 de
2013y N°483de 2014, que establecian directrices paralaincor-
poracién de cuidados paliativos, principalmente en pacientes
con cancery enfermedades cronicas. La PNCP se ejecutard por
fases, conlaparticipacién de gobiernosy equipos de salud en
todoslosniveles. El Ministerio de Salud sera responsable del
monitoreoy evaluacién, conindicadores establecidos enlos
articulos 34,35y 36.
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Politicas

INFORMES DE PAISES

@ Brasil

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

O®00

Existen mecanis-
mos para super-
visary evaluar los
progresos con
objetivos claros,
peroaunno se han

puesto en practica.

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios
paralacobertura
sanitaria universal en
laatencién primariadel
Sistema Nacional de
Salud.

OO0G®O

Incluidosenla
lista esencial

de servicios
reconocidos por
undecretooley
gubernamental
peronoenla

ley general de
sanidad.

LaPNCP de Brasil establecelaintegracion delos CP en los
servicios de salud, incluyendola Atencién Primaria de Salud
(APS), peroatin no se ha asignado un presupuesto especifico
parasuimplementacién. Segin el Art. 9 dela Portaria N°3.681,
los CP deben brindarse a través de equipos de salud en unidades
basicas, domicilios y territorios, aunque no se priorizan
formalmente como un servicio exclusivo dentro dela APS. El
Equipo Asistencial de CP (EACP), un equipo multidisciplinario
anivel municipal, tiene laresponsabilidad de proporcionar
apoyo asistencial en diversos puntos dela Red de Atenciéon
alaSalud (RAS), incluidala APS. Aunquelos CP son parte de
laatencién primaria, aiin no estan reconocidos oficialmente
como un servicio prioritario dentro dela cobertura sanitaria
universal, aunque se esperaque la PNCP permita su
consolidacién enla APS anivel nacional.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

5.2.Laautoridad
nacional de coordinacién
dispone de autoridad,
presupuestoy personal
adecuados.

O0EO

Laentidadde
coordinacidn tie-
ne unaestructura
incompleta (falta
una seccion cienti-
ficaotécnica).

00RO

No tiene autori-
dad orecursos
adecuados (pre-
supuesto, perso-
nal, etc.)

En Brasil, la coordinacién nacional dela PNCP estd a cargodela
Secretaria de Atencion Especializada en Salud (SAES) del Minis-
terio de Salud. No obstante, los detalles sobre la estructura orga-
nizativa, los roles especificos y el presupuesto asignado para su
implementacién y monitoreo no se encuentran disponibles en
las fuentes oficiales del Ministerio de Salud. La politica cuenta
con un presupuesto anual de 887 millones de Reales brasilefos,
destinado alos equipos de CP habilitados a partir de enero de
2025, el cual se distribuird en funcién de criterios poblacionales
yelnuimero de camas hospitalarias del SUS. Aunque existe una
coordinacién, laimplementacion dela PNCP enfrentalimita-
ciones, tanto en la formacion del equipo como enlos recursos
presupuestarios actuales.
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Medicinas

INFORMES DE PAISES

@ Brasil

— Existencia de congresos,
eventos oreuniones
cientificas a nivel
nacional relacionadas
especificamente con CP.

O00®

Al menos un con-
greso nacional
dedicado espe-
cificamente alos
cuidados paliati-
vos cada 3 afos.

En Brasil, se han realizado diversos eventos cientificos nacio-
nales e internacionales sobre CP. El Congreso Brasilefio de CP,
organizado cada dos aflos porla Academia Nacional de CP
(ANCP), celebré sudécimaedicion del 13al 16 de noviembre
de 2024, reuniendo a participantes de todo el pais. El Institu-
to Premier también organiza el Encuentro Brasilefio de Ser-
vicios CP en afios impares, con su sexta edicion realizada en
2023. Ademas, el Instituto Paliar participa en eventosinterna-
cionales, como el Curso Internacional Avanzado de CP y se cele-
brael Congreso de CP del Mercosur, organizado por Cuidativa
(Universidad Federal de Pelotas - UFPEL), con una frecuencia
bianual.

— Investigacion sobre CP
en el pais estimada por
articulos publicados

®000

Escaso o muy

Enlosltimos afios, se cred el Latin American Journal of Pal-
liative Care, unainiciativa dela Academia Nacional de Cuida-
dos Paliativos (ANCP). Entre 2019y 2024, se identificaron 248

estadisticos (S-DDD)

revisados por pares. bajo: Indicaun articulos revisados por pares asociados con investigadores bra-
numero minimo silefios. Enlas bases de datos PUBMED y Scielo, se encontraron
oinexistente de 24y 34articulos, respectivamente, publicados en los tiltimos
articulos publica- cinco afios.
dos sobre el tema
enese pais.

Ind8 CI:)

Consumo anual Consumo promediode

notificado de opioides opioides, en dosis diarias

(excluidala metadona). definidas parafines

por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION

CONSUMO PROMEDIO

ENLAREGION

1313
BRASIL
o 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
Lo b booc oo oo oo oo v bl

18178

CONSUMOMiN”\/IO CONSUMOMAX”\AO
ENLAREGION ENLAREGION
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Medicinas

INFORMES DE PAISES

@ Brasil

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

O®00

Poco:entre 10%
a30%.

©0O00

Muy poco:entre
0% a10%.

En Brasil, el acceso a medicamentos esenciales en atencion pri-
maria estd marcado por desigualdades regionales, con mayor
disponibilidad en estados més ricos y una cobertura deficien-
teen dreasrurales o de bajos ingresos, como Tocantins. Aunque
desde 2018 se monitorea la asistencia farmacéutica enlos 5.570
municipios, persisten brechas significativas. E1 SUS enfrenta
dificultades enla provision de medicamentos para CP, incluidos
los opioides, yno todoslos municipios tienen acceso a farma-
ciasespecializadas. A pesar de algunas farmacias de alto costo
en ciertos estados, los procesos de acceso pueden ser lentosy
burocraticos. Solo el 50% de los medicamentos de lalista basi-
cadelaOMS estan disponibles en el SUS, ylaslimitaciones son
mas evidentes enlaatencidén primaria. Aunque iniciativas como
farmacias digitalesintentan mejorar el acceso, un12% delos
servicios de CP reportadificultades, especialmente en zonas
desfavorecidas.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

®©000

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En Brasil, el acceso a opioides en atencion primaria es
restringido, ya que estos medicamentos no estan disponibles
enlasfarmacias delas Unidades Basicas de Salud, requiriendo
quelos pacientesacudan a farmacias especializadas o
hospitales para obtener morfinay otros opioides. A pesar de
sudisponibilidad en farmacias privadas, el sistema publico
enfrenta desafios en sudistribucion. Con un consumo de
solode 412 S-DDD por millén de habitantes por dia, Brasil
seencuentraentre los paises con menor consumo global.
Aunque actualmente la morfina sigue siendo rara en dichas
instalaciones, se espera que el PNCP potencie el accesoa
estos farmacos, asi como la formacién de los médicos en la
prescripcion de opioides.
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Educacion y Formacion

INFORMES DE PAISES

@ Brasil

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

27/
315

17/
315

Sl
729

29/
729

1))
1))

Lainclusion delos CP enlos programas de medicinay enfer-
meriaeslimitada. Delas 315 escuelas de medicina, méas del 60%
son privadas. Segin datos de 2021, solo el 14% incluye CP en su
curriculo, yel 8.6% ofrece esta materia como obligatoria. En
2022, el Ministerio de Educacién incorporolos CP enlasdirec-
trices curriculares nacionales de medicina, con obstdculos
como lafaltaderecursosy personal capacitado. En enfermeria
no se disponen de cifras exactas, se sabe que existen 729 faculta-
des. Enunarevisién de 2018, de 64 programas de universidades
federales, solo 11 mencionaban CPysolo1lo tenia como obliga-
torio. Un estudio de 2021 en Rio Grande do Sul revelé que solo 4
programas ofrecian CP de forma obligatoria y 1 como optativa.
En 2023, unarevision documental identificé que 13 de 30 cursos
de enfermeriaincluian CP, 6 eran obligatorios. Los valores reca-
bados sobrelas facultades de enfermeria actualmente ylos con-
tenidos obligatorios y optativos de CP surgen de un estudio no
publicado en el momento de larecogida de los datos, pero vali-
dadoporla ANCP.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O00®

Lamedicina paliati-
va es una especiali-
dad o subespeciali-
dad (u otradenomi-
nacion equivalente)
reconocida por las

autoridades nacio-

nales competentes.

En2011,1a Resolucion 1973/201 del Consejo Federal de Medicina
permitié el desarrollo dela subespecialidad en Medicina
Paliativa. Desde entonces, existen 17 programas de residencia
en Medicina Paliativa, incluida una especializacién en cuidados
paliativos pedidtricos (CPP), que han formado alrededor de

200 médicos hasta2022. Estos programas, registrados en el
Ministerio de Educacioén, ofrecen una formacién de dos afios
desde 2023. Ademaés, la Asociaciéon Médica Brasilefia organiza
un examen anual de suficiencia para certificar amédicos como
especialistas en CP, siempre que cumplan con los requisitos de
formacién en dreas base o finalicen un programa de residencia.
Enmarzo de2024,1a ANCP solicit6 el reconocimiento oficial de
la Medicina Paliativa como especialidad médica. Sin embargo,
persistelaausencia de programas en algunos estados.
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Prestacion de CP/ Servicios especializados

INFORMES DE PAISES

@ Brasil

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

00RO

Prestacion gene-
ralizada: Existe en
muchas partes del
pais, pero con algu-
nas lagunas.

O0G®O

Enunnumerocre-
ciente de hospitales
publicos.

OO0

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

Brasil cuenta con 234 servicios, con una notable distribucion
geograficadesigual. Laregién Sudeste concentra el 48.1% de
estos servicios, favorecida por su desarrollo econémico. Segin
elaltimo Atlasde CP dela ANCP el 80.3% delos servicios cuen-
tan con profesionales dedicados exclusivamente a CP, mientras
que el 19.7% combina funciones con otras actividades dentro
delasinstituciones. En 2023, 1a plataforma SELFIE permitio
mapear estos servicios mediante una metodologia participati-
vayaccesible, ofreciendo informacion gratuita sobre sulocal-
izaciénatravés de un mapaenlinea.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33
BRASIL
1 2 3 4 5
ororborobooo oo oo oo b boeoc oo b |
TASA MINIMA TASAMAXIMA
ENLAREGION ENLA REGION

< SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

O®00

Prestacion aislada:
Existe, pero sélo
enalgunas zonas
geogréficas.

90

CPP
EQUIPOS

En Brasil, 96 (41%) de los 234 servicios CP identificados en el
Atlasdela ANCP estdn destinados ala poblacion pediatrica,
aunque solo unos 90 se especializan exclusivamente en CCPP.
Lamayoria de estos servicios se han establecido después de
2010, con una alta concentracion enlaregion Sudeste (57.9%).
Se encuentran principalmente en hospitales ptblicos (62.2%)
yen centros de atencién terciaria (63.3%), con una capacidad
hospitalaria de hasta cien camas en el 70% de los casos. En tér-
minos de personal, el 97.8% delos servicios cuenta con al menos
un médico especializado, aunque solo el 75.5% de estos dedica
tiempo exclusivo alos CPP.
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@ Chile @ Chile

Personas y comunidades

Politicas

Ind1 n 3.3. Existen mecanismos OOO@
8 parasupervisary

Existencia de grupos O Q O @ EnlaReptiblicade Chile, diversas organizaciones apoyanlos = evaluar los progresos, Los indicadores
dedicados a promover derechos delos pacientes en CPy sus cuidadores, entreellasla 6 con objetivos medibles. para el monitoreoy
los derechos de los Fuerte presencia Sociedad Médica de CP (2019),1a Sociedad Chilena de Enferme- o evaluacion del pro-
pacientes que necesitan nacional y riaOncoldgica (2018),1a Asociacion Chilena Para el Estudio del greso son aplica-
CP, de sus cuidadores subnacional de Dolory CP (ACHED-CP)(1989) yla Sociedad Cientifica de Enfer- dos actualmente.
y de los supervivientes la defensade meria Paliativa (SOCEP). Fundaciones como GIST Chile, Funda-
alaenfermedad. los cuidados cion Nuestros Hijosy Fundacion Casa Familia ofrecen atenciéon

paliativosy paliativaa pacientes con cancer raroy niflos con cancer. Ademas,

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones
civiles, de pacientes, de

promocién delos
derechosdelos
pacientes.

la Corporacién nacional del Cancer (CONAC) promuevelos dere-
chos delos pacientes oncolégicos. Otras entidades comola Agru-
pacién Padres de Nifios con Cancer, OncoMamas, Fundacion
Vivir Mas Feliz y Cancervida brindan apoyo emocional y forma-
cién en CP. Iniciativas como Hospice Clinica Familia, Fundacion
RAFA y Paliativos Ahora también contribuyen a este dmbito. Si

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios

O00®

Los cuidados

Desdela promulgacion dela Ley de CP Universales en 2021, los
servicios de CP han sido incorporados en la atencion primaria
de salud, reconociéndolos como un componente prioritario

familiares o voluntarios bien muchas de estas organizaciones iniciaron con un enfoque paralacobertura paliativos se dentro delacobertura sanitaria universal. Estaintegracién

focalizados en los CP: Si enoncologia, actualmente promueven la universalidad delos CP. sanitaria universal en incluyenenlalista seencuentrarespaldada porlalegislacion vigente, reflejada
laatencién primariadel de prestaciones enlaLeyN°21.375, el Decreto 41 de 2023 y las orientaciones
Sistema Nacional de sanitarias de técnicas especificas para suimplementacién. Los documentos

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas
o planificaciéon comparti-

O00®

Existe una politica
nacional sobre

En Chile, el Decreto del Ministerio de Salud (MINSAL) N°41/2023
establece regulaciones sobre CPylos derechos delas personas
con enfermedades terminales o graves, incluyendo la posibili-
dad de expresar voluntades anticipadas. Esta normativa per-

dadedecisiones? planificacién mite que los pacientes decidan sobrela aceptacion o rechazo
compartida detratamientos que prolonguen artificialmente suvida, man-
de decisiones teniendo solo medidas de soporte ordinario. Actualmente, el
anticipadas. reglamento estd en proceso de implementacién. Las volunta-

desanticipadas estdn contempladasenlalLeyde CP de 2023,y
el MINSAL ha desarrollado directrices especificas para su apli-
cacion.

Ind3

3.1. Actualmente existe

OO0G®O

En Chile, el PNCP gestionado por el MINSAL, es parte dela

Salud.

atencion primaria
delaley general
de sanidad.

normativos relevantes proporcionan directrices claras para
laimplementacion y desarrollo de estos servicios dentro del
sistema de salud ptblica del pais.

Ind5

5.1. éExiste una autoridad
nacional de coordinacion

O0EO

En Chile, la coordinacion de los CP esta distribuida entre diver-
sasdivisiones del MINSAL, con representantes en atencion pri-

unplan, programa, estrategia de salud publica del pais. Comenz6 en 2005 con el delos CPdentrodel Laentidadde maria, gestion de redes asistenciales y prevencion de enferme-

politica o estrategia Realizadoenlos Decreto GES 04 para pacientes con cancery ha evolucionado Gobierno o del Ministerio coordinacion tie- dades. No obstante, existen dos dependencias separadas para

nacional de CP. ultimos 5 afios, pero hacia su universalizacion conla Ley N°21.375 de 2021. E1 MIN- de Salud? neunaestructura CP oncoldgicos y no oncologicos, lo que dificultala interaccion
no evaluado o audi- SALhaelaborado guias clinicasy protocolos pararespaldarla incompleta (falta entre ambas. Aunque se cuenta con personal técnico en ambos
tado activamente. atencion. La evaluacion delaimplementacién del programa una seccion cienti- programas, lafalta de un comité cientifico formal y una estra-

3.2.Elplan nacional

de CP (o programao
estrategia o legislacion)
esindependiente.

O00®

Existe unplan
nacional indepen-

en 2024 estd pendiente y se realizard a través de una auditoria

activa. Para garantizar su efectividad, se utilizan mecanismos
de monitoreo como indicadores de desempeiio, registros, eva-
luaciones, encuestas de satisfaccion, informes anuales y comi-
tés de supervision. Mientras que los CP oncolégicos se evaliian

5.2.Laautoridad
nacional de coordinacion

ficaotécnica).

00RO

tegia de evaluacion adecuada, especialmente en el programa
nooncolégico, limita su efectividad. A pesar de que la autori-
dad nacional tiene presupuesto y personal asignado en ambos
departamentos, el monto esinsuficiente y estd condicionado
por factores del sistema de salud general, lo que genera dispa-

diente de cuidados anualmente, los CP no oncoldgicos, que seimplementaron en dispone de autoridad, No tiene autori- ridades enlaasignacion de recursos entrelos CP oncologicosy
paliativos y/o existe 2023, adn se encuentran en proceso de implementacion. presupuesto y personal dad orecursos universales.

una ley/legislacion/ adecuados. adecuados (pre-

decretos guberna- supuesto, perso-

mentales naciona- nal, etc.)

les sobre CP.
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Medicinas

INFORMES DE PAISES

@ Chile

— Existencia de congresos,
eventos oreuniones
cientificas a nivel
nacional relacionadas

O00®

Al menos un con-
greso nacional

En Chile, se celebran diversos congresosy eventos cientificos
centrados enlos CP.El Congreso Nacional dela Sociedad Médi-
caCPsellevaacabobienalmente, con suterceraedicion realiza-
daen2023. Asimismo, desde 2023, se realiza el Congreso Nacio-

especificamente con CP. dedicado espe- naldelaSociedad Cientifica de Enfermeria Paliativa. Ademas,
cificamente alos seorganizan otrasjornadasysimposios, comolasJornadasde
cuidados paliati- CPdel Norte, apoyadas porla Sociedad Médicade CPy MEDO-
vos cada 3 afios. PAL, asi como el Congreso dela ACHED-CP, que tiene lugar cada
tres aios. También, proveedores privadosy otras entidades rea-
lizan eventos como laJornada Vanguardia en CP Universales.
— Investigacion sobre CP Apesar de algunos ejemplos destacados de investigacion, la

en el pais estimada por
articulos publicados

OO0

Bajo: Reflejaun

produccion cientificarespecto a CP en general eslimitada.
Lamayoria delosequipos en el pais tienen un enfoque mera-

revisados por pares. numero limitado mente clinico, lo que dificulta sudedicacién alainvestigacion
de articulos publi- académica.
cados.
Ind8 CI:)
Consumo anual Consumo promedio
notificado de opioides de opioides, en dosis
(excluidala metadona). diarias definidas para
fines estadisticos
(S-DDD) por millén de
habitantes pordia. S-DDD PORMILLON HAB /DiA
PAIS VS REGION

CONSUMO PROMEDIO
ENLAREGION

1313

CHILE

o 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000

a» 1178

CONSUMO MINIMO CONSUMO MAXIMO
ENLAREGION ENLAREGION
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@ Chile

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

00RO

Bueno: entre 30%
a70%.

OO0

Poco:entre 10%
a30%.

Ladisponibilidad de medicamentos esenciales para el dolory
los CP en centros de baja complejidad en Chile varia significa-
tivamente entre areas urbanasyrurales. Enlas zonas urbanas,
el sector ptiblico asegura un acceso generalmente adecuado,
mientras que el sector privado enfrenta obstaculos relaciona-
dos conlos costos,ladisponibilidad en farmaciasylaslimita-
cionesenlaprescripcion. Enlas zonas rurales, el acceso resulta
aun masrestringido debido abarreras geograficasyalafalta
deinfraestructura, ya que depende de envios desde centros de
mayor complejidad. Ademads, la ausencia de un registro estadis-
tico centralizadoylasinconsistenciasenlaimplementaciénde
los programas agravan las desigualdades en el acceso. Aunque
el MINSAL ha establecido guias técnicas, la falta de datos oficia-
les especificos sobrela accesibilidad en estos centros continta
limitando el acceso efectivo alos medicamentos necesarios.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

O0EO

Bueno: entre 30%
a70%.

00O

Bueno: entre 30%
a70%.

Lainformacién recopilada evidencia discrepancias en
elaccesoalamorfinaoral deliberaciéninmediata enlos
centros de atencion primaria en Chile, tanto en zonas urbanas
como rurales. Enlas dreas urbanas, se estima una cobertura
generalmente buena, respaldada porla Ley de Cuidados
Paliativos Universales que exige la disponibilidad de morfina
oral. Sin embargo, suimplementacion es desigual, yaunque
muchos centros cuentan con opioides, la morfina es menos
accesible. Enlas zonas rurales, aunque se destaca una buena
provision territorial, se identifican barreras significativas
como limitaciones geograficasylogisticas; en algunas areas,
so6lo se dispone de tramadol. Ademas, en ciertos centros
conacceso adecuado,lanormativa estd atin en proceso de
implementacion. Esto refleja que, a pesar de los esfuerzos
legislativos para garantizar un acceso amplio, las condiciones
locales continudan afectando considerablemente la cobertura
efectiva.
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Educacion y Formacion

INFORMES DE PAISES

@ Chile

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

1/21

9/21

30/35

11/35

1))
1))

En Chile, delas 21 facultades de medicina existentes, solo una
ofrece CP como curso obligatorio independiente (5%). Aproxi-
madamente el 43% ofrece cursos electivos en esta drea, general-
mente enlos afos clinicos, con predominancia de metodolo-
giatedricayalgunasrotaciones clinicas. Por otrolado, enlas 35
escuelas de enfermeria, el 86% incorpora formacion obligator-
iaen CP,en sumayoria tedricayenlos afos clinicos. De estas, el
55% ofrece este tema como curso independiente, mientras que
el 63%lointegra en otros cursos. Solo el 18% incluye rotaciones
clinicas, yun11% ofrece internados. Ademas, el 31% de las escue-
las ofrece asignaturas electivas en CP, con una ensefianza pre-
dominantemente tedricayalgunas oportunidades de rotacion
practica.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O00®

Lamedicina paliati-
va es una especiali-
dad o subespeciali-
dad (u otradenomi-
nacion equivalente)
reconocida por las

autoridades nacio-

nales competentes.

En Chile, la subespecialidad de Medicina Paliativa fue
reconocida porla Corporacion Nacional de Especialidades
Médicas (CONACEM) en 2021. Actualmente, la Pontificia
Universidad Catélica de Chile esla tinica institucién que ofrece
un programa de subespecializacién en Medicina Paliativa, que
incluye formacion clinica e investigacién. La subespecialidad
incluye al menos cinco aflos de practicaen una Unidad de
Medicina Paliativa y un examen practicoy oral. La certificacion
esvalidada por CONACEM y cuenta con el respaldo del MINSAL
ylaSuperintendencia de Salud, autoridades competentes para
oficializarlas especialidades médicas en el pais.
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Prestacion de CP/ Servicios especializados

INFORMES DE PAISES

@ Chile

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

00RO

Prestacion gene-
ralizada: Existe en
muchas partes del
pais, pero con algu-
nas lagunas.

O00®

Enlamayoria/todos
los hospitales de
alguna manera.

OO0

Enalgunas partes
del pais.

O0G®O

Enmuchas partes
del pais.

EIPNCP en Chile, gestionado por el MINSAL, abarca tanto el
sector puiiblico como el privado. En 2024, se registran 614 servi-
cios de CP en Chile, delos cuales 342 son equipos de atencion
domiciliaria para CP no oncolégicosy 21 son servicios pediatri-
cos. Segtn el censo dela Universidad Catélica de Chile del 2021
hay 136 unidades de baja complejidad para pacientes oncolégi-
cosy115unidades de mayor complejidad. Dentro delas uni-
dades de mayor complejidad, 89 se encuentran en hospitales de
altacomplejidad y 26 en hospitales de mediana complejidad. De
este total, 39 son unidades especializadas.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33 CHILE

i)

1 2 3 4 5
oo oo oo b oo o beeee b |

o»

TASA MINIMA TASA MAXIMA
ENLAREGION ENLA REGION

0

< SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

OO0G®O

Prestacion
generalizada: Existe
enmuchas partes
del pais, pero con
algunaslagunas.

2

CPP
EQUIPOS

LaLeyde CP Universales (Ley N°21.375) en Chile garantiza que
los CPP sean proporcionados en hospitales de nivel secundario,
conel findemejorarlacalidad de vida delos nifios y sus fami-
lias. En el pais, existen 21 servicios de CPP dentro de un total de
614 servicios de CP.Muchas de estas unidades son mixtas, aten-
diendo tanto a nifios como a adultos. El MINSAL informa que
hay 11 unidades especializadas en CPP, que brindan atencién
integral anifios con enfermedades gravesy terminales exclusi-
vamente, operando bajo un protocolo comtn desde 2003. Estas
unidades se encuentran en hospitales de diferentes niveles de
complejidad, incluyendo dos en Santiago, en el Hospital Rober-
todel Rioy el Hospital Luis Calvo Mackenna.
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Personas y comunidades

Politicas

INFORMES DE PAISES

@ Colombia

Ind1

Existencia de grupos
dedicados a promover
los derechos de los
pacientes que necesitan
CP, de sus cuidadores

y de los supervivientes
alaenfermedad.

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones

civiles, de pacientes, de

familiares o voluntarios

focalizados en los CP: Si

O00®

Fuerte presencia
nacionaly
subnacional de
la defensade

los cuidados
paliativosy
promocién delos
derechosdelos
pacientes.

En Repuiblica de Colombia, diversas asociaciones promueven la
defensadelos CPylos derechosdelos pacientes. La Asociacién
Colombiana de Cuidados Paliativos (ACCP) asesora al Minis-
teriode Salud, organiza cursos de actualizacién y congresos
para profesionales dela salud. La Asociacién CP de Colombia
(ASOCUPAC), entidad no gubernamental, también asesora al
Ministerioy promueve politicas sanitarias claras. La Asociacién
Colombiana de Medicina Domiciliaria defiende los derechos de
los pacientesy el Observatorio Colombiano de Cuidados Palia-
tivos (OCCP) recopilay difunde informacién sobre el desarrollo
deestos cuidados en el pais. Organizaciones civiles como Pre-
sentes, los Voluntarios de Apoyo Humanitario ylas Comuni-
dades Compasivas, también apoyan la promocion de los dere-
chosdelospacientesybrindan atencién emocional, practicay
comunitaria.

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas
o planificaciéon comparti-
dadedecisiones?

00O

Existen politicas
odirectrices
nacionales sobre
testamentos
vitales sobre
decisiones
anticipadas.

En Colombia, la politica nacional sobre el derecho a expresarla
voluntad establece quelas Directivas Anticipadas permiten alos
pacientes participaren decisiones relacionadas con su atencién
ycuidado en situaciones deincapacidad para expresar su volun-
tad.LaLey1733 de 2014, conocida comola “Ley Consuelo Devis
Saavedra’, regulalos servicios de CPyotorga alos pacientes el
derechoasuscribirun Documento de Voluntades Anticipadas
(DVA).Este documento puede formalizarse ante un notario, ante
elmédico tratante o ante dos testigos, siempre cumpliendo con
losrequisitoslegales. No obstante, estudios previos indican que
soloel10,5% de las instituciones cuentan con formularios de DVA.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

3.2.El plan nacional

de CP (o programao
estrategia o legislacion)
esindependiente.

O00®

Realizadoenlos
Ultimos 5afos y
evaluado o audita-
do activamente.

O00®

Existe unplan
nacional indepen-
diente de cuidados
paliativos y/o existe
una ley/legislacion/
decretos guberna-
mentales naciona-
les sobre CP.

Colombia cuenta con una sélida legislacion en CP, estableci-
daporlaLey1733de 2014 (Ley Consuelo Devis Saavedra), que
regulalos servicios para pacientes con enfermedades termi-
nales, crénicas, degenerativas e irreversibles, con un enfoque
enlamejoradelacalidad de vida del paciente. Sin embargo,
laimplementacion de estos servicios estd concentradaenlas
grandes ciudades, limitando el acceso en dreas ruralesy pue-
blos pequefios, dondelos pacientes deben trasladarse a centros
dealta complejidad. Laley otorga derechos fundamentales alos
pacientes, como el acceso a CP,lainformacion sobre su salud,
una segunda opinién médica, la firma de un DVAy participa-
ciénactivaen el proceso de atencion. Ademaés, el PNCP estd en
proceso deimplementacién, coordinado por el Observatorio
Colombiano de CP, einvolucra a diversos actores para garanti-
zarladignidad y el bienestar delos pacientesy sus familias.
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INFORMES DE PAISES

@ Colombia

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

00O

Los mecanismos
existen, pero no
han sido actuali-
zados (aplicados
fuera del periodo
determinado).

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios
paralacobertura
sanitaria universal en
laatencién primariadel
Sistema Nacional de
Salud.

OO0G®O

Incluidosenla
lista esencial

de servicios
reconocidos por
undecretooley
gubernamental
peronoenla

ley general de
sanidad.

En Colombia, dosleyes clave regulanlaatencion en CP:1la Ley
1384 de 2010 (Ley Sandra Ceballos), que establece acciones
paralaatenciénintegral del cancer, incluyendo CRylaLey
1733 de 2014 (Ley Consuelo Devis Saavedra), que regula los

CP parapacientes con enfermedades terminales, crénicas
eirreversibles, priorizandola calidad de vida. Sin embargo,
existen vacios significativos en suinclusiéon dentro delas
politicas de salud ptblica, como la omision delos CP enlos
Lineamientos Generales para el Plan Decenal de Salud Publica
2022-2031yenlaLey1438de 2011, que fortalece el Sistema
General de Seguridad Social en Salud. Los desafios incluyen
lafalta de herramientas técnicas paralaimplementacién,
deficiencias enlaformacién de cuidadores, escasez de talento
especializado, y una ofertalimitada de capacitacion y atencién
domiciliaria.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

5.2.Laautoridad
nacional de coordinacién
dispone de autoridad,
presupuestoy personal
adecuados.

O0EO

Laentidadde
coordinacidn tie-
ne unaestructura
incompleta (falta
una seccion cienti-
ficaotécnica).

©®000

No tiene autori-
dad orecursos
adecuados (pre-
supuesto, perso-
nal, etc.).

En Colombia, el Ministerio de Salud cuenta con el coordinador
del Grupo de Gestion Integral de Enfermedades Cardiovascula-
res, Salud Oral, Cancery otras condiciones crénicas, bajo el cual
operala Subdireccion de Enfermedades No Transmisibles. Esta
subdireccion gestionalas necesidades delos pacientes en CP.
Sinembargo, laresponsabilidad dela gestion delos CP recae en
las autoridadeslocalesylos aseguradores de salud, al no existir
un departamento especifico dedicado alos CP en el Ministerio
de Salud.
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Medicinas

INFORMES DE PAISES

@ Colombia

— Existencia de congresos,
eventos oreuniones
cientificas a nivel
nacional relacionadas

O00®

Al menos un con-
greso nacional

En Colombia, se realizan anualmente eventosy congresos espe-
cializados en CP, organizados porlasasociaciones del pais. En
marzo de 2024 se celebré el Congreso Latinoamericano de Cui-
dados Paliativos en Cartagena.

especificamente con CP. dedicado espe-
cificamente alos
cuidados paliati-
vos cada 3afios.
— Investigacion sobre CP Colombia se destaca en Latinoamérica por su elevado nime-

en el pais estimada por
articulos publicados

©®000

Escaso o muy

rodepublicaciones en CP,junto con paises como Chile, Bra-
sily Argentina. Enlos tiltimos cinco afos, se han registra-

estadisticos (S-DDD)

revisados por pares. bajo: Indicaun do180articulos enlabase de datos PubMed relacionados
numero minimo con CP en Colombia. Sin embargo, al ajustar por poblacion,
oinexistente de sunivel de desarrollo en este campo se considera emergente.
articulos publica- Varios autores colombianos, como Liliana de Lima, Ximena
dossobreeltema Garcia-Quinteroy Tania Pastrana, noresiden en el pais, porlo
enese pais. que no todos sus trabajos fueron incluidos. Otros, como Miguel
Antonio Sanchez-Cardenas, Luisa Fernanda Rodriguez-Cam-
pos, Alicia Krikorian, Juan Esteban Correa-Morales, Marte Leon
yJosé Andrés Calvache, hanrealizado investigaciones y andlisis
importantes en este campo.
Ind8 CI:)
Consumo anual Consumo promediode
notificado de opioides opioides, en dosis diarias
(excluidala metadona). definidas parafines

por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION

CONSUMO PROMEDIO

ENLAREGION

1313
COLOMBIA
o 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
Lo b booc oo oo oo oo v bl

18178

CONSUMOMiN”\/IO CONSUMOMAX”\AO
ENLAREGION ENLAREGION
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@ Colombia

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

O®00

Poco:entre 10%
a30%.

©0O00

Muy poco:entre
0% a10%.

Ladisponibilidad de medicamentos esenciales en Colombia,
incluidoslos opioides, muestra una distribucién inequitativa
entrelos diferentes estados del pais. Mientras que, en algunas
regiones, particularmente en las grandes ciudades, la cobertu-
raseacercaal 100%, en otras dreas la situacion es considerable-
mente diferente, con una marcada escasez en varios niveles de
atencion. Esta disparidad ha sido documentada detalladamen-
teen 2019 en uninforme sobreladisponibilidad de opioides
(Consumo de opioides: Andlisis de su disponibilidad y acceso en
Colombia), que resaltalas dificultades significativas paraacce-
der aestos medicamentos en diversas zonas del pais.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

®©000

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En Colombia, los médicos pueden prescribir medicamentos
controlados, comolos opioides, una vez completada su
formacioén profesional, sin requerir cursos adicionales
especificos para su prescripcion. Aunque el gobierno ha
implementado diversasiniciativas paramejorarelaccesoa
laatencién médica en zonas rurales y remotas, estas medidas
no han sido suficientes. Un informe sobre la disponibilidad y
accesibilidad de opioides para el manejo del dolory CP en el pais
(Consumo de opioides: Anélisis de su disponibilidad y acceso
en Colombia) revela quelamorfina de liberacién inmediata es
uno delos opioides menos disponibles. El andlisisindica quelas
razones para esta disponibilidad limitada fueron identificadas
en 2008y siguen siendo un desafio persistente.
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Educacion y Formacion

INFORMES DE PAISES

@ Colombia

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

6/63

4/065

15/23

3/25

1))
1))

En Colombia, delas 63 facultades de medicinaregistradasen
la Academia Nacional de Medicina, 11 ofrecen ensefian CP. De
estas, 6incluyen la asignatura como obligatoriay 4 como elec-
tiva. En cuanto a enfermeria, de las 23 facultades existentes, 15
ensefian CP de manera obligatoriay 8 de forma optativa.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O00®

Lamedicina paliati-
va es una especiali-
dad o subespeciali-
dad (u otradenomi-
nacion equivalente)
reconocida por las

autoridades nacio-

nales competentes.

En Colombia, existen varios programas de especializacién en
CP tanto de primera como de segunda especialidad, ofrecidos
por 9facultades. Ademas, hay una facultad que ofrece un
programa de especializacién en CP Pediatricos.
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@ Colombia

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

00RO

Prestacion gene-
ralizada: Existe en
muchas partes del
pais, pero con algu-
nas lagunas.

O0G®O

Enunnumerocre-
ciente de hospitales
publicos.

OO0

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

Seguin el Reporte Técnico 2022 del Observatorio Colombia-

no de Cuidados Paliativos, la distribucién de estos servicios

en Colombia es desigual, con una mayor concentracion enlas
principales ciudades y unadisponibilidad practicamente nula
enalgunasregiones. A nivel nacional, se registran 627 servicios
de CP delos cuales 133 corresponden a atenciéon domiciliariay
9estidn destinados a pacientes pedidtricos, una ofertainsufici-
ente para garantizar el acceso equitativo ala atencién paliativa
enel pais.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33
COLOMBIA

o] 1 2 3 4 5
orocborobooo boooa oo oo b boeoc oo b |

o) [ 223

TASA MINIMA TASA MAXIMA
ENLAREGION ENLA REGION

< SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.1. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2. Namero de
servicios con dedicacion
exclusivaen CP
pediatricos.

@000

Enel paisno
existen programas
especializadosen
cuidados paliativos

0 éstos son minimos.

9

CPP
EQUIPOS

En Colombia, existen 9 equipos dedicados a CPP. En 2024, se
establecié la primera especialidad en CP pediatricos, aunque el
numero de pediatras formados en esta drea sigue siendo redu-
cido.
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Personas y comunidades

Politicas

INFORMES DE PAISES

@ CostaRica

Ind1

Existencia de grupos
dedicados a promover
los derechos de los
pacientes que necesitan
CP, de sus cuidadores

y de los supervivientes
alaenfermedad.

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones

civiles, de pacientes, de

familiares o voluntarios

focalizados en los CP: Si

O00®

Fuerte presencia
nacionaly
subnacional de
la defensade

los cuidados
paliativosy
promocién delos
derechosdelos
pacientes.

La Caja Costarricense de Seguro Social (CCSS) colabora con
diversas ONGs que contribuyen ala atencién de pacientes
paliativos y apoyan sus unidades. LaJunta de Proteccién Social
financia algunas de estas ONGs mediante recursos provenien-
tesdeloterias nacionales. Las fundaciones yasociaciones dedi-
cadasalos CPno solorecaudan fondos para equipos médicos,
sino también educan ala poblacion sobre sus derechosy debe-
res. La Federacién Costarricense de CP, fundada en 2003, agrupa
lasunidades de CP apoyadas por ONGs a nivel nacional. La Aso-
ciacién de Cuidados Paliativos «Caminemos Juntos» (ASCAJU),
fundada en 1993, ofrece atencién especializada en la provincia
de Cartago. Existen también asociaciones profesionales como
la Asociacion Costarricense de Medicina Paliativay Medicina
del Dolor (2005), ASOPALLIUM (2013) yla Asociacién de Profe-
sionales en Enfermeria en CP (2019).

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas
o planificaciéon comparti-
dadedecisiones?

00O

Existen politicas
odirectrices
nacionales sobre
testamentos
vitales sobre
decisiones
anticipadas.

Enmayo de2022,1a Asamblea Legislativa de Costa Rica apro-
bélaLey10.231 sobre Voluntades Anticipadas, cuyo objetivo es
garantizar el derecho delas personas a expresar, en pleno uso
de susfacultades, suvoluntad sobrelas intervenciones médi-
casnecesarias para preservar su vida o funciones vitales. Esta
manifestaciéon debe realizarse de maneralibre y voluntaria, por
escrito, através de una declaracién de voluntades anticipadas,
lacual sera respetada en caso de que la persona no pueda mani-
festar suvoluntad en el futuro. Laley aclara que esta declaracién
no se considera ni debe serinterpretada como unaformade
eutanasia en ninguna circunstancia.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

3.2.Elplan nacional

de CP (o programao
estrategia o legislacion)
esindependiente.

O00®

Realizadoenlos
Ultimos 5afos y
evaluado o audita-
do activamente.

O00®

Existe unplan
nacional indepen-
diente de cuidados
paliativos y/o existe
una ley/legislacion/
decretos guberna-
mentales naciona-
les sobre CP.

Costa Rica cuenta con un PNCP aprobado por el Ministerio de
Salud, vigente de 2017 a 2021, que establece objetivos y estra-
tegias clave para el desarrollo delos CP en el pais. En 2022, se
aprobdlaLeyNo.10.245y sureglamento sobre CP. Asimismo,

el Decreto No.29561-S de 2001 promulg6 el Manual de Normas
de Atencién del Dolory CP parael Iy II Nivel de Atencion Médi-
ca,junto conlos Protocolos Generales para el Manejo de Sinto-
masy Complicaciones de Pacientes Incurables o Terminales.
EIPNCP aunque caducado en 2021, establece indicadores para
evaluar avancesylogros, con seguimiento anual y semestral del
Plan de Trabajoy Presupuesto. La evaluacion se realiza bajo el
Decreto No.43854-S, queregulalaacreditacion de servicios de
CPysumonitoreo en el Plan Tactico Gerencial CCSS 2023-2033.
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Politicas

INFORMES DE PAISES

@ CostaRica

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

O00®

Los indicadores
para el monitoreoy
evaluacion del pro-
greso son aplica-
dos actualmente.

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios
paralacobertura
sanitaria universal en
laatencién primariadel
Sistema Nacional de
Salud.

O00®

Los cuidados
paliativos se
incluyenenlalista
de prestaciones
sanitarias de
atencion primaria
delaley general
de sanidad.

La CCSS esresponsable de brindar atencion atodaslas
personas aseguradas a nivel nacional, cubriendo no solo
prevenciony curacion, sino también CP. Para esto, cuenta con
una Red de Apoyo formada por 62 Clinicas de Control del Dolor
y CP distribuidas en todo el pais. Cada unidad se organiza
seglinla sectorizacion dela CCSS, la coordinacién entre niveles
de complejidad y tipos de servicios (consulta externa, visita
domiciliariay atencion intrahospitalaria), ademas del apoyo de
voluntariosy ONGs. Aunque notodaslas areas de salud cuentan
con clinicas especificas de CP, los pacientes son remitidos
acentros de salud de nivel superior donde si se brinda este
servicio, garantizandola cobertura a nivel nacional.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

5.2.Laautoridad
nacional de coordinaciéon
dispone de autoridad,
presupuestoy personal
adecuados.

O00®

Laentidadde
coordinaciénde
los cuidados palia-
tivos estd bien
definidaytiene
una buena estruc-
tura(cientificay
técnica).

O00®

Tiene autoridad,
presupuestoy
personal adecua-
dos.

El Consejo Nacional de CP, adscrito al Ministerio de Salud, es el
enterector delos cuidados paliativos en Costa Rica, acompaia-
doporla CCSS.Los CP en el pais comenzaron formalmente en
1991 conlacreacion dela Clinica de Control del Dolor CPenel
Hospital Calderén Guardia. En 1999, esta clinica se transformo
en el Centro Nacional de Control del Dolory CP, convirtiéndo-
seenun centro especializado de nivel ITI, con autoridad técnica
enla CCSS. Este centro coordinalos indicadores delas clinicas
deatencién anivel nacional. Ademas, la Direccién General de
Salud, junto conla Direccién de Garantia de Acceso a Servicios
de Saludy el Consejo Nacional de CP, son responsables de asegu-
rar el acceso a estos servicios, bajola Ley de CP No.10.245.
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Medicinas

INFORMES DE PAISES

@ CostaRica

— Existencia de congresos,
eventos oreuniones
cientificas a nivel
nacional relacionadas
especificamente con CP.

O00®

Al menos un con-
greso nacional
dedicado espe-
cificamente alos
cuidados paliati-
vos cada 3 afos.

El Centro Nacional de Control del Dolory CP dela CCSS ha
capacitado a 500 profesionales dela salud a través dela Pasan-
tiaen Manejo del Dolory CP, certificada por el Centro de Desa-
rrollo Estratégico e Informacion en Salud y Seguridad Social
(CENDEISSS). Ademas, organiza anualmente talleres yjorna-
das especificas, yrealiza reuniones mensuales virtuales para
equiposdelas 62 clinicas de CP, con 10 encuentros programa-
dos para 2024. También ofrece un curso virtual avalado porel
CENDEISSS, capacitando a 2074 funcionarios en el manejo de
enfermedades crénicasyoncolégicas en etapa terminal. La
Asociacion Costarricense de Medicina Paliativa particip6 en el
Congreso Médico Nacional 2023y en el comité organizador del
X Congreso Latinoamericano de CP 2020. Finalmente, la Uni-
versidad Santa Paula organizara un congreso nacional de CP en
2025.

— Investigacion sobre CP
en el pais estimada por
articulos publicados

OO0

Bajo: Reflejaun

Atravésdeunarevisién realizada en diversas webs de referen-
ciaentre 2012y 2024, se hanidentificado aproximadamente 21
articulos deinvestigacién en Costa Rica. Este nimero, en com-

estadisticos (S-DDD)

revisados por pares. numero limitado paracién con estandares globales, indica un nivel bajo de pro-
de articulos publi- duccioén cientifica en este dmbito.
cados.
Ind8 CI:)
Consumo anual Consumo promediode
notificado de opioides opioides, en dosis diarias
(excluidala metadona). definidas parafines

por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION
CONSUMO PROMEDIO
ENLAREGION
1313
COSTARICA
o 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
Lo b booc oo oo oo oo v bl
18178
CONSUMOMiN”\/IO CONSUMOMAX”\AO
ENLAREGION ENLAREGION
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INFORMES DE PAISES

@ Costa

Rica

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

O00®

Muy bueno: entre
70%-100%.

O00®

Muy bueno: entre
70%-100%.

Actualmente, segiinla Lista Oficial de Medicamentos ylanor-
mativa dela CCSS, existe unaamplia variedad de opioides dis-
ponibles en los centros sanitarios de atencion de baja compleji-
dad (niveles1y2) en dreas urbanasy rurales, tanto débiles como
fuertes. Entre ellos se encuentran la codeina combinada con
paracetamol, el tramadol, lamorfinayla metadona. Ademas,
hay otros medicamentos como la buprenorfina, el tapentadol
yelfentanilo en formato de parches, los cuales deben solicitar-
semediante un formulario al Comité de Farmacoterapia. La
Lista Oficial de Medicamentos de la CCSS se actualiza constan-
temente por el Comité Central de Farmacoterapia, yla tltima
actualizacién especifica para Medicina Paliativa serealizé el 14
dediciembre de 2022, conforme al oficio DFE-AMTC-1516-2022,
reflejando el crecimiento de los medicamentos disponibles de
acuerdo con las necesidades emergentes.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

O00®

Muy bueno: entre
70%-100%.

O00®

Muy bueno: entre
70%-100%.

Cadaclinicade doloryCP en Costa Rica, tanto en zonas urbanas
como rurales, cuenta con presentaciones de medicamentos
opioides, en sumayoria ubicadas en centros de atencién
primaria. Las farmacias de estos centros disponen de morfina
en solucion oral, asi como tabletas de liberacién rapida de

20 mgydeliberacion prolongada de 30 mg, las cuales estan
incluidas enla Lista Oficial de Medicamentos, siempre que
haya disponibilidad. El Ministerio de Salud lleva un registro

de consumo anivel nacional. Los tipos de morfina disponibles
en Costa Rica son: morfina sulfato 20 mg de accién inmediata
(tabletas), morfina sulfato 30 mg de accion prolongada
(tabletas), y diversas presentaciones inyectables, como morfina
sulfato pentahidrato (10 mg 015 mg), morfina sulfato anhidra
(10 mgo15mg)ymorfina sulfato hidrocloruro en varias
concentraciones, en presentacion de solucién inyectable (1 mL).
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Educacion y Formacion

INFORMES DE PAISES

@ CostaRica

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

0/8

2/3

0/6

1/6

1))
1))

En CostaRica, lainclusion delos CP enlas carreras de medicina
yenfermeria eslimitada. En el &mbito de Medicina, se ensefia de
manera optativa enla Universidad de Costa Rica (UCR) yla Uni-
versidad Iberoamericana. La Universidad Auténoma de Centro-
américaincluye desde el segundo semestre de 2024 el estudio
de Medicina Paliativa en los cursos de MedicinaIyIIl, ademas de
unarotacién clinica. La UCR, mediante su Facultad de Medici-
na, incorporo el Manejo del Control del Dolory CP en su disefio
curricular desde 2014 yloimparte aresidentes desde 2018. En el
caso de Enfermeria, solo la UCR ofrece el curso de forma opta-
tiva. Finalmente, la Universidad Hispanoamericana tiene una
asignaturaenlacarrerade Psicologia relacionada con CP, cuya
obligatoriedad esincierta.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O00®

Lamedicina paliati-
va es una especiali-
dad o subespeciali-
dad (u otradenomi-
nacion equivalente)
reconocida por las

autoridades nacio-

nales competentes.

Elproceso de formacién de especialistas en CP en Costa Rica
hapasado por diversas etapas. Antes de 2013, no existia una
carreraformal en Medicina Paliativa, pero ya se reconocia
lanecesidad de formar profesionales en este campo. Los
estudiantes realizaban practicas, aunque sin una especialidad
definida. Un estudio evidencié la urgencia de crear esta
especializacion, lo quellevo al Consejo Nacional de Rectores a
aprobar en 2009, en la sesion 28-2009, articulo 7, 1a propuesta
del Centro Nacional de Control del Dolory CP paraestablecerla
especialidad de Medicina Paliativa del Adulto enla Universidad
de Costa Rica. Esta formacién se complementa con practicas
en hospitales nacionales. Ademas, existen dos maestrias
multidisciplinarias en CP en universidades privadas:la
Universidad Catoélicayla Universidad Santa Paula.
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INFORMES DE PAISES

@ CostaRica

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

O00®

Prestacion gene-
ralizada: Existe en
muchas partes del
pais, pero con algu-
nas lagunas.

O00®

Enunnumerocre-
ciente de hospitales
publicos.

O00®

Enalgunas partes
del pais.

O00®

Enalgunas partes
del pais.

El Centro Nacional de Control del Dolory Cuidados Paliativos
cuenta con una Red de Apoyo conformada por 62 Unidades/
Clinicas distribuidas en todo el pais. La organizacién de estas
unidades se basa enla sectorizacion por dreas médicas segiin

la CCSS, la coordinacién entre niveles de complejidad y tipos

de servicio (consulta externa, visitas domiciliarias y atencién
intrahospitalaria), asi como el apoyo de voluntariados y ONG.
Aunque no todaslas dreas de salud tienen una clinica especial-
izada, los pacientes son remitidos a centros de nivel superior
con estos servicios. Hay una amplia oferta de atencion domicili-
ariayalgunas clinicas cuentan con equipos basicos de atencién,
mientras que otras incluyen disciplinas como psicologia, traba-
josocial yterapia. Existenademds 5 Unidades de CP indepen-
dientes, delas cuales 2 son hospicios especializados. Actual-
mente, hay 145 servicios especializados en CP a nivel nacion-

al, incluyendo pediatricos, con un programa centralizado para
pacientes con esclerosis lateral amiotroéfica.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33 COSTARICA

«»

1 2 3 4 5
oo oo oo b oo o beeee b |

o»

TASA MINIMA TASA MAXIMA
ENLAREGION ENLA REGION

< SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

0

Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

O®00

Prestacion aislada:
Existe, pero sélo
enalgunas zonas
geogréficas.

-

CPP
EQUIPOS

Costa Ricadispone de siete servicios de CPP. El1 Hospital Nacio-
nal de Nifios Dr. Carlos Sdenz ofrece una Unidad Mixta con aten-
ciénintrahospitalaria e intervencién domiciliaria (2 servicios).
El Albergue San Gabriel brinda consulta externay un centro
diurno de atencién paliativa (2 servicios). El Albergue Dr. Gas-
tén Acosta-Rua en Pérez Zeledon, también Unidad Mixta, atien-
deaninosyadolescentes delaZona Sur mediante atencién
intrahospitalaria en el Hospital de Pérez Zeleddn, intervenciéon
domiciliariay consulta externa (3 servicios). Estas unidades
reciben apoyo de la Fundaciéon Pro-Unidad de Cuidado Paliativo
Pediatrico.
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@ Cuba @ Cuba

Personas y comunidades

Politicas

Ind1

Existencia de grupos
dedicados a promover

00O

ElMinisterio de Salud Publica (MINSAP) dela Republicade
Cuba, através dela Direccién Nacional de Atencién Médica,

Politicas

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

O®00

Los indicadores
para el monitoreoy

los derechos de los Existencia cuentaconla Seccién de Control del Cancer, que organiza gru- evaluacion del pro-
pacientes que necesitan de grupo(s) pos especializados, incluyendo desde 2010 el Grupo Especial de greso son aplica-
CP, de sus cuidadores que cubre(n) Trabajo de CP, con reconocimiento ministerial y personalidad dos actualmente.
y de los supervivientes los cuidados juridica, siendo el responsable de supervisar las actividades en

alaenfermedad.

paliativos de forma
mds integrada

esta drea. Entre los grupos profesionales destacan la Sociedad
Cubana de Enfermeria en CP, con personalidad juridicay reco-

11 Asociaciones de oenunagama nocimientonacional, y el Grupo Nacional de Oncologia, que ase-
profesionales de CP mds ampliade sora en asistencia, prevencién y formacion postgrado. Ademads, Ind4
alaenfermedad:Si enfermedades/ existen organizaciones civiles como PROSALUD, dedicadaala
programas. difusion de mensajes educativos; la Fundacion ALASPORLA Los servicios de CP se OOO@ Los CP forman parte del servicio de atencién primaria. La

1.2 Asociaciones
civiles, de pacientes, de

VIDA, que agrupa a mujeres sobrevivientes de cincer de mama;
yel Proyecto PALOMAS, que busca empoderaralos cuidadores

incluyenenlalistade
servicios prioritarios

Los cuidados

atencion domiciliaria se integra al programa de atencién
primaria de salud, siendo considerada como unindicador para

familiares o voluntarios de pacientes con enfermedades cronicas. paralacobertura paliativos se el cuidadoal final delavida.
focalizados en los CP: Si sanitaria universal en incluyenenlalista

laatencién primariadel de prestaciones

Sistema Nacional de sanitarias de

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas

®O000O

No existe politica

En Cuba, actualmente no existe una politica o directriz nacio-
nal sobrelas voluntades anticipadas. No obstante, este tema
seencuentraendiscusién dentro del anteproyectodelaLeyde

o planificaciéon comparti- ni directriz Salud Publica, el cual contemplala atencion alos pacientes al
dade decisiones? nacional sobre final delavida.

planificacién

de decisiones

anticipadas.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia

OO0GO

Realizadoenlos

En Cuba, el Programa Integral para el Control del Cancer cons-
tituye el marcorector paralasintervenciones en esta dreay se
ejecutaatravésde una Estrategia Nacional que abarca todoslos

Salud.

atencion primaria
delaley general
de sanidad.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

OO0G®O

Laentidadde
coordinaciénde
los cuidados palia-

En el MINSAP de Cuba existela Seccién Independiente para

el Control del Cancer, que agrupa a diversos grupos de traba-
joespecializados, entrelos cuales se encuentranelde CPyelde
Psicooncologia. El Grupo Especial de CP (GECP) estd compuesto
por un equipo interdisciplinario de profesionales, con un enfo-

nacional de CP. ultimos 5 afios, pero niveles de atencién. Esta estrategiaincorporaacciones que van tivos estd bien que principalmente orientado haciala Oncologia. Actualmente,

no evaluado o audi- desdelaeducaciénylapromocion delasalud hastalos CP. La definidaytiene el grupo se encuentra en proceso de reestructuraciony organi-

tado activamente. coordinacién del programarecae enla Seccién parael Control unabuena estruc- zacién. Aunque no existe un financiamiento especifico paralos

del Cancer, actualmente encargada de suactualizaciéon. Aunque tura (cientificay CP estos pueden recibir fondos a través de proyectos especificos

3.2.Elplan nacional OO@O se han establecido mecanismos de supervision en el contexto técnica). presentados ante el Ministerio de Ciencia, Tecnologiay Medio
de CP (o programao del programa, enlos ultimos afios no se harealizado unaeva- Ambiente (CITMA), asi como financiamiento externo.
estrategia o legislacion) Existe una seccion luacion especifica de su funcionamiento. 5.2.Laautoridad OO@O
esindependiente. dedicadaalos cui- nacional de coordinacién

dados paliativos en dispone de autoridad, Tiene autoridad,

otro plan nacional, presupuesto y personal presupuestoy

como el del cancer, adecuados. personal adecua-

las enfermedades dos.

no transmisibles

(ENT)oel VIH.
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Medicinas

INFORMES DE PAISES

@ Cuba

— Existencia de congresos,
eventos oreuniones
cientificas a nivel

O0EO

Almenos uncon-

Los CP.debido a su cardcter multidisciplinario, estan presen-
tes en congresos nacionales de diversas areas, como Psicolo-
gia, Oncologia, Enfermeriay Pediatria. En 2024, estd programa-

nacional relacionadas greso o confe- dalaPrimeraJornada Nacional para Concientizar sobre los CP

especificamente con CP. rencia de cuida- Continuos, en el marco de la celebracién del Dia Mundial de los
dos no paliati- CP.La Sociedad Cubana de Enfermeria (SOCUENF), como enti-
vos (cancer, VIH, dad cientifica dela enfermeria en Cuba, organiza, con el apoyo
enfermedades del MINSAP y otras asociaciones nacionales e internacionales,
cronicas, etc.) el XIX Congreso dela Sociedad Cubana de Enfermeria. Asimis-
que regularmen- mo, la Sociedad Cubana de Oncologia, Radioterapiay Medicina
tecuenteconuna Nuclearlleva a cabo el Congreso Oncologia Habana, cuyo obje-
seccion sobre tivo es fomentar un intercambio de experienciasy conocimien-
cuidados palia- tos entrelos participantes, con un enfoque cientifico centrado
tivos, cada1-2 enlosavances dela Oncologiaylos CP.
afos.

— Investigacion sobre CP Enunarevision de revistas nacionales, se observé unincre-

en el pais estimada por
articulos publicados

®000

Escaso o muy

mento en el nimero de investigaciones realizadas por autores
cubanos. Seidentificaron més de 50 articulos nacionales publi-

revisados por pares. bajo: Indicaun cados enlos ultimos 5 afios a través de la plataforma INFOMED.
numero minimo
oinexistente de
articulos publica-
dos sobre el tema
enese pais.
Ind8 CI:)
Consumo anual Consumo promediode
notificado de opioides opioides, en dosis diarias
(excluidala metadona). definidas parafines

estadisticos (S-DDD)
por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION

CONSUMO PROMEDIO

ENLAREGION

1313
CUBA
o 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
Lo b booc oo oo oo oo v bl

18178

CONSUMOMiN”\/IO CONSUMOMAX”\AO
ENLAREGION ENLAREGION
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INFORMES DE PAISES

@ Cuba

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

O®00

Poco:entre10% a
30%.

OO0

Poco:entre10% a
30%.

En Cuba, la atencién médica es gratuitay accesible paratodala
poblacion, sinimportar suubicacién, ya sea urbana o rural. El
accesoalos medicamentos es similar en ambos contextos. No
obstante, existe un grupo de medicamentos esenciales que no
estan disponibles, comola morfina en presentacion oral nien
formulaciones pedidtricas (como jarabe), aunque sise disponen
deampollas. Unadelasfortalezas del sistema de salud cubano
radicaen suorganizacién, que garantiza que todos los pacien-
tespuedan acceder alos medicamentos necesarios. Incluso en
las zonas rurales, las farmacias estan disponibles para proveer
los medicamentos requeridos, en coordinacién con los Equipos
Bésicos de Trabajoyladistribucion de los mismos.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

®©000

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En el pais no se dispone de morfina en presentacién oral,
tnicamente en suforma parenteral. Sin embargo, se utilizan
otros farmacos clasificados como opioides débiles para el
control del dolor.
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Educacion y Formacion

INFORMES DE PAISES

@ Cuba

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

0/15

15/15

N/D

N/D

1))
1))

En2011seactualizé el plan de estudios de pregrado delas carre-
ras de Medicina, Psicologia de la salud y Enfermeria, incorpo-
rando alos CP.Se conoce que en las facultades de medicinay
enfermeria seincluyen alos CP como cursos optativos o com-
plementarios. En posgrado, en la especialidad de Medicina
Familiar seimparte un médulo obligatorio de CPyen las espe-
cialidades de Oncologiay Medicina General Integral un progra-
ma electivo.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

00O

No existe un proce-
sode especializa-
cién paralos médi-
cos de cuidados
paliativos, pero si
otrotipodetitulos
conreconocimiento
oficial.

En Cubano se ofrecela especialidad de Medicina Paliativa. Sin
embargo, la Universidad de Ciencias Médicas de Camagiiey ha
aprobadola Maestria en Cuidados Continuos para el Paciente
con Cancer, respaldada porla Resolucién del Ministerio de
Educacion Superior. Esta maestria comenzara oficialmente
envarias provincias del pais en enero de 2025, con el apoyo de
las Catedras de CPyla Red Nacional de Paliativistas de Cuba.
Ademas, seimparte el Diplomado Nacional sobre CP, enfocado
enel cuidadointegral al final dela vida.
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INFORMES DE PAISES

@ Cuba

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

00RO

Prestacion gene-
ralizada: Existe en
muchas partes del
pais, pero con algu-
nas lagunas.

O0G®O

Enunnumerocre-
ciente de hospitales
publicos.

®O000

No existen.

O0G®O

Enmuchas partes
del pais.

En Cuba no existen equipos especializados exclusivamente

en CP entodaslas provincias enlos niveles secundarios y ter-
ciarios. Los servicios especializados se encuentran en Matan-
zas, Villa Claray Camagiiey, mientras que otras provincias solo
cuentan con consultas externas. Ademads, Cubano dispone de
hospicios. Es relevante destacar que, dentro del programade
atencion en Medicina General Integral, se incluye un médu-
lode CPlo que permite que todos los médicos que trabajan en
medicina comunitariareciban formaciénybrinden atencién
domiciliaria, aunque no se trata de CP especializados. En el
Instituto de Oncologiay Radiobiologia existe un equipo denom-
inado CP,.compuesto por miembros que atienden tanto a nifios
como aadultos. Enlos centros de atencién secundaria, existen
equipos de interconsulta con formacion en CP, conformados
por médicos, enfermeras, psicélogos y trabajadores sociales, los
cuales funcionan en cada provincia.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33
CUBA

mo 1 2 4 5
Lovvcborobooocbovoc boocboca becc b o o |

[ 213 ]

TASA MINIMA TASA MAXIMA
ENLAREGION ENLA REGION

< SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

3

Ind14

14.1. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2. Namero de
servicios con dedicacion
exclusivaen CP
pediatricos.

O®00

Prestacion aislada:
Existe, pero sélo
enalgunas zonas
geogréficas.

1

CPP
EQUIPOS

En Cuba no existen equipos especializados exclusivamente en
CPP, aunque si hay personal capacitado en este &mbito. La aten-
cién en CPP se ofrece en los centros onco-pediatricos del pais,
asicomo en hospitales que sirven como centros de referencia
paraenfermedades crénicas, como las neurodegenerativasyla
fibrosis quistica, entre otras. Enlos centros de atencién secun-
daria, existen equipos de interconsulta que han recibido forma-
cién en CP. Cada provincia cuenta con equipos formados, gene-
ralmente compuestos por médicosy enfermeros, asi como otros
profesionales como psicélogosy trabajadores sociales, quienes
colaboran enlaatenciénintegral.
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INFORMES DE PAISES INFORMES DE PAISES

@ Ecuador

ECUADOR
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INFORMES DE PAISES INFORMES DE PAISES

@ Ecuador @ Ecuador

Personas y comunidades

Politicas

Ind1

Existencia de grupos
dedicados a promover
los derechos de los
pacientes que necesitan
CP, de sus cuidadores

y de los supervivientes
alaenfermedad.

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones

civiles, de pacientes, de

familiares o voluntarios

focalizados en los CP: Si

O00®

Fuerte presencia
nacionaly
subnacional de
ladefensade los
CPy promocién
delos derechos
de los pacientes
(como asociacion
profesional de CP,
por ejemplo).

EnlaRepublica del Ecuador, en 2008 se cred la Sociedad Ecuato-
riana de Cuidados Paliativos con 11 miembros, y en 2018 obtuvo
personeriajuridica como Asociacién Ecuatoriana de CP (ASE-
CUP), con33 miembros fundadores. Estd compuesta por pro-
fesionales de la salud como médicos, enfermeros, psicélogosy
trabajadores sociales, dedicados a mejorarla calidad devidade
pacientes con enfermedades incurablesy prondstico limitado.
Lamision de ASECUP es promover unaatencion integral, soli-
dariaydigna paraestos pacientesy sus familias, respetando su
voluntad. Actualmente, uno de sus principales objetivos esla pro-
mociéndelaLeyOrganicade CP, que busca establecer un marco
normativo paraunaadecuadaatencion. Ademas, la Sociedad
Ecuatoriana parael Estudioy Tratamiento del Dolor (SEETD) se
enfocaenelalivio del dolorylamejoradelacalidad devidadelos
pacientes. Existen también fundaciones y asociaciones de volun-
tarios que apoyan a pacientes con enfermedades catastroficas.

Politicas

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

O®00

Los indicadores
para el monitoreoy
evaluacion del pro-
greso son aplica-
dos actualmente.

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios
paralacobertura
sanitaria universal en
laatencién primariadel
Sistema Nacional de

OO0G®O

Incluidosenla
lista esencial

de servicios
reconocidos por
undecretooley

Los CP en Ecuador estan reconocidos como parte de los
servicios esenciales por decreto gubernamental y porla

Ley Organica de Salud. Existen estrategias para controlary
evaluar el acceso a estos servicios, aunque no hay informacién
disponible sobrela tiltima evaluacién realizada. La Ley
Organica de CP, establece quelaatencién paliativa esintegral
yobligatoria para personas con enfermedades avanzadas o

Ind2 Salud. gubernamental incurables, en todos los niveles del sistema de salud, tanto
peronoenla publico como privado. Esta atenciéon debe ser brindada por

¢Existe una politicao O@OO En Ecuador, ladiscusiéon sobre expresar anticipadamente pre- ley general de un equipo capacitado, abordando dimensiones biolégicas,

directriz nacional sobre ferencias médicas existe desde hace afios. En 2006 hubo una sanidad. psicosocialesy espirituales, e incluyendo el acompafamiento

voluntades anticipadas
o planificaciéon comparti-
dadedecisiones?

Existen politicas
odirectrices

nacionales sobre
los responsables

propuestano aprobada, perola Ley Organica de Cuidados Palia-
tivos del 28 de marzo de 2025 marc6 un avance al reconocer el
derecho de pacientes en etapa final a decidir sobre su atencién.
Lanormamencionalasvoluntades anticipadas, sin reglas cla-

familiar. En concordancia con el articulo10 de la Ley Organica
de Salud, el MSP haimplementado el Modelo de Atencién
Integral de Salud con enfoque familiar, comunitario e
intercultural (MAIS-FC), incorporando los cuidados paliativos

sustitutos de ras. Permite rechazar reanimacion o tratamientos despropor- en el primer nivel de atencién. Sin embargo, el acceso efectivo
latomade cionadosyregistrar estas decisiones en la historia clinica. Pue- aestos servicios sigue siendo limitado, segiin reportes de
decisiones. den formularlas el paciente, representantes o familiares. Laley consultores.

obliga a prestadores de salud arespetarlas, aunquela faltade
lineamientos limita sucumplimiento.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

OO0GO

Realizadoenlos
ultimos 5 afios, pero
no evaluado o audi-

Ecuador cuenta con un PNCP desde 2013, el cual establecela
necesidad de Unidades de CP, el acceso a medicamentos para el
alivio del doloryla formacion en CP paralos profesionales de
salud. El plan, vigente hasta 2026, incluye lineamientos estra-
tégicos, metasy estrategias de evaluacion, perolaevaluacién

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

O®00

Laautoridad para
los cuidados palia-
tivos estd definida
perosdloanivel
politico, sin enti-

En Ecuador, laautoridad para CP estd definida a nivel politico,
perono cuenta con unaentidad de coordinacién operativa. Aun-
quelos CP se mencionan en los discursos politicos del MSP. no
disponen de un presupuesto especifico ni de mecanismos defi-
nidos para suimplementacién. E1 MSP incluye la Subsecreta-
riade Redes de Atencién Integral en Primer Nivel, bajo la cual se
encuentrala Direcciéon Nacional de Discapacidades, Rehabilita-

tado activamente. del programa atin no estd publicada en las paginas oficiales del dad de coordina- ciény CP. Sumision es gestionary evaluar los programas desti-

MSPyno se conoce el presupuesto disponible para su ejecucion. cion definida. nados areducirladiscapacidad y mejorarla calidad devidade

3.2.Elplan nacional OO@O Apesardelaexistenciade unidades de CP reconocidas, estasno las personas vulnerables, asegurando la atencién basadaen el
de CP (o programao son sélidas. Enlaactualizacién del plan 2022-2026 se identifica- modelode atencién integral de salud. A pesar de contar con un
estrategia o legislacion) Existe una seccion ron problemas como la falta de personal paraimplementacion 5.2.Laautoridad O@OO presupuesto estatal variable (aproximadamente 4 millones en

esindependiente.

dedicadaalos cui-
dados paliativos en

ymonitoreo, el acceso limitado a medicamentos, la escasa for-
maciénen CPylafaltaderedesintegradasdeatencién. E127de

nacional de coordinacion
dispone de autoridad,

No hay presu-

2024),1a falta de un presupuesto especifico para CP dificulta el
cumplimiento de los objetivos dela direccion. Ademas, no existe

otro plan nacional, febrero de 2025, seaprobéla Ley Organica de CP, 1o que deberia presupuesto y personal puesto, y el perso- capacidad operativa a nivel subnacional.
como el del cancer, garantizar su acceso eninstituciones publicasy privadas, conla adecuados. nal o la autoridad

las enfermedades creacion de unidades y recursos necesarios. seenfrentana

no transmisibles carencias criticas.

(ENT)oel VIH.
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@ Ecuador

— Existencia de congresos,
eventos oreuniones
cientificas a nivel

O0EO

Almenos uncon-

Segunla ASECUP en Ecuador se organizan reuniones cientifi-
casycongresos anuales sobre CP desde 2011. En 2022, 1a Uni-
versidad Técnica Particular de Loja realiz6 unajornada virtual

nacional relacionadas greso o confe- dedicadaaesta tematica. Enjulio de 2023, sellevé a cabo el VII

especificamente con CP. rencia de cuida- Congreso de Dolory Cuidados Paliativos, organizado porla
dos no paliati- Sociedad Ecuatoriana para el Estudioy Tratamiento del Dolor
vos (cancer, VIH, (SEETD). En octubre del mismo afio se desarrollaron varios
enfermedades eventos relevantes: el conversatorio “Vivir humanamente hasta
croénicas, etc.) el final” en Azogues; el I Congreso Internacional de Actualiza-
que regularmen- cién en Cuidados Paliativos;y el I Seminario de Cuidados Palia-
tecuenteconuna tivos, centrado en el tema “Comunidades Compasivas”. Estos
seccion sobre espacios reflejan una creciente articulacion entre instituciones
cuidados palia- académicas, sociedades cientificas y organizaciones civiles. En
tivos,cada1-2 2024, tuvo lugar en Quito el ITII Congreso Internacional de Aten-
anos. cién Paliativa, organizado porla FECUPALyla UDLA.

— Investigacion sobre CP Enlos dltimos 5 afios, se haregistrado un total de 19 publi-

en el pais estimada por
articulos publicados

®000

Escaso o muy

caciones especificas sobre CP enlas que participaron profe-
sionales de Ecuador, segtin las bases de indexacién PubMed,

estadisticos (S-DDD)

revisados por pares. bajo: Indicaun CINAHLyEmBase. De estos, 13 son articulos publicados en
ndmero minimo revistasnoindexadas o literatura gris y 6 son publicaciones de
oinexistente de revistaslatinoamericanasindexadas en Lilacsy Scielo. Este
articulos publica- numero refleja una produccion cientifica muy limitada en este
dos sobre eltema campo en el pais.
enese pais.

Ind8 CI:)

Consumo anual Consumo promediode

notificado de opioides opioides, en dosis diarias

(excluidala metadona). definidas parafines

por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION
CONSUMO PROMEDIO
ENLAREGION
1313
ECUADOR
o 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
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Medicinas

INFORMES DE PAISES

@ Ecuador

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

O®00

Poco:entre10% a
30%.

©0O00

Muy poco:entre
0% a10%.

En Ecuador, los centros sanitarios de atencion primaria cuen-
tan con medicacion para el dolorylos CP aunque de manera
limitada. No se pudo determinar con precision la disponibili-
dad enzonasruralesyurbanas, pero se estima que es significa-
tivamente menor. En 2022, se actualizd el Cuadro Nacional de
Medicamentos Bésicos, que incluye antiinflamatorios como
ibuprofenoy diclofenaco, opioides como morfinay oxicodona, y
farmacos para el control de sintomas como antieméticos ylax-
antes. A pesar de que estos medicamentos estan disponibles en
todoslos niveles de atencion, se ha observado unalimitacién en
sudisponibilidad yacceso efectivo, a pesar de los esfuerzos del
MSP.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

®©000

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En Ecuador, los centros de atencién primaria tienen una
disponibilidad limitada de medicamentos para el dolory CP.
Aunque no se ha podido determinar la proporcion exacta entre
zonasrurales y urbanas, se estima que enlas zonas rurales
ladisponibilidad es atin més limitada. Segin el Cuadro de
Medicamentos Esenciales,la morfina deliberaciéon retardada
estd disponible en el primer nivel de atencién, pero ha habido
desabastecimiento en sus presentaciones oral yliquida.
Ademas, en Ecuador no se dispone de morfina de liberacién
inmediata.
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Educacion y Formacion

INFORMES DE PAISES

@ Ecuador

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

5/22

2/22

4/26

1/26

1))
1))

En Ecuador, segiin el Consejo de Aseguramiento dela Cali-

dad dela Educaciéon Superior (CACES), existen 22 facultades
de medicinay 26 facultades de enfermeria. De las facultades

de medicina, 5 ofrecen estudios obligatorios en CP.y 2 ofrecen
estudios optativos. Enlas facultades de enfermeria, 4 incluyen
estudios obligatorios en CP. mientras que solo1tiene cursos
optativos en este campo. A pesar dela existencia del PNCP y una
ley que busca expandirla educacién en esta drea, laintegracién
delos CPenlos programas de grado de medicinay enfermeria
sigue siendo limitada en la mayoria delasinstituciones. Algoa
destacar, es quelaUDLA haimplementado la materia obligato-
riade CP enlacarrerade Psicologia.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O00®

Lamedicina paliati-
va es una especiali-
dad o subespeciali-
dad (u otradenomi-
nacion equivalente)
reconocida por las

autoridades nacio-

nales competentes.

Desde 2018,1a Universidad Catdlica Santiago de Guayaquil
(UCSG) ofrecela especialidad en CP, siendo pionera en este
campo en Ecuador. En 2022, 1a Universidad Tecnoldgica
Equinoccial (UTE)yla Pontificia Universidad Catdlica del
Ecuador (PUCE) obtuvieron el reconocimiento oficial para
programas similares. Ademas, desde 2021, 1a Universidad
Iberoamericana del Ecuador ofrece la primera maestria en CP
dirigida al personal de salud. Todos estos programas cuentan
conelaval dela Secretaria de Educacién Superior, Cienciay
Tecnologia e Investigacion (SENESCYT).
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Prestacion de CP/ Servicios especializados

INFORMES DE PAISES

@ Ecuador

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

O®0O0

Prestacion aislada:

Existe, peroséloen
algunas zonas geo-
gréficas.

O®00

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

En Ecuador, segiinla PNCP 2022-2026, existen 78 instituciones
que proporcionan CP, 56 delas cuales son ptblicasy 22 privadas.
Estasinstituciones ofrecen un total de 144 servicios, distribui-
dos entre equipos hospitalarios (44), consultas externas (58)y
atencién domiciliaria (42). Esta cifra muestra un aumento en
laprovision de atencién en CP en el sector ptiblico, comparado
con 2015, cuando solo 16 instituciones ofrecian estos servicios.
Cabe destacar quelasinstituciones ptblicas mencionadas pert-
enecen al primer nivel de atencién y al contar equipos especial-
izados enla calificacién de discapacidades y visitas domicili-
arias, podrianincluir atencion en CP. Adicionalmente, existe
incertidumbre sobre el nimero real de servicios debidoala
escasez de profesionales con formacion acreditada y especial-
izadaen CP en el pais.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33
ECUADOR
1 2 3 4 5
Borocborobooo oo oo oo b boeoc beo b |
TASA MINIMA TASAMAXIMA
ENLAREGION ENLA REGION

< SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

@000

Enel paisno
existen programas
especializadosen
cuidados paliativos

0 éstos son minimos.

1

CPP
EQUIPOS

Actualmente, solo existe un servicio de atencion a pacientes
oncoldgicos pediatricos que cuenta con personal capacitado
en CP: el Hospital Oncoldgico Solén Espinoza Ayala de SOLCA,
Nucleo de Quito. Sibien algunas instituciones que ofrecen CP
apersonas adultas también brindan atencién a niflos, nifasy
adolescentes, no se cuenta con informacién oficial que permita
identificar cuantaslo hacenni en qué condiciones.
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INFORMES DE PAISES

@ El Salvador

El Salvador

-+ TASADE SERVICIOS
" DECPENEL SALVADOR

TASAMEDIANA DE

- SERVICIOS DECP
: ENLAREGION

e e
&

f:Consumode S S S
- ‘opioides (excluyendo -

INFORMES DE PAISES

. de medlcma

;*metadona)"'g;r*;*  SODDPORMLLONHAB/DIA |

CONSUMO ZZ ZZ Lol
PROMEDIOEN"' Loiiiiii

0 MINIMO -
ENLAREGION' Lol

D spdhibilidédgéne'rarde medicamentos
- esenciales parael dolo_r y Ip_s_ CP en eI pn mer
“nivel de atencién -

MUY POCO BIEN
POO%O 10-30 30-70

MR F[\gléYo POCO W::
010 10-30 B

ENZONASRURALES%;’:‘:': L.

o ﬁfvPIanoestrategla
o namonaldeCP

: 'Dlsponlbllldad general de morflna oral de Ilbera'

- nmedlata en eI prlmer nlveI de atencwn

: : : :Auforidad:reépdhsable: .

COBERTURA SANITARIAUNIVERSAL 2021

- EN ZONAS URBANAS %

NO O MINIMO
AISLADO

GENERALIZADA

: EEEEEEEE S delosCPeneI
(ENZONASRURALES®%: =10

_____ de los distintos tipos
" deserviciosdeCP

MARCODELAOMS
PARAELDESARROLLO ©

DELOS CUIDADOS -
PALIATIVOS ®
(® EMPODERAMIENTO DE LAS PERSONAS

Y LAS COMUNIDADES

POLITICAS DE SALUD
© INVESTIGACION

' Existencia de congresos
of foreunlones <:|ent|f|cas

ivreIacmnadosconlosCP}3§,§~ I

0@00

~enelnivelde atencmn
pnmarla .

® USO DE MEDICAMENTOS ESENCIALES
® EDUCACIONY FORMACION
® PRESTACIONDECP

NIVEL DE
DESARROLLO

EMERGENTE @
EN PROGRESO @
ESTABLECIDO @

AVANZADO @

ATLAS DE CUIDADOS PALIATIVOS DE LAS AMERICAS 2025
270

.| - :Fechade recolecc ndedato
- Abril-Junio 2024 |

-Informe validado por-consult:

- RiveraMedrano, Maria Josg  :

“Informe aprobado por Ia Asomacmn

Asociacion NacnonaldeCP.Aso— | Nacional:Si -

- clacion Salvadorefia parael Estu-- - |-
o dloyTratamIento delDolor yCui-: - |-

-Edicién: Ed|tado por el Equnpo de -
“Investigacion ATLANTES (Unlver5|—
Se dad de Navarra, Espana) :

ATLAS DE CUIDADOS PALIATIVOS DE LAS AMERICAS 2025
2n

: Empoderamiento delas personas
_ ylascomunidades :

: Polttlcas reIaC|onada§ -
Ia,plamflcacmn




Personas y comunidades

Politicas

INFORMES DE PAISES

@ ElSalvador

Ind1

Existencia de grupos
dedicados a promover
los derechos de los
pacientes que necesitan
CP, de sus cuidadores

y de los supervivientes
alaenfermedad.

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones

civiles, de pacientes, de
familiares o voluntarios
focalizados enlos CP: No

O00®

Fuerte presencia
nacionaly
subnacional de
ladefensade los
CPy promocién
delos derechos
de los pacientes
(como asociacion
profesional de CP,
por ejemplo).

EnlaRepuiblica de El Salvador, instituciones como el Hospital La
Divina Providenciayla Fundacién PALIAMED juegan un papel
crucial enla promocioén delos CP. La Fundacion PALIAMED, inte-
grada pormédicos de diversas especialidades y otros profesio-
nales, tiene como objetivo principal el desarrolloy fomento de
los CPen el pais. Sutrabajo se enfoca en la educacién, lainvesti-
gacionylaasistencia a pacientes con enfermedades avanzadas,
conel findemejorar su calidad de vida y ofrecer apoyo integral
tantoalos pacientes como a sus familias. Ademas, PALIAMED
promueve el voluntariado en El Salvador. Por otrolado, la Aso-
ciacién Salvadorefia para el Estudioy Tratamiento del Dolory CP
también es un actor clave en este campo. Aunque existen asocia-
ciones de familiares de pacientes oncolégicos, estas no se con-
centran especificamente enlos CP,aligual que algunos grupos de
voluntarios que brindan apoyo de maneraindependiente.

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas
o planificaciéon comparti-
dadedecisiones?

O®00

Existen politicas
odirectrices
nacionales sobre
los responsables
sustitutos de
latomade
decisiones.

El Ministerio de Salud de El Salvador ha establecido un marco
normativo paralaatencion de CP. En 2023, convocd a un equipo
de expertos para desarrollarla Norma Técnica parala Atencién
de CP lacual establecelos estdndaresy procedimientos a seguir
enlaatencion de pacientes con enfermedades avanzadas. Esta
norma aborda aspectos clave, comola planificacién compartida
delos cuidadosylasvoluntades anticipadas, con el objetivo de
garantizar unaatenciénintegral y de calidad.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

3.2.Elplan nacional

de CP (o programao
estrategia o legislacion)
esindependiente.

OO0GO

Realizadoenlos

ultimos 5 afios, pero
no evaluado o audi-

tado activamente.

O00®

Existe unplan
nacional indepen-
diente de cuidados
paliativos y/o existe
una ley/legislacion/
decretos guberna-
mentales naciona-
les sobre CP.

Enlosdltimos afnos, El Salvador ha avanzado enlaregulacion
delos CP.En 2020, seimplementd una estrategia nacional para
brindar atencion integral a pacientes con enfermedades avan-
zadas, que atin estd en proceso de evaluacién y actualizacién.
En 2016, seaprobdla Ley de Deberesy Derechos de los Pacien-
tes, quereconoce el derecho delos pacientes arecibir CP, garan-
tizando suacceso a servicios médicos paraaliviar el sufrimien-
toymejorarlacalidad de vida. En 2021, se sanciond la Ley para
la Prevencion, Control y Atencién de Pacientes con Cancer, que
incluye disposiciones sobre CP. El Ministerio de Salud ha estab-
lecido un programa nacional paralaimplementacion de estos
servicios, pero atin no cuenta con un presupuesto asignado para
suejecucion. La Oficina de CP realiza evaluaciones periddicas
mediante una guia estandarizadaylos Lineamientos Técnicos
paraasegurarlacalidad enlaatencién.
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Politicas

INFORMES DE PAISES

@ ElSalvador

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

O00®

Los indicadores
para el monitoreoy
evaluacion del pro-
greso son aplica-
dos actualmente.

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios
paralacobertura
sanitaria universal en
laatencién primariadel
Sistema Nacional de
Salud.

O00®

Los cuidados
paliativos se
incluyenenlalista
de prestaciones
sanitarias de
atencion primaria
delaley general
de sanidad.

LaLeydel Sistema Nacional Integrado de Salud de El Salvador,
Decreto No.302, promulgada el 17 de mayo de 2019, establece
explicitamentelainclusién delos CP en el modelo de provision
de servicios de salud del pais. El articulo 21 de dichaley
asegura quelos CP seintegran atodoslosniveles de atencion
del sistema de salud, garantizando su disponibilidad dentro
delasredesintegradasde salud. Ademads, se destacaqueel
financiamiento equitativoy solidario asegurala gratuidad de
estos servicios en el sector publico, reforzando suimportancia
enelmarcodela cobertura sanitaria universal. Estaintegracién
también estd reflejada enlalista de servicios prioritarios del
primer nivel de atencion.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

5.2.Laautoridad
nacional de coordinaciéon
dispone de autoridad,
presupuestoy personal
adecuados.

O00®

Laentidadde
coordinaciénde
los cuidados palia-
tivos estd bien
definidaytiene
una buena estruc-
tura(cientificay
técnica).

O00®

Tiene autoridad,
presupuestoy
personal adecua-
dos.

La Oficina de CP de El Salvador se encuentra dentro dela Uni-
dad de Politicas de Programas Sanitarios, que forma parte dela
Direccion de Politicas y Gestién de Salud del Viceministerio de
Gestion y Desarrollo en Salud. Esta oficina tiene autoridad tanto
politica como operativa. Se retine cada dos meses con los coor-
dinadoreslocales de CPyrepresentantes de otrasinstituciones
del Sistema Nacional Integrado de Salud. Cuenta con areas téc-
nicasy cientificas, siendola parte cientifica centralizada a tra-
vés del Instituto Nacional de Salud, en concordancia conlo esta-
blecido porla Ley del Sistema Nacional de Salud. En resumen, la
oficinadispone delaautoridad, presupuestoy personal necesa-
rios para coordinarlos CP en el pais, integrando los niveles poli-
ticosy operativos.
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Medicinas

INFORMES DE PAISES

@ ElSalvador

— Existencia de congresos,
eventos oreuniones
cientificas a nivel

O0EO

Almenos uncon-

Enlosdltimos afios, se han realizado diversos eventos cienti-
ficos enfocados enlos CP. Entre ellos destacan: a) Simposios
y conversatorios sobre CP, organizados a partir de 2022 porla

nacional relacionadas greso o confe- Oficina de CP del Ministerio de Salud y el Instituto Nacional de

especificamente con CP. rencia de cuida- Salud, entre otros; b) Congresos cientificos de medicinainterna
dos no paliati- yoncologia (2023 y2024), en los cualeslos CP han sido incorpo-
vos (cancer, VIH, rados, en el marco de especialidades médicas como oncologia
enfermedades ymedicinainterna;c) Participacién en el programa Tele ECHO,
croénicas, etc.) que organiza presentaciones mensuales de casosy conferen-
que regularmen- ciasrelacionadas con CP.
te cuente conuna
seccién sobre
cuidados palia-
tivos,cada1-2
afos.

— Investigacion sobre CP Lainvestigacion en CP en El Salvador ha sido limitada, conun

en el pais estimada por
articulos publicados

O®00

Bajo: Reflejaun

numero reducido de articulos publicados en revistas revisadas
por pares. Entre 2022y 2024, se han realizado 9 estudios, que

estadisticos (S-DDD)

revisados por pares. nudmero limitado incluyen series de casosy estudios observacionales. Algunos de
dearticulos publi- estos estudios han sido presentados en congresos latinoameri-
cados. canos de CPypublicados en revistas cientificas.

Ind8 CI:)

Consumo anual Consumo promediode

notificado de opioides opioides, en dosis diarias

(excluidala metadona). definidas parafines

por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION
CONSUMO PROMEDIO
ENLAREGION
1313
ELSALVADOR
o 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
Lo b booc oo oo oo oo v bl
18178
CONSUMOMiN”\/IO CONSUMOMAX”\AO
ENLAREGION ENLAREGION
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Medicinas

INFORMES DE PAISES

@ ElSalvador

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

00RO

Bueno: entre 30%
a70%.

O®00

Poco:entre10% a
30%.

En El Salvador, el Cuadro Basico de Medicamentos, establecido
porlasautoridades competentes, regulalos farmacos disponi-
bles en el pais segtin los niveles de atenciény su capacidad reso-
lutiva. Enlos centros de atencién primaria no se encuentran
opioides fuertes, ylamorfina oral deliberacién inmediatano
estdincluidaen el cuadro bésiconi disponible enlas farmacias
privadas. En hospitales nacionales de segundoy tercer nivel se
dispone de morfina oral deliberacion retardada (30 mg) y mor-
fina parenteral (10 mg/ml). Ademads, se encuentran otros opioi-
des como lametadona (10 mg VO), fentanilo en parchesy pre-
sentacion parenteral, y oxicodona en tabletas, tanto sola como
combinada con acetaminofén.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

®©000

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En El Salvador, lamorfina oral de liberacién retardada (30 mg)
esta disponible en hospitales nacionales de segundoytercer
nivel. Enlos centros de atenciéon primaria no se encuentran
opioides fuertes, ylamorfina oral deliberacién inmediatano
estdincluidaen el cuadrobésiconidisponible enlas farmacias
privadas.
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Educacion y Formacion

INFORMES DE PAISES

@ ElSalvador

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

2/11

O/M

1/6

0/6

1))
1))

En El Salvador, dos de las once universidades que ofrecen carre-
ras demedicinaimpartela catedra de CP de forma obligatoria, lo
querepresentael 18% delas instituciones de educacion superior
queincluyen esta especialidad en sus programas de formacién
médica. No existen otras universidades en el pais que ofrezcan
un plan de estudio optativo o electivo en CP.En el &mbito dela
enfermeria, delas seis escuelas de enfermeria, unaimparte una
materia obligatoriaen CP paralalicenciaturaen enfermeriay
otraparalatecnologia en enfermeria. Sin embargo, los progra-
mas de estudio no estan disponibles ptiblicamente.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O00®

Lamedicina paliati-
va es una especiali-
dad o subespeciali-
dad (u otradenomi-
nacion equivalente)
reconocida por las

autoridades nacio-

nales competentes.

En El Salvador, la Universidad Dr. José Matias Delgado, a través
de suFacultad de Ciencias dela Salud “Dr. Luis Edmundo
Vasquez”, estd implementandola especialidad oficial en
‘Medicina Paliativa’ La primera promocién de esta especialidad
abarca el periodo de enero de 2023 a febrero de 2025.
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Prestacion de CP/ Servicios especializados

INFORMES DE PAISES

@ ElSalvador

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

O®0O0

Prestacion aislada:

Existe, peroséloen
algunas zonas geo-
gréficas.

O®00

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

En El Salvador, existen 15 programas especializados en CP
distribuidos en el segundo y tercer nivel de atencion, tanto en
instituciones privadas como ONGs. Aunque no hay un registro
oficial actualizado de estos programas, se sabe que hay un total
de 80 programas de atencién paliativa, delos cuales 15 se dedi-
can exclusivamente alaatencion especializada. La mayoria de
estos servicios son ambulatorios, con algunos pocos que ofre-
cen hospitalizacion exclusivamente paliativa. El pais cuenta
con7 centros especializados que pueden hospitalizar pacien-
tes para atencién paliativa, brindando serviciosintegralesy
manejo adecuado delos sintomas. Ademas, 4 programas ofre-
cen atencion domiciliaria, gestionando casosy proporcionando
servicios especializados en el hogar, ajustandose ala capacidad
instaladaylademanda.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.
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Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

O®00

Prestacion aislada:
Existe, perosélo
enalgunas zonas
geogréficas.

3

CPP
EQUIPOS

El Salvador cuenta con tres programas especializados en CPP,
los cualesbrindan atencién a nivel nacional mediante intercon-
sultas, consulta externay atencién domiciliaria. Estos progra-
mas son: el Hospital Nacional Benjamin Bloom, la Fundacién
Aytudame a Viviryla Fundacion La Nifiez Primero. Los servicios
estdn centralizados en el Hospital Nacional de Nifios Benjamin
Bloom, el principal centro de referencia pediatrica del pais,
garantizando cobertura en todo el territorio. El equipo encarga-
dodelaatencién estd compuesto por un pediatra algélogo-pa-
liativista, una enfermera paliativista y un psicélogo, todos espe-
cializados exclusivamente en CPP y sin atencién a adultos.
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INFORMES DE PAISES INFORMES DE PAISES

@ Guatemala @ Guatemala

Personas y comunidades

Politicas

Ind1

Existencia de grupos
dedicados a promover
los derechos de los
pacientes que necesitan
CP, de sus cuidadores

y de los supervivientes
alaenfermedad.

11 Asociaciones de
profesionales de CP
alaenfermedad: No

1.2 Asociaciones

civiles, de pacientes, de

familiares o voluntarios

focalizados enlos CP: Si

O00®

Fuerte presencia
nacionaly
subnacional de
ladefensade los
CPy promocién
delos derechos
de los pacientes
(como asociacion
profesional de CP,
por ejemplo).

EnlaRepublica de Guatemala, existen diversas asociaciones pro-
fesionales enfocadas en el estudioy tratamiento de enfermeda-
desyelmanejo del dolor, entre las cuales se destacanla Asocia-
cién Guatemalteca parael Estudioy Tratamiento del Dolor, la
Asociacién Guatemalteca de Medicina Paliativa (AGMEPAL) yla
Asociacién Interdisciplinaria de PC de Guatemala. Estas organi-
zaciones estan comprometidas con la atencién de pacientes con
enfermedades gravesy avanzadas, promoviendo el accesoatra-
tamientos paliativos. Sin embargo, el pais carece de otrasasocia-
ciones civiles dedicadas especificamente ala defensa delos dere-
chosdelospacientes en cuantoalos CP, susactividades estan
enfocadaseninformaryempoderaralos pacientesy sus familias
sobrelaenfermedad.

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas

®O00

No existe politica

ElCodigo de Salud de Guatemala, en su Articulo 6, establece que
todoslos habitantes tienen derecho al respeto de su persona,
dignidad humana, intimidad y secreto profesional, asicomo a

o planificaciéon comparti- nidirectriz serinformados sobre los riesgos de la salud, las enfermedades
dadedecisiones? nacional sobre ylos servicios disponibles. No obstante, no existen disposicio-
planificacién nesanivel nacional que regulen latoma de decisiones médicas
de decisiones anticipadas, el testamento vital ola figura de un sustitutolegal
anticipadas. autorizado paradecidir en nombre de un paciente incapaz. Sin

embargo,la Ley de Atencién Integral del Cancer (2024) introdu-
ceunavance importante, al garantizar el derecho delos pacien-
tesaaceptarorechazar procedimientos, diagndsticos, terapias
omedidas extraordinarias, especialmente en fase terminal.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

3.2.El plan nacional

de CP (o programao
estrategia o legislacion)
esindependiente.

®O000

No existe.

00O

Existe unaseccion
dedicadaalos cui-

LaLeyde Atencion Integral al Cancer, recientemente aprobada
por el Congreso de Diputados de Guatemala, incluye en su Capi-
tulo5unaseccién dedicadaalaatenciénintegral, que abarca
los CP.Sin embargo, a pesar de laaprobacién delaley este afio,
atnno se haimplementado, lo que impide un seguimiento ade-
cuado sobre su ejecucién yla provisiéon de CP conforme alo esti-
pulado. Ademas, es relevante sefialar que el programa nacional
de VIH no contempla un apartado especifico para CP.

Politicas

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

©O00O

No existe.

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios
paralacobertura
sanitaria universal en
laatencién primariadel
Sistema Nacional de
Salud.

000@,

No estan
incluidos.

Enlas paginas oficiales del gobierno de Guatemala, se
detallanlas atribucionesylos servicios ofrecidos en cada
nivel del sistema de atencién primaria de salud. Sin embargo,
enningunade estas descripciones se menciona de manera
especificalaintegracion de servicios de CP en dichos niveles.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

5.2.Laautoridad
nacional de coordinacion

000@,

No existe entidad
de coordinacion.

®©000O

dados paliativos en dispone de autoridad, No tiene autori-
otro plan nacional, presupuesto y personal dad orecursos
como el del cancer, adecuados. adecuados (pre-
las enfermedades supuesto, perso-
no transmisibles nal, etc.)
(ENToel VIH.
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En el sistema de salud de Guatemala, no existe un funcionario
connombramiento especificocomo director de CP.
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Medicinas

INFORMES DE PAISES

@ Guatemala

— Existencia de congresos,
eventos oreuniones
cientificas a nivel
nacional relacionadas

O00®

Al menos un con-
greso nacional

En Guatemala, cada afio selleva a cabo un congreso interna-
cional einterdisciplinario de CP, organizado porla Fundacién
Ammar Ayudando. Este evento estd dirigido a médicos, enfer-
meras, psicélogos y otros profesionales de la salud delaregién

especificamente con CP. dedicado espe- iberoamericana.
cificamente alos
cuidados paliati-
vos cada 3afios.
— Investigacion sobre CP En Guatemala, son escasas las publicaciones en revistas indexa-

en el pais estimada por
articulos publicados

©®000

Escaso o muy

dasrealizadas por autores nacionales, yno se haregistrado
ningunaenlaque el principal investigador sea un médico gua-

estadisticos (S-DDD)

revisados por pares. bajo: Indicaun temalteco. En PubMed, se encuentraun articulo publicado en
numero minimo 2021 en colaboracién con otros investigadores, que abordael
oinexistente de temadelos CP en el contexto guatemalteco. Existen otras publi-
articulos publica- cacioneslocalesytesis.
dos sobre el tema
enese pais.

Ind8 CI:)

Consumo anual Consumo promediode

notificado de opioides opioides, en dosis diarias

(excluidala metadona). definidas parafines

por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION
CONSUMO PROMEDIO
ENLAREGION
1313
GUATEMALA
o 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
Lo b booc oo oo oo oo v bl
18178
CONSUMOMiN”\/IO CONSUMOMAX”\AO
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Medicinas

INFORMES DE PAISES

@ Guatemala

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

©O00O

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En Guatemala, ladisponibilidad de medicamentos esenciales
paraeldolorylos CPenlosniveles1y2eslimitada. Los puestos
ycentros de salud no tienen la capacidad instalada, el personal
entrenado nilos medicamentos necesarios para proporcionar
CPalapoblacién. Solo algunos hospitales de mayor compleji-
dad, como el Hospital General San Juan de Dios, Hospital Roo-
sevelt, Instituto Nacional de Cancerologia, Instituto Guatemal-
tecode Seguridad Social (IGSS), Unidad Nacional de Onco-
logia Pediatrica, y hospitales privados, cuentan conacceso a
estos medicamentos. Enlas dreas rurales fueradela ciudad, los
pacientes no pueden acceder a estos medicamentos y deben via-
jaralaciudad paraobtenerlos.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

®©000

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En Guatemala, ladisponibilidad de medicamentos parael
dolorylos CP es sumamente limitada, especialmente en dreas
rurales, donde el acceso es atin mas restringido. Cuando estos
medicamentos estan disponibles, el proceso para obtenerlos
eslargo, burocraticoy complicado, lo que representa un
obstaculo considerable, especialmente paralos pacientes

de escasosrecursos en elinterior del pais. Enlos centros de
primer nivel de atencion, no existe acceso a estos. Ademas, la
oferta de medicamentos disponibles estd restringida, ya que
solo se cuenta con morfina oral en presentacion de liberacién
prolongada (30 mg) y morfinaintravenosa (IV), perono se
dispone de morfina oral liquida.
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Educacion y Formacion

INFORMES DE PAISES

@ Guatemala

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

1/6

0/6

/7

/7

1))
1))

En Guatemala existen seis Facultades de Medicina, delas cuales
una, la Universidad Mariano Gdlvez, ofrece un curso obligato-
riode CPenel cuarto afiodelacarrera, denominado Externado
Hospitalario, dondelos estudiantes rotan durante cinco sema-
nas porlaUnidad de CP del Hospital Roosevelt. Los cursos elec-
tivos en CP son asignados a discrecion de cada estudiante, segin
losrequisitos de suuniversidad, y pueden realizarse en unida-
desde CP de hospitales publicos como el Hospital Roosevelt y el
Hospital SanJuan de Dios. En Guatemala no existen cursos elec-
tivos estructurados CP para estudiantes de medicina o enfer-
meria. En cuantoalassiete Facultades de Enfermeria, solouna,
laUniversidad del Ismo, ofrece un curso obligatoriode CPenel
pregrado.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

OO0

No existe un proce-
sode especializa-
cién paramédicos
de cuidados paliati-
VoS, pero si otro tipo
detitulos de forma-
cion profesional sin
reconocimiento ofi-
cial y nacional.

En Guatemala, la Universidad Galileo ofrece una Maestria
en CP; sin embargo, esta formacion se caracteriza por ser
principalmente tedrica, sin incluir una practica hospitalaria
integral.
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Prestacion de CP/ Servicios especializados

INFORMES DE PAISES

@ Guatemala

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

O®0O0

Prestacion aislada:

Existe, peroséloen
algunas zonas geo-
gréficas.

O®00

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

En Guatemala, la oferta de cuidados paliativos eslimitaday

se concentraenla Ciudad de Guatemala. En 2024 existen cin-
counidades especializadas: dos publicas (Hospital Roosevelt
yHospital General San Juan de Dios), una privada (Unidad de
Medicina Integral) y dos orientadas a pacientes con cancer,

el INCAN para adultosyla UNOP para poblacion pediatrica.
Ademas, funcionan dos hospices: el Hospice Villa de la Esper-
anza, gestionado porla Fundacién Ammar Ayudando, que brin-
daatencién gratuita eintegral a pacientes de escasos recursos,
yel Hospice Eduardo Mini de la UNOP exclusivo paranifios

con cancer. El pais dispone de cuatro equipos ambulatorios
privados (PROCAVI, VITAE, CUIDARE e Integra Cancer Center),
asicomo oficinas de atencion paliativa en hospitales naciona-
lesyclinicasvinculadas aINCAN, IGSS y UNOP. No existen uni-
dades de encamamiento independientes en hospitales ptbli-
cos, utilizdndose las dreas generales.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33
GUATEMALA

q*p 1 . . . .
oo oo oo b oo o beeee b |

[ 213 ]

TASA MINIMA TASA MAXIMA
ENLAREGION ENLA REGION

€ SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

O®00

Prestacion aislada:
Existe, perosélo
enalgunas zonas
geogréficas.

2

CPP
EQUIPOS

En Guatemala, existen dos hospices especializados en aten-
ciéon pediatrica. ElHospice Villa de la Esperanza, gestionado
porla Fundacion Ammar Ayudando, una ONG que se financia
de manera mixta, por donacionesy cobros a algunos pacien-
tes, recibe nifios con cancery otras enfermedades terminales.
ElHospice Estuardo Mini, sostenido por la Fundacion Aytada-
me a Vivir con fondos gubernamentales, atiende a pacientes de
laUnidad Nacional de Oncologia, vinculada al Hospital Roose-
velt, un hospital publico. Ambos hospices cuentan con equipos
multidisciplinarios y voluntariado, y su atencion esta exclusiva-
mente dirigida anifios con cancer.
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INFORMES DE PAISES INFORMES DE PAISES

@ Honduras

o ?;@Educamonyformamon
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INFORMES DE PAISES INFORMES DE PAISES

@ Honduras @ Honduras

Personas y comunidades

Politicas

Ind1

Existencia de grupos
dedicados a promover
los derechos de los
pacientes que necesitan

OO0

Seidentifican las
primeras voces,

EnlaRepublicade Honduras,la Asociacién Hondurefiade Lucha
Contrael Cancer (Www.ccerc.org) se enfoca en ofrecer tratamien-
to contrael cincer, aunque con una coberturalimitada en CP. Adi-
cionalmente, la Asociacion del Paciente con Cancer Fey Esperan-

CP, de sus cuidadores defensoresy za (ASOPAFE), promueve los derechosy el acceso a cuidados de
y de los supervivientes promotores de los pacientes oncoldgicos. Existen también otras entidades como
alaenfermedad. los cuidados la Fundacion OMEGA, la Fundacién Pro Canceryla Fundacion

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones

civiles, de pacientes, de

familiares o voluntarios

focalizados enlos CP: Si

paliativos, pero sin
una organizacion
formal constituida.

Hondurena para el Nifio con Cancer, asi como diversas organiza-
cionesindependientesy pequefias de pacientesy cuidadores que
abogan porlamejoradelos CPyel manejo adecuado del dolor.
Sinembargo, no se disponen de datos precisos sobre lamagnitud
deestasiniciativas.

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas

®O00

No existe politica

EnHonduras, loslineamientos, protocolos y normativas exis-
tentes no contemplan el concepto de decisiones médicas antici-
padas. Ademas, no se dispone de un marco legal que regule este

o planificaciéon comparti- nidirectriz ambito, ni existen proyectos en desarrollo para suimplementa-
dadedecisiones? nacional sobre cion.

planificacién

de decisiones

anticipadas.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

3.2.El plan nacional

de CP (o programao
estrategia o legislacion)
esindependiente.

@000

No existe.

00O

Existe unaseccion
dedicadaalos cui-
dados paliativos en

En Honduras no existe un programa, plan o politica exclusiva
para CP.No obstante, recientemente se ha aprobado unaley que
incluye una seccién especifica dentro del plan nacional para
garantizarla atencion paliativa para pacientes con cancer.

Politicas

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

©O00O

No existe.

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios
paralacobertura
sanitaria universal en
laatencién primariadel
Sistema Nacional de
Salud.

000@,

No estan
incluidos.

Los CP no estanincluidos enlos planes nacionales de salud de
Honduras.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

5.2.Laautoridad
nacional de coordinacion
dispone de autoridad,

000@,

No existe entidad
de coordinacion.

®©000O

No tiene autori-

otro plan nacional, presupuesto y personal dad orecursos
como el del cancer, adecuados. adecuados (pre-
las enfermedades supuesto, perso-
no transmisibles nal, etc.)
(ENT)oel VIH.
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Alnoestarincluidos en el marco normativo de salud, los CP en
Honduras carecen de personal, presupuestoy una politica de
salud especifica.
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Medicinas

INFORMES DE PAISES

@ Honduras

— Existencia de congresos,
eventos oreuniones
cientificas a nivel

O®00

Solo se celebran

En Honduras no existe una asociacién nacional de CP ni se cele-
bran congresos especificos sobre el tema. No obstante, se esta
alentando alos médicos jévenes con formacion en este ambito

nacional relacionadas conferenciaso aunirseytomarlos pasos necesarios para crear dichaasocia-

especificamente con CP. reuniones cien- cién. Algunos consideran mas factible integrarse ala Sociedad
tificas esporadi- de Estudios y Manejo del Dolor, la cual ya estd constituiday ha
cos o no periodi- incorporado el apoyo alos CP en sus congresos locales, dedican-
cosrelacionados do solouna parte del evento a este tema. En mayo de 2024, esta
con los cuidados organizé un congreso que incluy6 una seccion dedicadaalos CP.
paliativos.

— Investigacion sobre CP Hastalafecha, en Honduras solo se han publicado articulos de

en el pais estimada por
articulos publicados

©®000

Escaso o muy

opinién sobrelos CP, elaborados por autoreslocales, alguno
en colaboracién con autoresinternacionales. Estos articulos

revisados por pares. bajo: Indicaun se encuentran disponibles en diversas ediciones de la Revis-
ndmero minimo taMédica Hondurefia, asi como en el Revista de la Facultad de
oinexistente de Ciencias Médicas.
articulos publica-
dos sobre el tema
enese pais.
Ind8 CI:)
Consumo anual Consumo promediode
notificado de opioides opioides, en dosis diarias
(excluidala metadona). definidas parafines

estadisticos (S-DDD)
por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION

CONSUMO PROMEDIO

ENLAREGION

1313

HONDURAS
o 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
Lo b booc oo oo oo oo v bl
18178

CONSUMOMiN”\/IO CONSUMOMAX”\AO
ENLAREGION ENLAREGION
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Medicinas

INFORMES DE PAISES

@ Honduras

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

O®00

Poco:entre10% a
30%.

©O00O

Muy poco:entre
0% a10%.

En Honduras, el sistema de atencién en salud estd dividido en
dos niveles: el primer nivel, incluye unidades de atencién prima-
ria, centrosintegrales de salud y policlinicos, y el segundo nivel,
abarca hospitales basicos, generales de especialidades, insti-
tutosy psiquidtricos. En el primer nivel, se disponen de AINEs
como paracetamol, diclofenaco, ibuprofenoy ASA en presenta-
ciénoral, y paracetamol IV en policlinicos. Los opioides no estan
disponibles, salvo el tramadol, que se encuentra solo en policli-
nicos. La escasez de medicamentos es mas grave en dreas rura-
lesdebido alafalta de personal especializadoyla estrictaregu-
lacion de opidceos, obligando alos pacientes adesplazarse a
areas urbanas pararecibiratencién. En dreas urbanas también
seexperimenta escasez debido ala altademandaymala admin-
istracion de opidceos, lo quelleva a que algunos pacientes solo
reciban paracetamol. La situacién se ve agravada porla satura-
ciéon delos servicios.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

®©000

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

Anivel hospitalarioy en farmacias privadas de Honduras, no
seencuentradisponible la presentaciéon inmediata de ciertos
medicamentos desde hace més de un afio. Solo estd disponible
laforma deaccionretardadaen tabletasyampollas.
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Educacion y Formacion

INFORMES DE PAISES

@ Honduras

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

0/3

0/3

1/3

0/3

1))
1))

En Honduras, tres universidades cuentan con facultades de
ciencias médicas: la Universidad Catélicade Honduras, la Uni-
versidad Tecnoldgica Centroamericana (UNITEC) yla Univer-
sidad Nacional Auténoma de Honduras (UNAH). La Universi-
dad Catolica de Honduras ofrece un curso obligatorio de CP en
laLicenciatura en Enfermeria, mientras que enla Licenciatura
en Medicinay Cirugiano seincluyen estudios de CP. La UNITEC,
atravésde CEUTEC,ylaUNAH tampocolosincorporanenlos
planes de estudio de sus programas de Enfermeriay Medicina,
aunque la UNAH ofrece un diplomado de 3 meses en CP como
partedelaeducacion continua para profesionales, con costo adi-
cional.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

OO0

No existe un proce-
sode especializa-
cién paramédicos
de cuidados paliati-
VoS, pero si otro tipo
detitulos de forma-
cion profesional sin
reconocimiento ofi-
cial y nacional.

En Honduras, existen dos diplomadosy un certificado en CP
ofrecidos por tres universidades. Sin embargo, solo uno de
estos diplomados esreconocido porla UNAH, laentidad de
educacién superior encargada de validar titulos extranjeros
que cumplen con todos los requisitos. De manera similar, el
Colegio Médico de Honduras reconocelos titulos aprobados por
laUNAH. No sedispone de evidenciadel diplomadoen CP dela
Universidad Tecnoldgica de Honduras.
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Prestacion de CP/ Servicios especializados

INFORMES DE PAISES

@ Honduras

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

O®0O0

Prestacion aislada:

Existe, peroséloen
algunas zonas geo-
gréficas.

O®00

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

En Honduras, diversos centros y hospitales ofrecen servicios
de CP tanto hospitalarios como domiciliarios. Estos centros
incluyen hospitales ptblicos y privados, asi como fundaciones
especializadas en el manejo de pacientes oncoldgicos. Los ser-
vicios proporcionados abarcan desde el manejo del dolory
otros sintomas hastalaatencion integral delos pacientesy sus
familias. La Fundacién OMEGA por ejemplo, destaca por su
dedicacién exclusiva alos CPyla Fundacion Pequefos Guer-
reros, que actiia como hospicioy albergue en San Pedro Sula.
Sinembargo, la disponibilidad de CP varia dependiendo dela
regioénylainstitucion, ylaidentificacién de mas unidades espe-
cializadas esdificil debido ala falta de informacién actualizada
enlos directorios médicos ylaausencia de un marco normativo
especificoparalos CP en el pais.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33
HONDURAS

?H‘\\HW‘HH‘H\\THH‘HHTHH‘HHA‘H\\‘HHT
o)

[ 213 ]

TASA MINIMA TASA MAXIMA
ENLAREGION ENLA REGION

12

€ SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

O®00

Prestacion aislada:
Existe, perosélo
enalgunas zonas
geogréficas.

3

CPP
EQUIPOS

En Honduras existen tres servicios que brindan atencién a
pacientes pediatricos con necesidades paliativas: el Hospital
Maria, la Fundacién Hondurefia para el Nifio con Canceryla
Fundacion Pequeios Guerreros. El Hospital Materno Infantil en
Tegucigalpa, unidad de oncologia pedidtrica, recibe apoyo de la
Fundacion Hondurena para el Nifio con Cancer. En el Hospital
Maria se atiende a pacientes no oncolégicos en una unidad de
especialidades pediatricas, funcionando como servicio inter-
consultante. Ambos centros cuentan con médicos especiali-
zados en CP. La Fundacién del Nifio con Cancer realiza visitas
domiciliarias, pero no se enfoca solo en pacientes paliativos. La
Fundacion Pequeifios Guerreros en San Pedro Sula opera como
hospicioyalbergue para nifios y adolescentes.
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INFORMES DE PAISES INFORMES DE PAISES

@ México @ México

Personas y comunidades

Politicas

Ind1 n 3.3. Existen mecanismos O @OO gracion en el sistema de salud. El Instituto de Seguridad y Servi-
8 parasupervisary cios Sociales delos Trabajadores del Estado (ISSSTE) ha creado

Existencia de grupos OQO@ Enlos Estados Unidos Mexicanos, existen diversas asociacio- = evaluar los progresos, Existen mecanis- el programa PALIATIVISSSTE, dirigido a sus afiliados, pero su

dedicados a promover nes profesionales dedicadas alos CP.como la Asociacion Mexi- % con objetivos medibles. mos para super- alcance eslimitado.

los derechos de los Fuerte presencia canade Estudioy Tratamiento del Dolor (1979), la Fundacién o visary evaluar los

pacientes que necesitan nacional y de Medicina Paliativay de Alivio de Dolor en Céncer (1992), y el progresos con

CP, de sus cuidadores subnacional de Centrode CP de México (2006), entre otras. Asimismo, tres esta- objetivos claros,

y de los supervivientes la defensade dos cuentan con Comisiones Estatales de CP: Estado de Méxi- pero aun no se han

alaenfermedad. los cuidados €0(2014), Chiapas (2018) yJalisco (2022), que agrupan actores puesto en practica.

paliativosy locales einstitucionales para desarrollar marcos de accién en

11 Asociaciones de
profesionales de CP
alaenfermedad: No

1.2 Asociaciones
civiles, de pacientes, de

promocién delos
derechosdelos
pacientes.

este campo. Aunque no hay asociaciones especificas para pro-
moverlos derechos delos pacientes paliativos, organizaciones
como Antes de Partir, CECPAM y Juntos contra el Cancer brin-
danapoyo a pacientesy familias. Estas organizaciones comple-
mentan los esfuerzosinstitucionales al ofrecer asistencia direc-
tadurante el proceso de atencién paliativa, especialmente en

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios

O00®

Los cuidados

En México, los servicios de CP estan incluidosenlalistade
servicios prioritarios parala cobertura sanitaria universal en la
atencion primaria, segiinla Norma Oficial Mexicana (NOM-011-

familiares o voluntarios diversas regiones, incluidala Ciudad de México. paralacobertura paliativos se SSA3-2014)ylaLey General de Salud.
focalizados enlos CP: No sanitaria universal en incluyenenlalista

laatencién primariadel de prestaciones

Sistema Nacional de sanitarias de

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas
o planificaciéon comparti-
dadedecisiones?

00O

Existen politicas
odirectrices
nacionales sobre

En México, la Ley General de Salud establece directrices antici-
padas, permitiendo quelos individuos mayores de edad deci-
dan sobre su tratamiento o la falta del mismo, con la garantia de
unrepresentante legal y dos testigos. Estas decisiones pueden
formalizarse ante personal de salud en caso de enfermedad gra-

testamentos ve.LaLeyde CP.atravésdel Titulo Octavo Bisy el articulo 166,
vitales sobre creaunmarco legal paraasegurarladignidad delos pacientes
decisiones en situacion terminal, ofreciendo CP adecuadosy asegurando
anticipadas. unamuerte digna. Estaley define conceptos esenciales como CP,

obstinacion terapéuticay el derecho a una muerte natural asis-
tida. Establece quelos pacientes tienen derecho arecibir aten-
cién médicaintegral, optar por tratamientos paliativos, recha-
zar tratamientos curativos yacceder a atencién espiritual..

Salud.

atencion primaria
delaley general
de sanidad.

Ind5

5.1. éExiste una autoridad
nacional de coordinacion

OO0

En México, aunquelos CP estdn normativamente incluidos en
diversos programas dela Secretaria de Salud, no existe una

Ind3 delos CP dentrodel Laentidadde autoridad nacional de coordinacion bien establecida dentro del
Gobierno o del Ministerio coordinacion tie- gobierno o del Ministerio de Salud. A pesar de que el secreta-
3.1. Actualmente existe O@OO Lalegislacion y normativa sobre CP en México son vigen- de Salud? ne unaestructura riode Salud esla autoridad maxima, hay vacios significativos,
un plan, programa, tesanivel nacional. La Norma Oficial Mexicana (NOM-011- incompleta (falta como lafalta de un profesional especificamente designado para
politica o estrategia Desarrollado hace SSA3-2014) establece criterios parala atencién de personas en una seccion cienti- CP, personal especializado y un presupuesto asignado para su

nacional de CP.

3.2.El plan nacional

mas de 5 afos.

OO0

situacion terminal, formalizando pautas parala prestacion de
CP.Ademas, los CP estan incluidos enla Ley General de Salud
(Capitulo VIII Bis), garantizando derechos como el acceso a
tratamientos paliativos, la gestiéon del dolor yla toma de deci-
siones por parte del paciente. Aunque existen mecanismos e

5.2.Laautoridad
nacional de coordinacion

ficaotécnica).

©000

implementaciéon. Enlas diferentes instituciones del sistema de
salud, algunas cuentan con coordinadores especificos, lo que
genera una gran heterogeneidad enla organizacién de funcio-
nes. Ejemplo de esto es el ISSSTE, que ha establecido una Coor-
dinacién Nacional de Atencién Paliativa, aunque esta iniciativa

de CP (o programao indicadores para supervisar suimplementacion, no se ha con- dispone de autoridad, No tiene autori- eslimitada aesainstituciény no tiene un alcance nacional.
estrategia o legislacion) Existe unplande tado con presupuesto especifico ni seguimiento adecuado, lo presupuesto y personal dad orecursos
esindependiente. cuidado paliativo quedificultala aplicacion efectiva. E1 Programa Nacional de CP adecuados. adecuados (pre-

nacional endesa- (PALIAR), aprobado en 2010, no ha sido actualizado ni ha recibi- supuesto, perso-

rrollo. do seguimiento enlos ultimos afios, 1o que ha desfasado su inte- nal,etc.)
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Medicinas

INFORMES DE PAISES

@ México

— Existencia de congresos,
eventos oreuniones
cientificas a nivel
nacional relacionadas
especificamente con CP.

O00®

Al menos un con-
greso nacional
dedicado espe-
cificamente alos
cuidados paliati-
vos cada 3 afos.

El Congreso Nacional de CP organizado porla Asociaciéon Mexica-
nade CPyAlgiélogos A.C.esunodelos eventos de cardcter nacio-
nal en México, celebrandose anualmente en diferentes ciuda-
des, como Ciudad de México (2023 y2022), Guadalajara (2019),y
demaneravirtual en 2021 debido ala pandemia. Ademas de este,
existen otros congresos de diferentes niveles organizados por
instituciones estatales ylocales, como el Congreso Internacional
de CPdelaSecretariade Salud dela Ciudad de México o eventos
organizados por hospitales como el Centro Médico Nacional La
Raza. Aunque no son de alcance estrictamente nacional, estos
congresos también contribuyen significativamente ala promo-
ciény capacitacion en CP anivel regional ylocal. La Asociaciéon
Mexicanade Estudioy Tratamiento del Dolor (AMETD) también
organiza un congreso anual de dolory CP.

— Investigacion sobre CP
en el pais estimada por
articulos publicados

OO0

Bajo: Reflejaun

Lainvestigacion en Cuidados Paliativos (CP) en México es lim-
itada, con unbajonimero de articulos publicados en revistas
revisadas por pares. Unarevision sistemética exploratoria del

estadisticos (S-DDD)

revisados por pares. numero limitado 2018 encontré 608 articulos publicados en los tiltimos 25 afios,
de articulos publi- con el mayor numero de publicaciones en 2013. Las temadticas
cados. predominantesincluyen actitudesy decisiones de profesio-
nales, cuidados al final delavida, y actividades delos equipos de
CP siendo el cancerla enfermedad mas estudiada. Las publica-
ciones estan lideradas principalmente por médicos, en revistas
debajoimpactoydistribucion nacional, como Gaceta Médica
Oncoldgicaylarevistainternacional Psicooncologia.
Ind8 CI:)
Consumo anual Consumo promediode
notificado de opioides opioides, en dosis diarias
(excluidala metadona). definidas parafines

por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION
CONSUMO PROMEDIO
ENLAREGION
1313
MEXICO
o 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
Lo b booc oo oo oo oo v bl
18178
CONSUMOMiN|MO CONSUMOMAX”\AO
ENLAREGION ENLAREGION
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INFORMES DE PAISES

@ México

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

O®00

Poco:entre 10%
a30%.

©0O00

Muy poco:entre
0% a10%.

En México, el acceso amedicamentos esenciales para el dolor

y CP en centros de atencion de baja complejidad (niveles1y 2)
en areas urbanas eslimitado. Se estima que el acceso a analgé-
sicos no opioides, como el paracetamol, varia entre el 30% y el
70%, mientras que el acceso a opioides potentes, como la morfi-
na, es mucho menor, entre el 20% y el 50%. Las barreras incluyen
estrictos requisitos de COFEPRIS para almacenamiento, bajo
porcentaje de médicos conrecetarios especiales (1.9%) y falta de
capacitacion en prescripcion de opioides en atencion prima-
ria. Enlas dreasrurales, la disponibilidad de estos medicamen-
tos es atin mas escasa o inexistente, con estimaciones de acceso
entreel 0%y el10%. El desabasto de opioides, documentado des-
de 2019, afecta principalmente alas poblaciones ruralesy alos
pacientesen CP.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

®©000

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En México, el acceso a opioides, especialmente ala morfina
oral deliberaciéninmediata, ha sido limitado enlos tiltimos
anos debido a un desabasto significativo, que afectatantoa
lasinstituciones de salud como a las farmacias que manejan
medicamentos controlados. La morfinaliquida haestado
fuera del mercado durante varios afos, yaunquelas tabletas
sehanreabastecido recientemente, la disponibilidad sigue
siendoinsuficiente. Este desabasto se debe principalmente
aproblemasde producciénydistribucion, afectando tanto
azonas urbanascomorurales. En dreasrurales,dondeel
acceso es aun mas limitado, los pacientes deben viajarlargas
distancias para obtener estos medicamentos. Enlas zonas
urbanas, como la Ciudad de México, los profesionales dela
salud se han visto obligados arecurrir a alternativas comola
buprenorfinay el fentanilo, que no siempre son adecuados.
Diversos estudios destacan la desigualdad geograficay
socioecondmica en el acceso a opioides.
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Educacion y Formacion

INFORMES DE PAISES

@ México

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

27112

17/112

N/D

N/D

1))
1))

En México, el 24% de las facultades de medicinaincluyen CP
como asignatura obligatoria en sus planes de estudio, con uni-
versidades comola UNAM, la Universidad Auténoma de Gua-
dalajaraylaUniversidad Auténoma de Chihuahua destacando
en este aspecto. Estaformacion, que cubre el manejo del dolor
yelapoyo a pacientes con enfermedades crénicas o terminales,
seimparte enlos tiltimos semestres del programay combina
teoria con practica clinica. Ademads, el 15% de las facultades de
medicina ofrece CP como asignatura optativa. Algunas univer-
sidades que ofrecen esta opcién sonla Benemérita Universidad
Auténoma de PueblaylaUniversidad Auténoma de Baja Cali-
fornia. En cuanto alas facultades de enfermeria, la proporciéon
deinstituciones que imparten CP de manera obligatoria u opta-
tivano estd claramente definida, aunque algunas universida-
des, comola UNAM, ofrecen cursos optativos, principalmente
en programas de postgrado.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O00®

Lamedicina paliati-
va es una especiali-
dad o subespeciali-
dad (u otradenomi-
nacion equivalente)
reconocida por las

autoridades nacio-

nales competentes.

México haavanzado significativamente enla formacién
especializada en medicina paliativa a través de varios programas
deposgrado. Estosincluyen programas de Alta Especialidad,
que ofrecen formacién de un aflo paramédicos especialistas, con

opciones tanto para anestesidlogos como paraotras especialidades,

otorgando diplomas universitarios. También existe un programa
de CP Pediatricos de unaio, que seimparte en dos sedes y otorga
diploma universitario. A partir de 2025, se introducird un programa
de Especializacion de Entrada Directa de tres afios, reconocido por
1aUNAM, que otorgard un grado de especialidad médica con cédula
federal. Ademas, se ofrecen dos programas de subespecialidad de
dosafios para anestesidlogos, con cédula federal, proporcionados
porlaUniversidad de Guadalajarayla Universidad de Guanajuato.
Finalmente, seaprobé en 2023 1a Primera Especialidad Pediatrica
en CP.consedeenJalisco.
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Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

00RO

Prestacion gene-
ralizada: Existe en
muchas partes del
pais, pero con algu-
nas lagunas.

O0G®O

Enunnumerocre-
ciente de hospitales
publicos.

OO0

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

En México, los CP han avanzado, pero sudistribucion es
desigual. Existen mas de 120 equipos de CP, principalmente en
areas urbanas como Ciudad de México, Jaliscoy Guanajuato.
En 2022, sereportaron 208 servicios, delos cuales solo 19 oper-
anen el primer nivel de atencién. La mayoria delos servicios
estan en hospitales de tercer nivel, dejando alas zonasrurales
conacceso limitado. Los hospices independientes son escasos
ymayormente privados, sin legislacion nacional que los reg-
ule. Ademads, la atencién domiciliaria especializada es insufici-
ente, con solo 19 equipos en el primer nivel de atencién. Aunque
sehanlogrado avances, persisten brechas significativasenla
cobertura geogréficayladisponibilidad de servicios, especial-
mente en dreasrurales.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33
MEXICO
1 2 3 4 5
Bocrborobooo boooa oo oo oo boeoc beo b |
TASA MINIMA TASAMAXIMA
ENLAREGION ENLA REGION

< SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

O®00

Prestacion aislada:
Existe, pero sélo
enalgunas zonas
geogréficas.

260

CPP
EQUIPOS

En México, la cobertura de CP pediatricos ha mejorado, pero
sigue siendo limitada y concentrada en ciertas areas. Segtin el
Atlas Latinoamericano de Cuidados Paliativos (2020), existen
seis equipos de atencion pediatrica, y el Consejo de Salubridad
General (2022) documentd 21 equipos exclusivamente pedié-
tricos. Un estudio de Ramos-Guerrero (2021) identific6 26 equi-
pos, seis de ellos mixtos. A pesar de estos avances, 25 delos 32
estados del pais aiin carecen de servicios de atenciéon pedidtrica
especializadaen CP.
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@ Nicaragua @ Nicaragua

Personas y comunidades

Politicas

Ind1

Existencia de grupos
dedicados a promover
los derechos de los
pacientes que necesitan
CP, de sus cuidadores

y de los supervivientes
alaenfermedad.

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones
civiles, de pacientes, de

®©O00O

Sélo existe una
actividad puntual.

EnlaRepublicade Nicaraguano existe una organizacién dedica-
daexclusivamente alos CP. Sin embargo, grupos de profesionales
yasociaciones de padres con nifios en estado crénico generany
difundeninformacién sobre el tema. Ademas, dos organizacio-
nes contribuyen indirectamente ala promocién de los derechos
depacientes paliativosy sus familias. La Asociacion de Ayuda
Médicaa Centroamérica (AMCA),la cualimpulsa el desarrollo
delasalud en Centroaméricay el Caribe mediante cooperacion
internacional, mejorando condiciones socialesy educativasy
promoviendo proyectos de energia renovable articulados con
sistemas de salud publicay comunidadeslocales. Por otrolado,
Movicancer,una ONG, que se enfoca enlaluchacontrael cincer
através de estrategias de prevencion, atenciényeducacion. Su
labor promueve el empoderamiento de pacientes, con perspecti-

Politicas

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

©O00O

No existe.

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios

O00®

Los cuidados

Nicaragua cuenta con una normativa que establecelos
lineamientos parala organizacion delos servicios de CPylas
medidas terapéuticas para el manejo sintomético en pacientes

familiares o voluntarios vade género, para el cuidado activo de su salud antes, durantey paralacobertura paliativos se en faseterminal. La Ley No. 423, Ley General de Salud, hace
focalizados enlos CP: Si después del tratamiento. sanitaria universal en incluyenenlalista referenciaalos CP en el Numeral 5del Articulo 7 el Numeral 2
laatencién primariadel de prestaciones del Articulo 8y el Articulo 51, 1os cuales destacan laimportancia

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas

®O00

No existe politica

En Nicaraguano existe un marco regulatorio especificoni una
politicanacional que establezca directrices sobrela planifica-
cién de decisiones médicas anticipadas. No se hanidentificado

Sistema Nacional de
Salud.

sanitarias de
atencion primaria
delaley general
de sanidad.

delaatencionintegral ylamejoradelacalidad devidadelos
pacientes. Ademas, el Decreto No. 001-2003, que reglamenta
laLeyNo.423,aborda este temaenlos Numerales 4y 19 del
Articulo19, asicomo enlos Articulos 217y 218. Asimismo, la Ley
No.290, queregulalaorganizaciony competencia del Poder
Ejecutivo, también forma parte del marco juridico que respalda

o planificaciéon comparti- nidirectriz documentos oficiales que respalden esta practica. Sin embargo, laprovisiéon de CP en el pais.
dadedecisiones? nacional sobre en 2024 se encuentra en proceso de revision la normativa esta-

planificacion blecida en2010y2020, con el objetivo de modificary ampliar el

de decisiones concepto de decisiones médicas planificadas. Dentro de la nor-

anticipadas. mativa pediatricade 2020, se incluyen recomendaciones sobre

latoma de decisiones compartidaylaadecuacion del esfuerzo
terapéutico, orientadas a garantizar una atencién centradaenel
pacienteysuentorno.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

3.2.El plan nacional

de CP (o programao
estrategia o legislacion)
esindependiente.

O®00

Desarrollado hace
mas de 5 arios.

®O000O

No existe.

En Nicaragua, los CP estan regulados por protocolos asistencia-
les para adultos (2010) y niflos (2020). Sin embargo, no existe un
plan, programa, politica o estrategia nacional con un marco de
aplicacién definido. Estos protocolos carecen de mecanismos
de evaluacion, autoridad especificay presupuesto asignado.
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Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

5.2.Laautoridad
nacional de coordinacion

000@,

No existe entidad
de coordinacion.

®©000O

dispone de autoridad, No tiene autori-

presupuestoy personal dad orecursos

adecuados. adecuados (pre-
supuesto, perso-
nal, etc.)

En Nicaragua, el Ministerio de Salud (MINSA) es la entidad res-
ponsable dela gestiéon delos cuidados paliativos a nivel nacio-
nal. Sin embargo, no cuenta con autoridad ni recursos especifi-
cos destinados exclusivamente alos CP.

ATLAS DE CUIDADOS PALIATIVOS DE LAS AMERICAS 2025

305




Medicinas

INFORMES DE PAISES

@ Nicaragua

— Existencia de congresos,
eventos oreuniones
cientificas a nivel

O®00

Solo se celebran

En Nicaragua, el MINSA impulsa la sensibilizacién sobre CP a
través de eventos cientificos. Anualmente, los congresos médi-
cosincluyen esta tematica, y desde hace siete afios, en octubre,

nacional relacionadas conferencias o se celebrala ‘Semana de Sensibilizaciéon delos CP”. Durante esta

especificamente con CP. reuniones cien- actividad, se recorren hospitales a nivel nacional parainformar
tificas esporadi- y capacitar al personal médicoy de enfermeria en temas como
cos o no periodi- manejo del dolor oncolégico, duelo, nutricion, psicologiay cui-
cosrelacionados dados pediatricos. Estainiciativa, que adoptaellogodela ALCP,
con los cuidados busca fortalecerla concienciay formacion en esta area dentro
paliativos. del sistema de salud.

— Investigacion sobre CP En Nicaragua, no se hanidentificado articulos revisados por

en el pais estimada por
articulos publicados

©®000

Escaso o muy

pares sobre CP escritos por autores nacionales. En 2019, se llevo
acabounajornada cientifica dedicada exclusivamente a esta

revisados por pares. bajo: Indicaun tematica, con la participacion de varios hospitalesy centros de
numero minimo salud, perono se harepetido desde entonces.
oinexistente de
articulos publica-
dos sobre el tema
enese pais.
Ind8 CI:)
Consumo anual Consumo promediode
notificado de opioides opioides, en dosis diarias
(excluidala metadona). definidas parafines

estadisticos (S-DDD)
por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION

CONSUMO PROMEDIO

ENLAREGION

1313

NICARAGUA
o 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
Lo b booc oo oo oo oo v bl
18178

CONSUMOMiN”\/IO CONSUMOMAX”\AO
ENLAREGION ENLAREGION
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Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

©O00O

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En Nicaragua, los analgésicos convencionales de nivel 1y 2
estan disponibles para el manejo del dolor. Sin embargo, la mor-
finayotros opioides solo se encuentran en hospitales centrales
denivel 3deatencion.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

®©000

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En Nicaragua,lamorfinayotros opioides solo estan disponibles
enlos hospitales centrales de nivel IIl de atencién.

ATLAS DE CUIDADOS PALIATIVOS DE LAS AMERICAS 2025

307




Educacion y Formacion

INFORMES DE PAISES

@ Nicaragua

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

0/5

1/5

0/6

0/6

1))
1))

En Nicaragua, hay cinco facultades de medicina, pero solo una
universidad, la Universidad Nacional Auténoma de Nicaragua
(UNAN-Leo6n), ofrece una asignatura optativa sobre CP enel
cuartoafiodelacarrera. En cuanto alaformacién en enferme-
ria, ninguna delas seis universidades que imparten esta carrera
incluye CP como asignatura, ni de forma obligatoria ni optativa.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

OO0

No existe un proce-
sode especializa-
cién paramédicos
de cuidados paliati-
VoS, pero si otro tipo
detitulos de forma-
cion profesional sin
reconocimiento ofi-
cial y nacional.

En Nicaraguano existe una especialidad médica en CP.
Sinembargo, hace dos afios sellevé a cabo un diplomado
multidisciplinario en esta drea, dirigido a médicos generalesy
especialistas, asi como a personal de enfermeria, psicologiay
trabajo social.
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Prestacion de CP/ Servicios especializados

INFORMES DE PAISES

@ Nicaragua

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

O®0O0

Prestacion aislada:

Existe, peroséloen
algunas zonas geo-
gréficas.

O®00

Enalgunas partes
del pais.

@000

No existen.

O®00

Enalgunas partes
del pais.

Nicaragua cuenta con un Centro Nacional de CP paraadultosy
pacientes pedidtricos, donde se atienden pacientes de todo el
paisyse coordinan derivaciones a suslugares de origen, garan-
tizando seguimientoy atencion continua. Ademas, en el sector
publico, se brinda atenciéon paliativa domiciliaria a través de
este centro. En el &mbito privado, al menos tres hospitales ofre-
cen CP adomicilio.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33
NICARAGUA

?H‘\\HW‘HH‘H\\Z‘HH‘HHTHH‘HHA‘\H\‘HHT
o)

[ 213 ]

TASA MINIMA TASA MAXIMA
ENLAREGION ENLA REGION

€ SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.1. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2. Namero de
servicios con dedicacion
exclusivaen CP
pediatricos.

O®00

Prestacion aislada:
Existe, perosélo
enalgunas zonas
geogréficas.

l

CPP
EQUIPOS

En Nicaragua, el Hospital Infantil Manuel de Jestis Rivera ‘La
Mascota’ en Managua es reconocido por su atencién especiali-
zadaen CPP, brindando asistenciaintegral a nifios con enferme-
dadesavanzadas.
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INFORMES DE PAISES

INFORMES DE PAISES
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Personas y comunidades

Politicas

INFORMES DE PAISES

@ Panama

Ind1

Existencia de grupos
dedicados a promover
los derechos de los

O00®

Fuerte presencia

En la Reptblica de Panam4, la Asociacion Panamena de Cuida-
dos Paliativos (APCP) defiende los derechos delos pacientesy
recientemente ofrecié mediacién al Ministerio de Salud (MIN-

Politicas

INFORMES DE PAISES

@ Panama

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

O00®

Los indicadores
para el monitoreoy
evaluacion del pro-

pacientes que necesitan nacional y SA),antelas crecientes necesidades en un contexto de recursos greso son aplica-
CP, de sus cuidadores subnacional de limitados. Organizaciones sin fines de lucro, con reconocimien- dos actualmente.
y de los supervivientes la defensade tointernacional, han colaborado en la consolidacion de los CP
alaenfermedad. los cuidados juntoala OMS. Ademas, el MINSA, la Caja de Seguro Social (CSS)

paliativosy ylos Patronatos han destacadolaimportanciadelacalidad de

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones
civiles, de pacientes, de

promocién delos
derechosdelos
pacientes.

vidamediantela Resolucién 866 del 12 de noviembre de 2021. La
Asociacion Hospes Pro-Cuidado Paliativo, fundada en 1992, es
unaorganizacién no gubernamental integrada por voluntarios,
como médicos, enfermerosy psicélogos, que brindan atencion
apacientesypromueven sus derechos.

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios

O00®

Los cuidados

EnPanama4, los CP estan incluidos como servicios prioritarios
dentro delacobertura sanitaria universal enlaatencion
primaria del Sistema Nacional de Salud. PNCP del MINSA

familiares o voluntarios paralacobertura paliativos se establece referencias al transito delos pacientes desdela

focalizados en los CP: Si sanitaria universal en incluyenenlalista atencion primaria hacia unidades especializadas, la formacion
laatencién primariadel de prestaciones del personal sanitarioyla atencién ambulatoriaen CP.La Ley
Sistema Nacional de sanitarias de 68 del 20 de noviembre de 2003, en su Capitulo V, articulo 23,

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas
o planificaciéon comparti-
dadedecisiones?

00O

Existen politicas
odirectrices
nacionales sobre
testamentos
vitales sobre
decisiones
anticipadas.

EnPanamad, las voluntades anticipadas estan contempladas
en el PNCP del MINSA, el capituloIV dela Ley 68 yla Resolu-
cién 866 de noviembre de 2021 sobre los derechos y deberes de
los pacientes. Estos marcos normativos establecen referencias
directasalaplanificacion de decisiones médicas enla etapa
finaldelavida.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia

O00®

Realizadoenlos

EIPNCP de Panamad, que reglamenta el CapituloVdelaLey 68
de 2003, fue establecido mediante la Resolucién 499 del 21 de
juniode 2010y formalmente publicado en 2011. Este programa

Salud.

atencion primaria
delaley general
de sanidad.

dispone que todas las unidades hospitalarias deben garantizar
medidas que prioricenla calidad de vida del paciente hasta

su fallecimiento, contando con unidades operativas de CP.
Asimismo, los centros de atencion primaria deben ofrecer CP
prolongados, asegurando el alivio del dolor yla mejor calidad
devida posible mediante la atencién del personal médico
disponible.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

O00®

Laentidadde
coordinaciénde
los cuidados palia-

EIPNCP de Panamad operabajolajurisdiccién dela Direccién
General de Salud Publicay el Departamento de Atencién Inte-
gralala Poblacién. Su Coordinador Técnico es responsable del
disefo, actualizacién, implementacion, difusiéon y evaluacion
del programa, en colaboracién con una Comision conforma-

nacional de CP. Ultimos 5afos y representd un avance significativo en la atencién sanitaria, pro- tivos estd bien daporla CSS,la Universidad de Panama, el Instituto Oncoldgi-

evaluado o audita- moviendolaatencion integral de pacientes con enfermedades definidaytiene co Nacional, el Hospital del Nifio, el Hospital Santo Tomasyla

do activamente. crénicas avanzadas o terminalesy fortaleciendo la capacita- unabuena estruc- Asociacién HOSPES Pro-Cuidado Paliativo. Aunque el progra-

cién de profesionales en distintos niveles de atencién. En 2021, tura (cientificay ma no cuenta con un presupuesto especifico, dispone de perso-

3.2.El plan nacional OOO@ fuerevisadoyactualizado mediantela Resolucion 866 del 12 de técnica). nal yautoridad suficiente bajo el respaldo del MINSA yla CSS,
de CP (o programao noviembre, reafirmando el compromiso con la mejora continua queintegranlos CP dentro de sus asignaciones presupuestarias
estrategia o legislacion) Existe unplan ylaatencion humanizada. Esta bajo lajurisdiccion dela Direc- 5.2.Laautoridad OO@O generales. La coordinacion técnica vincula a instancias nacio-
esindependiente. nacional indepen- cion General de Salud Publica, con un Coordinador Técnico res- nacional de coordinacion nalesyregionales parala supervision y asesoria técnica especia-

diente de cuidados ponsable de suimplementaciény supervision, en colaboracion dispone de autoridad, No tiene autori- lizada.

paliativos y/o existe coninstituciones comola CSSy el Instituto Oncolégico Nacio- presupuesto y personal dad orecursos

una ley/legislacion/ nal. Ademas, el programa incluye guias operativas con indica- adecuados. adecuados (pre-

decretos guberna- doresrecomendados porla ALCP para evaluar suimpacto. supuesto, perso-

mentales naciona- nal, etc.)

les sobre CP.
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Medicinas

INFORMES DE PAISES

@ Panama

— Existencia de congresos,
eventos oreuniones
cientificas a nivel

O0®O

Almenos uncon-

EnPanama4, los CP estan incluidos en congresosy eventos
cientificos nacionales. Enlos ultimos cuatro afnos, el Congreso
Nacional Cancer Panamé ha incorporado un médulo especifico

nacional relacionadas greso o confe- sobre el tema, organizado por entidades oncoldgicas clave. Ade-

especificamente con CP. rencia de cuida- mas, serealizan simposiosy seminarios especializados, como el
dos no paliati- seminario anual sobre Sustancias Controladas, impulsado por
vos (cancer, VIH, 1aCSS, el Colegio Médico, el MINSA yla Universidad de Pana-
enfermedades m4, con miras a establecer un programa de educacién perma-
croénicas, etc.) nente. La APCP organiza simposios anuales enla capitalyenla
que regularmen- Regioén de Azuero, ademads de mantener un programa mensual
tecuenteconuna dedocencia. Desde 2015,1a CSS desarrolla un programa docente
seccion sobre nacional en CP incluyendo tres seminarios obligatorios parala
cuidados palia- formacién de nuevos equipos especializados.
tivos,cada1-2
afios.

— Investigacion sobre CP Aungque no se hanidentificado articulos revisados por pares

en el pais estimada por
articulos publicados

®000

Escaso o muy

sobre CP de autores panameifos que cumplan conlos criterios
preestablecidos, existen contribuciones en diversasinvestiga-

estadisticos (S-DDD)

revisados por pares. bajo: Indicaun cionesypublicaciones. Ademads, profesionales de Panama han
ndmero minimo participado activamente en congresos nacionales e internacio-
oinexistente de nales, presentando trabajos en formato de poster.
articulos publica-
dos sobre el tema
enese pais.
Ind8 CI:)
Consumo anual Consumo promediode
notificado de opioides opioides, en dosis diarias
(excluidala metadona). definidas parafines

por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION

CONSUMO PROMEDIO

ENLAREGION
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Medicinas

INFORMES DE PAISES

@ Panama

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

O00®

Muy bueno: entre
70%-100%.

O®00

Poco:entre10% a
30%.

EnPanama4, existen 15 centros regionales de atencién prima-
riay secundaria, 10 urbanosy5rurales. Lanormativa nacional
exige que todoslos centros de primery segundo nivel cuenten
con medicamentos basicos no opioides para su funcionamien-
to.Sin embargo, una entidad urbanay cuatro rurales afiliadas
carecen deregencia paraalmacenar opioides. Enlaregién urba-
nade Panamad Este, el Hospital Irma de Lourdes Tzanetatos dis-
pone de especialistas, facilitando la dispensacién de opioides
en coordinacién con centros de salud. Este manejo conjunto
permite quelos pacientes obtengan medicamentos no opioides
enlaRegion de Salud ylos opioides en hospitales de referencia.
ApesardelalLey14de2016ysureglamentacion, seidentifican
restricciones enla prescripcion de opioides porinterpretacion
delistados oficiales, lo que impactala disponibilidad en aten-
cién primaria, areas ruralesy servicios domiciliarios. Fuentes
oficiales detallanla clasificacién y distribucion de estos medi-
camentos.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

O00®

Muy bueno: entre
70%-100%.

O®00

Poco:entre10% a
30%.

EnPanamad, los 15 centros regionales de atencion primaria
ysecundaria deben contar con medicamentos no opioides
parasufuncionamiento. Sin embargo, unaentidad urbanay
cuatrorurales afiliadas carecen de regencia para almacenar
opioides. Enlaregién urbana de Panama Este, el Hospital Irma
de Lourdes Tzanetatos cuenta con especialistas, permitiendo
ladispensacién de opioides en coordinacién conlos centros de
salud. Elmanejo conjunto entre hospitales y centros de salud
facilita quelos pacientes obtengan medicamentos no opioides
enlaRegion de Salud ylos opioides en hospitales de referencia.
AunquelaLey14 de 2016 regula suacceso, lainterpretaciéon
delistados oficiales harestringidola prescripciony
disponibilidad de opioides, afectandola atencion primaria,
rural ydomiciliaria. Fuentes oficiales detallan la clasificaciéony
distribucion de estos medicamentos.
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Educacion y Formacion

INFORMES DE PAISES

@ Panama

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

1/6

/6

/7

1))
1))

EnPanama4, laensefianza de CP en pregrado eslimitada. De

las seis facultades de medicina, solola Universidad de Panama
incluye este contenido con seis horas distribuidas en los tlti-
mos dos semestres y unarotacién clinica en oncologia. Algunas
universidades, comola Universidad de Panamad, Columbusy
Chiriqui, ofrecen talleres optativos sobre el tema. En enferme-
ria, solola Universidad de Panamad incorpora cuidados palia-
tivos en su curriculo obligatorio. A nivel de posgrado, espe-
cialidades como Anestesiologia, Medicina Familiar, Geriatria,
Neumologia, Medicina Hospitalista y Oncologia requieren
rotaciones en CP. Ademas, los pediatras deben manejar casos
en conjunto con esta disciplina. Destacan también iniciativas
como laasignatura ‘Saber Cuidar’ dela escueladel Trabajoyla
Terceraedad dela Universidad de Panam4, dirigida al cuidado
de poblacién vulnerable. En 2013, el Ministerio de Salud yla Uni-
versidad de Panamad crearon una Guia Curricular docente para
integrarlos CP enlos programas de ciencias de la salud.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O®00

No existe un proce-
sode especializa-
cién paramédicos
de cuidados paliati-
VoS, pero si otro tipo
detitulos de forma-
cion profesional sin
reconocimiento ofi-
cial y nacional.

La APCPinici6 hace12 afios el proceso para el reconocimiento
delos CP como especialidad médica. En 2019, se aprobd el
Programa Unico de Residencia Universitaria en Ciencias
Clinicas con especializacion en Medicina Paliativa. Sin
embargo, suimplementacién requiere la habilitacion previa

de médicos con experiencia enla practica de CP, algunos con
mas de 20 anos de trayectoria. Actualmente, el proceso esta
pendiente delaregulacion por parte dela Facultad de Medicina
delaUniversidad de Panamad, que debe establecer los requisitos
parasufinalizacién.
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Prestacion de CP/ Servicios especializados

INFORMES DE PAISES

@ Panama

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

00O

Prestacion gene-
ralizada: Existe en
muchas partes del
pais, pero con algu-
nas lagunas.

OO0

Enalgunas partes
del pais.

®O000

No existen.

O®00

Enalgunas partes
del pais.

Los servicios de CP estan presentes en el sector publico (ION,
CSS, MINSA) y privado (Vitae Health) en provincias como Pana-
ma, Guna Yala, Herrera, Chiriquiy Veraguas. Estos servicios
atienden al 75% de los casos complejos mediante manejo con-
juntoyreferencias. En dreas aisladas, los equipos basicos brin-
dan apoyo remoto especializado. El Instituto Oncolégico Nacio-
nalyel Complejo Hospitalario Dr. Arnulfo Arias Madrid cuentan
con unidades especializadas con camas exclusivas. No existen
hospices, pero hay albergues para pacientes cronicos y ancia-
nos, como el Hogar San José. Los CP hospitalarios son brinda-
dos porespecialistas, mientras que laatencién domiciliaria
eslimitadaydepende de recursos disponibles. E170% del pais
tiene visitas domiciliarias a través del MINSA y CSS, con apoyo
telemédicoy el programa SADI para atencién alacronicidad en
casa. Ademas, existen grupos privados como HOSPES, PalCare,
HOPEyCHOP que brindan atencién paliativa a domicilio.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA ]
ENLAREGION PANAMA

0,33 @
o] 1 2 3 4 5
orocborobooo boooa oo oo b boeoc oo b |

o) [ 223

TASA MINIMA TASA MAXIMA
ENLAREGION ENLA REGION

< SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

O®00

Prestacion aislada:
Existe, pero sélo
enalgunas zonas
geogréficas.

3

CPP
EQUIPOS

Actualmente, los CPP y neonatales se ofrecen en tres centros
especializados: el Hospital del Nifio, el Hospital José Domin-
gode Obaldiay el Hospital Pediatrico de Alta Complejidad de

la Ciudad dela Salud (anteriormente HEPOTH). Estos hospita-
les proporcionan atencion integral a pacientes pediatricos con
enfermedades cronicas o en etapa terminal. Existen diversas
iniciativas educativasy de investigacion enfocadas enla pedia-
tria, destacando el programa “El Valor dela Huella”. A pesar dela
limitada distribucién geografica delos servicios de CP pediatri-
cos en Panamé, estos cuentan con un sistema en desarrollo que
esmedidoyevaluado anualmente. Se realiza un control detalla-
doyreporte delospacientes atendidos durante el afio, asegu-
rando un monitoreo continuo delaatencién brindada.
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Personas y comunidades

Politicas

INFORMES DE PAISES

@ Paraguay

Ind1

Existencia de grupos
dedicados a promover
los derechos de los
pacientes que necesitan
CP, de sus cuidadores

y de los supervivientes
alaenfermedad.

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones

civiles, de pacientes, de

familiares o voluntarios

focalizados en los CP: Si

O00®

Fuerte presencia
nacionaly
subnacional de
la defensade

los cuidados
paliativosy
promocién delos
derechosdelos
pacientes.

EnlaRepublica de Paraguay, el desarrollo delos cuidados palia-
tivos (CP) cuenta con el impulso de diversas organizaciones.

La Asociacion Paraguaya de Medicinay Cuidados Paliativos
(APMyCP) agrupa a profesionales del reay coordina comités
detrabajo en cabildeo, educacion continua e investigaciéon. Asi-
mismo, laSociedad Paraguaya de Cancerologia incluye un capi-
tulo especifico dedicado a CP. Recientemente, se ha creadola
Sociedad Paraguaya de Medicina Paliativay Soporte, que retine
ameédicos especialistas en esta drea. Ademas, existen organiza-
ciones como la Fundacién San Rafael, que gestiona una clinica
especializada en CP, yla Fundacién RENACI, dedicadaalaaten-
cién de pacientes pedidtricos con cancer, donde se estd desarro-
Ilando el primer centro de bienestar enfocado en CP pediatricos.
También destacan asociaciones de pacientes con enfermeda-
desoncoldgicasy crénicas, como la Fundacién Unidos Contra
el Cancery ASOLEU, que apoyan iniciativas relacionadas con el
cancer infantil y promueven el acceso a cuidados integrales.

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas
o planificaciéon comparti-
dadedecisiones?

®O00O

No existe politica
nidirectriz
nacional sobre
planificacién

de decisiones
anticipadas.

Aunque Paraguay cuenta con una normativa especifica sobre
CP (Ley N.°7340, promulgada el 11 de octubre de 2024), el texto
legal noincluye disposiciones sobrelas voluntades anticipadas.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

3.2.El plan nacional

de CP (o programao
estrategia o legislacion)
esindependiente.

OO0G®O

Realizadoen los

ultimos 5 afos, pero
no evaluado o audi-

tado activamente.

O00®

Existe unplan
nacional indepen-
diente de cuidados
paliativos y/o existe
una ley/legislacion/
decretos guberna-
mentales naciona-
les sobre CP.

Paraguay ha avanzado en laregulacién delos CP conlareci-
ente aprobacién del PNCP 2024-2030, formalizado mediante
laResolucién S.G. N°644/2024 del Ministerio de Salud Publi-
cay Bienestar Social. Esta estrategia busca consolidar unared
nacional de servicios paliativos yreducir brechasenlaaten-
cién, bajo un enfoque humanizado que respete ladignidad,
creenciasy culturadelospacientes. Ademas, en 2024 se pro-
mulgédlaLey N.°7340 CP. reforzando el marco normativo en este
ambito. Previamente,la Ley N.° 6266 de Atencién Integral alas
Personas con Cancer yareconocia en suarticulo1los CP como
un derecho delos pacientes oncolégicos, sentandolas bases
parasu posterior desarrollo dentro del sistema de salud.
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Politicas

INFORMES DE PAISES

@ Paraguay

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

©O00O

No existe.

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios
paralacobertura
sanitaria universal en
laatencién primariadel
Sistema Nacional de
Salud.

OO0G®O

Incluidosenla
lista esencial

de servicios
reconocidos por
undecretooley
gubernamental
peronoenla

ley general de
sanidad.

LaLeyN.°6266 de Atencion Integral alas Personas con Cancer
establece quelos CP deben garantizarse alos pacientes
oncoldgicos. Ademads, larecientemente aprobada Ley N.°
7340, ain no implementada, amplia esta cobertura a personas
con enfermedades avanzadasy créonicas. Esta normativa
garantiza el acceso a CP desde el diagnéstico hasta el final
delavida, incluyendo el acompafiamiento familiar (articulo
12), en cualquier nivel de atencion, instalacion de salud o en

el domicilio. El articulo 5 de estaley establece la garantia de
prestaciéonintegral, asegurandola atencién paliativaatoda
lapoblacion dentro del Sistema Nacional de Salud, segin los
recursos disponibles. También especifica que estos servicios
deben prestarse en hospitalesy en el hogar, promoviendo

un enfoqueintegral de atencién en el marco dela capacidad
estatal.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

5.2.Laautoridad
nacional de coordinaciéon
dispone de autoridad,
presupuestoy personal
adecuados.

O00®

Laentidadde
coordinaciénde
los cuidados palia-
tivos estd bien
definidaytiene
unabuena estruc-
tura(cientificay
técnica).

O®00

No hay presu-
puesto, y el perso-
nal o laautoridad
seenfrentana
carencias criticas.

Paraguay cuenta con una persona encargada dela coordinacion
del PNCP segtin el borrador 2024-2030. Esta designaciéon busca
fortalecerlaimplementacion y desarrollo de estrategias nacio-
nales para garantizar el acceso a cuidados paliativos en el pais.
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Medicinas

INFORMES DE PAISES

@ Paraguay

— Existencia de congresos,
eventos oreuniones
cientificas a nivel
nacional relacionadas

O00®

Al menos un con-
greso nacional

La APMyCP organiza congresos bienales con la participacion
de expertosnacionales e internacionales. Entre los eventos
mas relevantes se encuentran los realizados en 2018, 2020, 2021
y2022,1os cuales han tenido amplia cobertura en medios de

especificamente con CP. dedicado espe- comunicacion.
cificamente alos
cuidados paliati-
vos cada 3 afos.
— Investigacion sobre CP Se hanidentificado pocas publicaciones sobre CP en revis-

en el pais estimada por
articulos publicados

©®000

Escaso o muy

tasindexadas provenientes de Paraguay; sin embargo, exis-
ten algunos articulos relevantes, como “Acceso universal delos

estadisticos (S-DDD)

revisados por pares. bajo: Indicaun cuidados paliativos: derecho universal a no sufrir. Anélisis des-
numero minimo delavisién bioéticay de derechos humanos”y “How to advance
oinexistente de palliative care research in South America? Findings from a Del-
articulos publica- phistudy”. El pais también cuenta con un Manual de Cuidados
dossobreeltema Paliativos para el primer nivel de atencion (segunda edicion), y
enese pais. varios profesionales paraguayos han contribuido ainiciativas
regionales de investigacion, como el Atlas de Cuidados Palia-
tivos en Latinoameérica, en sus distintas ediciones. Entre ellos
destacala Dra. Miriam Riveros Rios, con al menos 15 publica-
cionesrelacionadas con CP.
Ind8 CI:)
Consumo anual Consumo promediode
notificado de opioides opioides, en dosis diarias
(excluidala metadona). definidas parafines

por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION
CONSUMO PROMEDIO
ENLAREGION
1313
PARAGUAY
o 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
Lo b booc oo oo oo oo v bl
18178
CONSUMOMiN”\/IO CONSUMOMAX”\AO
ENLAREGION ENLAREGION
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INFORMES DE PAISES

@ Paraguay

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

©O00O

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En Paraguay, los niveles de atencién primariay secundaria,
tanto urbanos como rurales, no cuentan con dispensarios de
opioides, restringiendo su acceso a centros especializados. En
el primer nivel de atencién, estan disponibles paracetamol, aci-
doacetilsalicilico, metoclopramida, dexametasona, diazepam
ymidazolam. Sin embargo, opioides como morfina, fentanilo
e hidromorfona, asi como amitriptilina, fluoxetinay ondanse-
trén, solo se encuentran en hospitales. La codeina es el inico
opioide accesible en atencion primaria, perola metadonano
esta disponible en ningtin nivel. Ademéas, medicamentos esen-
ciales como butilbromuro de hioscina, lactulosayloperamida
no estanincluidos enla oferta del primer nivel de atencion.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

©O000O

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En Paraguay, la morfina en comprimidos fue introducida
recientemente, anteriormente solo existian preparaciones
magistrales para via oral. Sin embargo, no esta disponible
endispensarios ruralesy solo se encuentra en hospitales
especializados. Segtn lalista de medicamentos esenciales
del Gobierno de Paraguay, en los niveles de atencién primaria
ysecundaria no hay disponibilidad de opioides, excepto
lacodeina. Medicamentos como fentanilo, hidromorfona,
amitriptilinay ondansetrén estdn disponibles inicamente en
hospitales. Otros farmacos como butilbromuro de hioscina,
lactulosayloperamida no se encuentran en el primer nivel de
atencion.
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Educacion y Formacion

INFORMES DE PAISES

@ Paraguay

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

0/44

0/44

1/48

N/D
/48

1))
1))

En Paraguay, delas 56 universidades registradas en el Conse-

jo Superior de Educacion, ninguna ofrece CP como asignatura
obligatoria en medicina. Sin embargo, la Universidad Centro
Médico Bautistaincluye practicas en CP dentro de Geriatria,
aunque atn no estd formalmente establecida. Algunas universi-
dades hanimpartido médulos o cursos de posgrado en CP.como
laUniversidad Privada del Este - Sede Asuncién, la Universidad
Privada del Pacifico - Sede Asunciényla Universidad Nacional
de Asuncion. Ademas, se han presentado proyectos académicos
enlaUniversidad Privada Maria Auxiliadorayla Universidad
Centro Médico Bautista. En enfermeria, la Universidad del Nor-
te (UNINORTE) incorporalaasignatura “Enfermeriaen CP” en
el cuarto afio de suplan de estudios.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O00®

Lamedicina paliati-
va es una especiali-
dad o subespeciali-
dad (u otradenomi-
nacion equivalente)
reconocida por las

autoridades nacio-

nales competentes.

En Paraguay, lamedicina paliativa estd reconocida como una
especialidad médica derivada, lo que implica que requiere la
finalizacion previa de una especialidad primaria. El pais cuenta
condos programas de posgrado en medicina paliativa: uno
como subespecialidad y otro inicialmente interdisciplinario,
luego restringido solo para médicos, atin pendiente de
resolucion oficial. Ademas, el Instituto Nacional del Cancer
ofreceresidencias en diversas areas, incluidala medicina
paliativa, fortaleciendola formacién de especialistas en este
campo.
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INFORMES DE PAISES

@ Paraguay

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

O®00

Prestacion aislada:

Existe, peroséloen
algunas zonas geo-
gréficas.

OO0

Enalgunas partes
del pais.

OO0

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

Paraguay cuenta con cinco servicios especializados en CP, en su
mayoria equipos de soporte hospitalario. Ademas, dispone de
un hospice reconocido en el PNCP 2024-2030. Entre estos servi-
cios se encuentrala Clinica Divina Providencia, con presencia
entresciudades, el Instituto Nacional del Cancery el Hospital
de Clinicas dela Universidad Nacional de Asuncién, que actual-
mente forma parte del departamento de oncologia, pero tiene
un proyecto para convertirse en un departamento indepen-
diente que atienda tanto a pacientes con cancer, como con otras
patologias no oncolégicas. También se incluyen los servicios de
CPen el Instituto de Prevision Social (IPS) en Asunciény Ciu-
dad del Este. Adicionalmente, un grupo reducido de profesiona-
lesindependientes, no superiora 15, ofrece atencion paliativa de
manera privada. Actualmente, existe un programa hospitalario
enfasededesarrollo.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33
PARAGUAY
1 2 3 4 5
ooccborobooo oo oo oo b boecc beo b |

[ 213 ]

TASA MAXIMA
ENLA REGION

TASA MINIMA
ENLAREGION

< SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

@000

Enel paisno

existen programas
especializadosen
cuidados paliativos
0 éstos son minimos.

1

CPP
EQUIPOS

En octubre de 2024 se fundé en Paraguay el primer equipo de

CP pediatricos dedicado a nifilos con cancer, como resultado de
lacolaboracién entre la Fundacién ReNACIyla Fundacién Sde
Sanofi, en el marco del proyecto ‘Modelo de atencién en cuidados
paliativos pedidtricos para nifios con cincer en Paraguay’. Esta
iniciativa se desarroll6 en el Hospital de Clinicas dela Universi-
dad Nacional de Asunciény se alinea con los objetivos del PNCP
2024-2030. Ademas de promover laatencion paliativa pediatri-
ca, el plan enfatizalaformacion de profesionales paraatender
lasnecesidades especificas de esta poblacién. Como parte delos
aportes dela APMyCP se destacala construccién en cursode un
centrodebienestar paranifios con cancerylaimplementacién de
atenciones portelemedicina a través dela plataforma ‘TELENEC.
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INFORMES DE PAISES INFORMES DE PAISES

@ Peru @ Peru

Personas y comunidades

Politicas

Ind1 wn 3.3. Existen mecanismos O@OO
8 parasupervisary

Existencia de grupos OQO@ Enla Reptblica del Pert, diversas asociaciones, tanto profesio- = evaluar los progresos, Existen mecanis-

dedicados a promover nales como civiles, promueven los derechos de los pacientes en % con objetivos medibles. mos para super-

los derechos de los Fuerte presencia CP Entrelas asociaciones profesionales se encuentran la Aso- o visary evaluar los

pacientes que necesitan nacional y ciacién Peruanade CP (APCP), la Asociacién Peruana de Enfer- progresos con

CP, de sus cuidadores subnacional de meras en CP,yla Asociacién Médica Peruana de CP entre otras. objetivos claros,

y de los supervivientes la defensade Estas organizaciones estin comprometidas con la formacién peroaunnose han

alaenfermedad. los cuidados ylapromociéndelaatencién paliativa en el pais. A nivel civil, puesto en practica.
paliativosy destacan organizaciones como Esperantra, que lucha porla

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones

promocién delos
derechosdelos
pacientes.

igualdad deaccesoatratamientosycuidados de calidad, y Casa
Khuyana, que trabaja en el primer hospice pediatrico de Peru.
También se encuentran asociaciones como ALINEN y MAGIA,
enfocadas en pacientes con cancery enfermedadesraras.

Ind4

Los servicios de CP se
incluyenenlalistade

OO0G®O

En Perd, aunque no existe unaley general de sanidad que
incluyalos CP como prioridad en la cobertura sanitaria

civiles, de pacientes, de servicios prioritarios Incluidosenla universal, si estdn contemplados en otras normativas clave.
familiares o voluntarios paralacobertura lista esencial La Ley Nacional del Cancer (2021) establece que la Politica
focalizados en los CP: No sanitaria universal en de servicios Nacional de Lucha contra el Cancer incluye los CP como uno

laatencién primariadel
Sistema Nacional de

reconocidos por
undecretooley

delosejes fundamentales dela atencion integral oncolégica.
Ademas, la Directiva Administrativa N°242 (2017) del MINSA

Salud. gubernamental incorporalos CP enla Cartera de Atencion de Salud paralos
Ind2 peronoenla establecimientos de primer nivel de atencién, cubriendo
ley general de promocién, prevencion, recuperacion, rehabilitaciony CP. Sin
¢Existe una politicao @ O Q O En Perd, no existe una politica nacional especifica sobre volunta- sanidad. embargo, no existen mecanismos establecidos para controlar el

directriz nacional sobre
voluntades anticipadas

No existe politica

desanticipadas o planificacién anticipada. En 2023, se presenté
el “Proyecto deley que regula el testamento vital, sobre trata-

o planificaciéon comparti- nidirectriz mientos médicos en pacientes con enfermedades terminales y/o
dadedecisiones? nacional sobre cronicasvegetativasirreversibles” ante el Congreso dela Repu-
planificacién blica, pero no obtuvo mayor trascendencia ni fue aprobado.
de decisiones
anticipadas.

Ind3

acceso aestos servicios de salud en el pais.

Ind5

5.1. éExiste una autoridad
nacional de coordinacion

OO0G®O

En Perq, laimplementacién, monitoreoyevaluacién del PNCP
(2021-2023) estd a cargo dela Direccién General de Intervencio-

3.1. Actualmente existe OO@O Peru cuenta con el “Documento Técnico del Plan Nacional de delos CPdentrodel Laentidadde nes Estratégicas en Salud Publica del MINSA. La supervision
un plan, programa, CP para Pacientes Oncoldgicos y No Oncoldgicos 2021-2023”, Gobierno o del Ministerio coordinacion tie- sedivide entrela Direccion de Prevenciony Control del Cancer
politica o estrategia Realizadoen los aprobado enjulio de 2021y con vigencia hasta 2023. Este plan de Salud? neunaestructura para pacientes oncolégicos ylaDireccion de Enfermedades No
nacional de CP. ultimos 5 afos, pero fue desarrollado por una comisién sectorial temporal del Minis- incompleta (falta Transmisibles para pacientes no oncolédgicos. Aunque el desa-
no evaluado o audi- terio de Salud (MINSA) e involucré a profesionales de la salud, una seccion cienti- rrollo delos CP para pacientes oncolégicos haavanzado gra-

tado activamente. ONGs yrepresentantes del Ministerio, perono incluyé a comu- ficaotécnica). cias al Plan Nacional de Cuidados Integrales del Cancer (2020-
nidades nipacientes. A pesar de sus objetivos yla existencia de 2024), que incluye actividades de promocién, diagnésticoy CP,
3.2.El plan nacional OO@O unamatriz deindicadores paraevaluar su progreso, el plan no laimplementacion subnacional de estos servicios sigue siendo
de CP (o programao logré unaimplementacién efectiva. Actualmente, el MINSA tra- limitada. Ademaés, no se han definido mecanismos claros para
estrategia o legislacion) Existe unaseccion baja en un nuevo plan, enfocado en mejorarla prestacionyla 5.2.Laautoridad OO@O comprometeralas poblaciones vulnerables, aunque se recono-

esindependiente.

dedicadaalos cui-

integracion delos cuidados paliativos en el sistema de salud.

nacional de coordinacion

dados paliativos en dispone de autoridad, No tiene autori-
otro plan nacional, presupuesto y personal dad orecursos
como el del cancer, adecuados. adecuados (pre-
las enfermedades supuesto, perso-
no transmisibles nal, etc.).
(ENT)oel VIH.
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celanecesidad de asegurar suaccesoalos CP, segiinlaIAHPC.
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Medicinas

INFORMES DE PAISES

@ Peru

— Existencia de congresos,
eventos oreuniones
cientificas a nivel
nacional relacionadas
especificamente con CP.

O00®

Al menos un con-
greso nacional
dedicado espe-
cificamente alos
cuidados paliati-
vos cada 3 afos.

Cadaano, serealiza al menos un congreso sobre CP en Perd,
siendola ASCPla organizadora principal. En 2024, se celebré

el VIII Congreso Internacional y XI Congreso Nacional de CP

y Dolor, titulado “Cuidados Paliativos: Desafio y Oportunida-
des”. Ademas, sellevan a cabo diversas actividades académi-
cas como cursos, conferencias, talleresy charlas, tanto a nivel
nacional como internacional, organizadas por diversas institu-
ciones publicasy privadas. Entre los organizadores destacados
seencuentran el Instituto Nacional de Salud del Nifio San Bor-
ja, el Instituto Nacional de Enfermedades Neoplasicas (INEN),
los Institutos Regionales de Enfermedades Neoplésicas (IREN),
ESSALUD através de su Programa de Atencién Domiciliaria
(PADOMI), el Hospital Nacional Cayetano Heredia, entre otros.

— Investigacion sobre CP
en el pais estimada por
articulos publicados

©®000

Escaso o muy

Entre enero de 2019y mayo de 2024, se encontraron 12 publi-
caciones especificas sobre CP en Perd, consultando bases de
datos como PubMed, CINHAL, Web of Science, Scieloy Lilacs.

estadisticos (S-DDD)

revisados por pares. bajo: Indicaun Elimpulso de programas de maestrias en CP, como el dela
numero minimo UNMSM, que exigen tesis publicadas en revistasindexadas,
oinexistente de ha contribuido al aumento de estas publicaciones. También
articulos publica- sedestaca el trabajo de algunas instituciones en el desarrollo
dossobreeltema de guias de practica clinica, protocolos y documentos técnic-
enese pais. os que promueven lainclusiény estandarizaciéon enla atencién
de CP.Entre estasinstituciones se encuentran el Programade
Atencién Domiciliaria (PADOMI) de EsSalud y el programade
Cuidados Continuos de Auna.
Ind8 CI:)
Consumo anual Consumo promediode
notificado de opioides opioides, en dosis diarias
(excluidala metadona). definidas parafines

por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION

CONSUMO PROMEDIO

ENLAREGION

1313
PERU
o 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
Lo b booc oo oo oo oo v bl

18178

CONSUMOMiN”\/IO CONSUMOMAX”\AO
ENLAREGION ENLAREGION
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Medicinas

INFORMES DE PAISES

@ Peru

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

©O00O

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En Perti, menos del 10% de los centros de atencién primaria
cuentan con medicacién parael dolory CP.No se dispone de
informacién detallada sobrela distribucién de estos medica-
mentos en zonas rurales y urbanas, pero los consultores coinci-
denen queladisponibilidad es muy baja en ambas areas. Segin
laResolucién Ministerial de marzo 2024, se aprobé un listado de
medicamentos esenciales, con algunas actualizaciones en agos-
to queincluyen farmacos recomendados porla OMS, pero fen-
tanilo transdérmico, hidromorfona, metadona, morfinaliquida
oral, hioscina, cyclizina, docusato de sodio y senna estdn ausen-
tes. No existe documentacion especifica que analice la distribu-
cién de estos medicamentos en las distintas dreas del pais.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

©O000O

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En Perq, dentro dela Listade Medicamentos Esenciales
actualizada en agosto de 2024, se encuentra disponible
lamorfinadeliberacioninmediata en presentacion oral,

pero solo en forma de tabletas. En cuanto ala distribucién

de medicamentos en el primer nivel de atencién, no hay
documentacion que detallelas diferencias especificas entre
las zonas rurales y urbanas. Sin embargo, los consultores
coinciden en que ladisponibilidad de medicamentos en ambas
areas es muy baja.
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Educacion y Formacion

INFORMES DE PAISES

@ Peru

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

2/42

2/42

4/54

4/54

1))
1))

Segun la plataforma TUNI:PE de la Superintendencia Nacional
de Educacion Superior Universitaria (SUNEDU), en Pert exis-
ten 42 facultades de medicina y 54 de enfermeria. En medicina,
solo dos facultades incluyen CP como asignatura obligatoria: la
Universidad San Martin de Porresyla Universidad Privada San
Juan Bautista. Otras dos la ofrecen como optativa:la Universi-
dad Nacional Mayor de San Marcosyla Universidad Privada
Antenor Orrego. La Universidad Peruana Cayetano Herediano
la contempla en su curriculo, pero mantiene rotaciones electi-
vas en cuidados paliativos desde la pandemia. En enfermeria,
cuatro facultadesincluyenla asignatura como obligatoria:la
Universidad César Vallejo, la Universidad Nacional del Centro
del Pert, la Universidad Autonoma del Pert yla Universidad
Peruanade Ciencias Aplicadas. Ademads, cuatro la ofrecen como
optativa: la Universidad Peruana Union, la Universidad San
Pedro, la Universidad Nacional Pedro Ruiz Gallo yla Universi-
dad Norbert Wiener.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O0G®O

No existe un proce-
sode especializa-
cién paralos médi-
cos de cuidados
paliativos, pero si
otrotipodetitulos
conreconocimiento
oficial.

En Per, no existe un proceso de especializacion formal en
medicina paliativa para médicos, aunque si se reconocen otros
tipos detitulos relacionados con CP.Segtin la Ley Universitaria
N°30220,la especializacion debe proporcionar conocimientos
especificos dela profesion y debe contar con un minimo de

165 créditos, pero ninguna facultad de medicina ofrece una
especializacion en medicina paliativa. Sin embargo, si existen
especializaciones en otras dreas de la salud, como la Segunda
Especializacion en Cuidados Paliativos para enfermeria,
ofrecida porla Universidad Auténomadel Perd, yla Segunda
Especialidad Profesional en Nutricién Paliativa para
nutricionistas, brindada porla UNMSM. En el &mbito de los
posgrados, se destacan las siguientes maestriasy diplomados:
Maestrias en Cuidados Paliativos y Manejo del Dolor (UNMSM)
yMaestria en Medicina Paliativa (UNCH).
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Prestacion de CP/ Servicios especializados

INFORMES DE PAISES

@ Peru

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

O®00

Prestacion aislada:

Existe, peroséloen
algunas zonas geo-
gréficas.

OO0

Enalgunas partes
del pais.

OO0

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

En Per, laprestacién de servicios de CP eslimitaday concen-
trada en zonas urbanas, principalmente en Lima, sin cobertu-
raespecifica en areas rurales. Existen 29 equipos especializa-
dos de CR distribuidos en Lima (3), Junin, Arequipa, La Libertad
y Cusco. De estos, 3 son pedidtricos, 1 atiende a adultos ynifios,
y 24 son solo paraadultos. Laatencién se brinda en hospitales
(15), domicilios (11) y hospices (2). Los equipos incluyen médi-
cos, enfermerosy psicélogos, con algunos incorporando asis-
tentes sociales, consejeros espirituales y voluntarios. La pande-
miade COVID-19impacto severamente estas unidades, redu-
ciendo recursosy desintegrando algunos equipos, de los cuales
varios no se han recuperado completamente. Aunque la canti-
dad de unidades estd en crecimiento, atin hay brechas significa-
tivas enla disponibilidad yacceso a CP, especialmente fuera de
la capital yen zonas rurales.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33
PERU
008 1 2 3 4 5
ooccborobooo oo oo oo b boecc beo b |
TASA MINIMA TASAMAXIMA
ENLAREGION ENLA REGION

< SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

O®00

Prestacion aislada:
Existe, perosélo
enalgunas zonas
geogréficas.

4

CPP
EQUIPOS

En Per(, existen cuatro programas especializados CP pedié-
tricos, concentrados en dreas especificas. Tres de ellos brin-

dan atencién hospitalaria:la Unidad Funcional de CP Pediatri-
cosdel Instituto Nacional de Salud del Nifio (Brefia), el Servi-
ciode Terapia del Dolory CP del Instituto Nacional de Salud del
Nifio (San Borja) yla Unidad Funcional de Medicina Paliativa
del INEN, que también atiende a nifios. Ademas, se proyectala
apertura del primer hospice pediétrico, Casa Khuyana, en Cusco
paraagostode 2025. A pesar de estos avances, la cobertura sigue
siendolimitada, con unadistribucién geograficarestringiday
sin servicios disponibles en la mayoria de regiones del pais.
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Personas y comunidades

Politicas

INFORMES DE PAISES

@ RepublicaDominicana

Ind1

Existencia de grupos
dedicados a promover
los derechos de los
pacientes que necesitan
CP, de sus cuidadores

y de los supervivientes
alaenfermedad.

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones

civiles, de pacientes, de

familiares o voluntarios

focalizados en los CP: Si

O00®

Fuerte presencia
nacionaly
subnacional de
la defensade

los cuidados
paliativosy
promocién delos
derechosdelos
pacientes.

EnlaRepublica Dominicana existen dos asociaciones dedica-
das a promoverlos derechos delos pacientes que requieren CP.
La Asociacion Dominicana parael Estudioy Tratamiento del
Dolory Cuidados Paliativos (ADETDYCP), activa desde 2011y
presidida porla Dra. Bethania Martinez Del Villar, realiza labo-
res de formacion y sensibilizacion. En 2024 se constituyo la
Sociedad Dominicana de Cuidados Paliativos y Manejo Inter-
vencionista del Dolor Crénico (DOMICUIDA), que esta presidi-
daporlaDra.Doris Sdnchezy que tiene una misién cientificay
educativa orientada alainvestigacién, laformacién continuay
lamejoradel cuidado del dolorydel final dela vida.

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas
o planificaciéon comparti-
dadedecisiones?

®O00O

No existe politica
nidirectriz
nacional sobre
planificacién

de decisiones
anticipadas.

EnlaReptblica Dominicana, no existe una directriz nacional
establecida para decisiones anticipadas. Enlasunidades de cui-
dadosintensivos,al momento delingreso del paciente, se pro-
porciona documentacién que se enfoca principalmente enla
ordendenoreanimaciényenlosconsentimientosinformados
paralosdiversos procedimientos médicos que podrian ser nece-
sarios durante la hospitalizacion.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

3.2.El plan nacional

de CP (o programao
estrategia o legislacion)
esindependiente.

®©O000

No existe.

000)@,

No existe un plan
nacional de cui-
dados paliativos
niindependiente,
niincluido en otro
plan nacional.

EnlaRepublica Dominicana, no existe un programa o plan
nacional de CP. ni de maneraindependiente niintegrado en otro
plande salud. No se ha establecido un marco normativo parala
aplicacién de estos cuidados, a pesar de los esfuerzos impulsa-
dos por ADETDYCP. En 2021, la Comisién Especial de Salud del
Senado solicité al Sistema Nacional de Salud (SNS) la apertura
deunidadesde CP en hospitales, solicitud disponible en la pagi-
naoficial dela Comisién. Ademas, se present6 un anteproyec-
todeleyanterepresentantes del Ministerio de Salud Publica, el
Congreso Nacional, la Defensoria del Puebloy el Colegio Médico
Dominicano (CMD) con el objetivo de garantizar el acceso efec-
tivoa CPymanejo del dolor por personal capacitado en enfer-
medades crénicas; sin embargo, no prosperé. Previamente, en
2015, seredacté un plan nacional que fue llevado al Congreso,
pero no obtuvo aprobacion.
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Politicas

INFORMES DE PAISES

@ RepublicaDominicana

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

®O000O

No existe.

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios
paralacobertura
sanitaria universal en
laatencién primariadel
Sistema Nacional de
Salud.

000@,

No estan
incluidos.

Enel SNSdelaRepublica Dominicana, aunque se dispone de
medicamentos utilizados en CP, estos no estan incorporados
como un servicio dentro delaatencién primaria.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

5.2.Laautoridad
nacional de coordinaciéon
dispone de autoridad,
presupuestoy personal
adecuados.

000@,

No existe entidad
de coordinacion.

000@,

No tiene autori-
dad orecursos
adecuados (pre-
supuesto, perso-
nal, etc.).

EnlaRepublica Dominicana, el Ministerio de Salud Publica no
coordinadirectamentelos CP.No obstante, el SNS cuenta con un
departamento encargado de enfermedades crénicas.

ATLAS DE CUIDADOS PALIATIVOS DE LAS AMERICAS 2025

337




Medicinas

INFORMES DE PAISES

@ RepublicaDominicana

— Existencia de congresos,
eventos oreuniones
cientificas a nivel

O®00

Solo se celebran

EnlaRepublica Dominicana, se hanllevado a cabo diversos
congresos, conferencias y reuniones cientificas sobre CP. Ade-
mas, estos forman parte del programa académico en congresos

nacional relacionadas conferenciaso de oncologia, geriatriay anestesiologia. En 2018, el pais fue sede

especificamente con CP. reuniones cien- del 3er Congreso Centroamericanoy del Caribe de Dolory CP.
tificas esporadi- Asimismo, se han organizado jornadas exclusivas sobre el tema
cos o no periodi- en 2020, en 2022 en Samand, en 2023 en Santo Domingo, Las
cosrelacionados Terrenasy Nagua,yen 2024 en el Colegio Médico Dominicano
con los cuidados (por ADETDYCP). Para el afo 2025, estd programada una jorna-
paliativos. dacentroamericanade CP.

— Investigacion sobre CP Lacantidad de articulos de investigacion sobre CP publicados

en el pais estimada por
articulos publicados

©®000

Escaso o muy

por autores nacionales y revisados por pares es limitada. No
obstante, existen estudios en el dmbito delos CP pedidtricos,

estadisticos (S-DDD)

revisados por pares. bajo: Indicaun asicomo trabajos presentados como tesis de grado. Ademas, se
numero minimo hanllevadoa cabo colaboracionesinternacionales en la publi-
oinexistente de caciondearticulosdeinterés en esta area.
articulos publica-
dos sobre el tema
enese pais.
Ind8 CI:)
Consumo anual Consumo promediode
notificado de opioides opioides, en dosis diarias
(excluidala metadona). definidas parafines

por millén de habitantes

pordia. S-DDD POR MILLON HAB/DIA
PAIS VS REGION
CONSUMO PROMEDIO
ENLAREGION
1313
REPUBLICA
DOMINICANA
0 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
Lo b booc oo oo oo oo v bl
18178
CONSUMOMiNIMO CONSUMOMAXIMO
ENLAREGION ENLAREGION
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Medicinas

INFORMES DE PAISES

@ RepublicaDominicana

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

00RO

Bueno: entre 30%
a70%.

O®00

Poco:entre10% a
30%.

Segun el Programa de Medicamentos Esenciales y Central de
Apoyo Logistico(PROMESE/CAL), enla Republica Dominicana
existe disponibilidad y un marco legal para el acceso a medica-
mentos esenciales en CP. Ellistado oficial incluye Tramadol y
Nalbufina, ademas de AINEs como Diclofenac, Ibuprofenoy
Paracetamol, disponibles en centros de primery segundo nivel.
Los opioides menores, como Tramadol 50 mgy Nalbufina10 mg,
estan accesibles en estos niveles, mientras que la Codeina com-
binada con Paracetamol y Diclofenac se comercializalibremen-
teenjarabeytabletas. Los opioides mayores solo estan disponi-
bles en centros de alta complejidad, con seis en Santo Domingo
ytres en Santiago. Tanto estos como el Tramadol requieren un
permiso de control de drogas para su uso.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

©O000O

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

Seguin el PROMESE/CALno hay disponibilidad de opioides
fuertes enlos centros de atencion primaria, La Direccién
Nacional de Control de Drogas (DNCD) reporta que 379
centros sanitarios en el pais utilizan morfina en ampollas para
usointerno, mientras que solo 9 establecimientoslatienen
disponible para su venta.
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Educacion y Formacion

INFORMES DE PAISES

@ RepublicaDominicana

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

O/M

2/11

O/M

1/11

1))
1))

EnlaRepuiblica Dominicana, ningunadelas 11 facultadesde
medicinaimparte unaasignatura obligatoria e independiente
de CP.No obstante, dos universidades incluyen contenidos en
asignaturas optativas:la Pontificia Universidad Catdlica Madre
yMaestra, através dela asignatura de Algologia, yla Univer-
sidad Catdlica Nordestana, enla asignatura de Medicina del
Dolor. De manera similar, enlas 11 facultades de enfermeria del
pais, no existen asignaturas obligatorias de CP. Sin embargo, la
Universidad Abierta para Adultos ofrece una asignatura optati-
vade Medicina Paliativa.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O00®

Lamedicina paliati-
va es una especiali-
dad o subespeciali-
dad (u otradenomi-
nacion equivalente)
reconocida por las

autoridades nacio-

nales competentes.

El1dejuliode 2024 seinaugurdé enla Reptiblica Dominicana
laespecialidad de Medicina Paliativay Clinica del Dolor.
Ademas, enlos dos principales hospitales oncolégicos del pais,
el Instituto Nacional del CAncer Rosa Emilia Sdnchez Pérez de
Tavares (INCART) y el Instituto Oncoldgico Dr. Heriberto Pieter
(IOHP), ambos ubicados en Santo Domingo, se habilitaron tres
plazas paraespecialistas en esta drea. Estas plazas cuentan con
elaval del Ministerio de Educacién Superior por un periodo de
tresanos.
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Prestacion de CP/ Servicios especializados

INFORMES DE PAISES

@ RepublicaDominicana

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

O®00

Prestacion aislada:

Existe, peroséloen
algunas zonas geo-
gréficas.

OO0

Enalgunas partes
del pais.

OO0

Enalgunas partes
del pais.

O®00

Enalgunas partes
del pais.

Ladistribucion delos CP enla Reptiblica Dominicana se con-
centraen Santo Domingo, Santiago y Las Terrenas, es decir, en
zonas urbanas, sin extension ala atencién primaria. Los pacien-
teshospitalizados reciben CP en distintos centros ptblicosy
privados, principalmente en dreas urbanas. Ademads, algunos
meédicos ofrecen este servicio de manera privada, en conjun-

to con empresas que brindan atencién domiciliariay paliativa.
El pais cuenta con un total de 48 servicios o programas espe-
cializados en CP, incluyendo un hospice y servicios pedidtricos,
algunosdelos cuales son privadosy estan distribuidos en dis-
tintasregiones.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

0,33

REPUBLICA
DOMINICANA

o] 1 2 3 4 5
oo borobooo boooa oo oo oo boeoc beo b |

o) [ 223

TASA MINIMA TASA MAXIMA
ENLAREGION ENLA REGION

€ SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

O®00

Prestacion aislada:
Existe, perosélo
enalgunas zonas
geogréficas.

4

CPP
EQUIPOS

EnlaRepuiblica Dominicana seidentificaron cuatro servicios de
CPP ubicados en Santo Domingoy Santiago. El Hospital Infantil
Robert Reid Cabral, el Instituto Nacional del CAncer Rosa Emi-
lia Sanchez Pérez de Tavares (INCART)y el Hospital Pediatri-

co Arturo Grullén brindan atencién ambulatoria y hospitalaria
paranifnos. Porotrolado, el IOHP cuenta con un servicio dirigi-
doaadultos, perotambién atiende a pacientes pedidtricos en su
Clinica de Dolor. Esimportante sefialar que casi cualquier servi-
ciode CP para adultos, proporciona también atencion a nifios.
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INFORMES DE PAISES INFORMES DE PAISES

@ Uruguay

Educacionyformacion

URUGUAY
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Personas y comunidades

Politicas

INFORMES DE PAISES

@ Uruguay

Ind1

Existencia de grupos
dedicados a promover
los derechos de los
pacientes que necesitan
CP, de sus cuidadores

y de los supervivientes
alaenfermedad.

11 Asociaciones de
profesionales de CP
alaenfermedad:Si

1.2 Asociaciones

civiles, de pacientes, de

familiares o voluntarios

focalizados en los CP: Si

O00®

Fuerte presencia
nacionaly
subnacional de
la defensade

los cuidados
paliativosy
promocién delos
derechosdelos
pacientes.

EnlaRepublica Oriental de Uruguay, multiples actores ptuiblicos
yprivados, anivel nacional ydepartamental, participanenla
defensa delos derechos delos pacientes. Entrelos organismos
estatales destacanlaJunta Nacional de Salud, que coordina el
Seguro Nacional de Salud con el Banco de Prevision Social, ylos
Consejos Consultivos y Asesores, establecidos por el Decreto N°
269/008 paramejorarla calidad de atencién. La Administracién
de Servicios de Salud del Estado (ASSE), principal prestador
estatal, incorporarepresentacién de usuariosy trabajadores en
sugobernanza. Enlasociedad civil,1a Alianza de Pacientes Uru-
guayyel Movimiento Nacional de Usuarios dela Salud traba-
jan por unamejor calidad asistencial y diagnésticos participa-
tivos. La Sociedad Uruguaya de Medicinay Cuidados Paliativos
(SUMCP) impulsalegislaciéon enla materia, mientras quelas
Comunidades Compasivas promueven enfoques integradores
desdelasociedad civil, junto al Colegio Médico del Uruguay.

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas
o planificaciéon comparti-
dadedecisiones?

O00®

Existe una politica
nacional sobre
planificacién
compartida

de decisiones
anticipadas.

En Uruguay,la Ley N°18.473, vigente desde 2009, regula la volun-
tad anticipada en tratamientos médicos terminales, permitien-
doalaspersonasdecidir sobre su cuidado mientras conserven
capacidad mental. El Ministerio de Salud Publica (MSP) la defi-
ne como unadecision librey meditada para aceptar orechazar
intervenciones, garantizandola dignidad del paciente. La Ley N°
20.179de 2023 reafirma este derechoy fomenta comunicacion
honestayplanificacién anticipada. Pese a sureglamentacion

en 2013, suimplementacion eslimitada, vinculada a formacién
meédicayrespetode derechos. El formulario oficial es gratuito,
aunque también bastala manifestacién verbal registrada.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

3.2.El plan nacional

de CP (o programao
estrategia o legislacion)
esindependiente.

O00®

Realizadoenlos
Ultimos 5afos y
evaluado o audita-
do activamente.

O00®

Existe unplan
nacional indepen-
diente de cuidados
paliativos y/o existe
una ley/legislacion/
decretos guberna-
mentales naciona-
les sobre CP.

Uruguay cuenta con un PNCP desde 2013, con una Guia de Bue-
nas Practicas para suimplementacién. Su objetivo es garan-
tizarla cobertura universal delos CP en todaslas etapasdela
viday patologiasindicadas, mejorandola calidad, integralidad
ycontinuidad dela atencién, yreduciendo desigualdades. Esun
plannacionalindependiente, respaldado porla Ley N°20.179,
actualmente en proceso de reglamentacién. Contempla un con-
juntointegral deintervencionesde calidad y ha contado con
amplia participacién. Suversion final ha sido publicada y dis-
tribuida, con orientaciones validadas por altos funcionarios de
salud. Dispone de una unidad de gestién plenamente operativa,
encargada de implementar el plan, y cuenta con mecanismos de
seguimientoyevaluacién de progresos con objetivos medibles.
Ademas, describe en detalle planes, procesosy sistemas para
atender alas poblaciones clave afectadasy enriesgo.
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Politicas

INFORMES DE PAISES

@ Uruguay

3.3.Existen mecanismos
parasupervisary
evaluar los progresos,
con objetivos medibles.

O00®

Existen mecanis-
mos para super-
visary evaluar los
progresos con
objetivos claros,
peroaunno se han
puesto en practica.

Ind4

Los servicios de CP se
incluyenenlalistade
servicios prioritarios
paralacobertura
sanitaria universal en
laatencién primariadel
Sistema Nacional de
Salud.

O00®

Los cuidados
paliativos se
incluyenenlalista
de prestaciones
sanitarias de
atencion primaria
delaley general
de sanidad.

Los CP estan formalmente incluidos en la atencién en salud
mediantelaLey N°18.211de 2007 yla Ley N°18.335de 2008,
queregulan el Sistema Nacional Integrado de Salud (SNIS) y
los derechos delos usuarios. Ademas, forman parte del Anexo
IIdel Decreto N°465/008 (2008), que establece modalidades

de atenciéon como internacion, domiciliaria o ambulatoria. En
2008, el Plan Integral de Atencién ala Salud (PIAS) catalogd los
servicios a ofrecer, mientras que en 2013 el MSP implementé
lapoliticanacional de CP.La Ley N°20.179 reconoce el derecho
universal arecibir CP para personas con enfermedades graves
yavanzadas. Asimismo, todoslos prestadores del SNIS deben
ofrecer estos servicios sin discriminacién. Elaccesoalos
cuidados se supervisa mediante auditorias realizadas por el
Programa de Cuidados Paliativos ola Divisién Fiscalizacion del
MSP.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

5.2.Laautoridad
nacional de coordinaciéon
dispone de autoridad,
presupuestoy personal
adecuados.

O00®

Laentidadde
coordinaciénde
los cuidados palia-
tivos estd bien
definidaytiene
una buena estruc-
tura(cientificay
técnica).

O00®

Tiene autoridad,
presupuestoy
personal adecua-
dos.

EIMSP de Uruguay, a través de las Areas y Programas de Salud,
promuevey protege la salud mediante politicas sanitarias. La
coordinacion del PNCP al momento de elaboracién de este
documento estd a cargo de Adriana Della Valley Ana Maria
Nufiez. Sus objetivos incluyen garantizar el derechoa CP de
calidad paratodoslos uruguayos, independientemente de su
edad, patologia o ubicacion, ylaimplementacién de una Leyde
CPR aprobadaen 2023y en proceso de reglamentacion. Ademas,
buscan promover la colaboracién ptblico-privada, incorporar
lamateriade CPenlacurriculadelos estudiantes de salud, sen-
sibilizar a autoridadesy profesionales, implementar equipos de
CPentodoel pais,y fomentarla formacion profesional y el tra-
bajoenred.
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INFORMES DE PAISES INFORMES DE PAISES

@ Uruguay @ Uruguay

Medicinas

— Existencia de congresos,
eventos oreuniones
cientificas a nivel
nacional relacionadas

O00®

Al menos un con-
greso nacional

La SUMCP en su Articulo 2°, tiene como objetivo organizar
jornadas, congresosy seminarios nacionales e internaciona-
les sobre CP. Desde 2015, se han realizado congresos naciona-
les cada dos afios, con teméticas como “Cuidando al pacientey

Medicinas

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y

O00®

Muy bueno: entre
70%-100%.

En Uruguay, la atencién en salud se organiza a través del SNIS,
que abarcatanto el sector ptblico, mediante la ASSE, el Hos-
pital de Clinicas, unidades de las Fuerzas Armadas, Policia, y
atencion primaria municipal, como el sector privado, a través de

especificamente con CP. dedicado espe- lafamilia” (2015), “Cuidados paliativos para todos, un desafio 2) endreas urbanas que Instituciones de Asistencia Médica Colectiva (IAMC) y seguros
cificamente alos posible” (2017)y “Atencion Paliativa: Derechoy Responsabili- disponen de medicacion privados. El Formulario Terapéutico de Medicamentos (FTM)
cuidados paliati- dad de Todos” (2019). El cuarto congreso, se llevé a cabo en mar- paraeldolorylos establecelalista de medicamentos esenciales, grupos farma-
vos cada 3 afios. z0de 2023, declarado de interés ministerial por los Ministerios cuidados paliativos colégicosy formulaciones nutricionales utilizadas porlos
de Salud Publicayde Educaciony Cultura. Ademas, se organi- segun la definicién prestadores de salud, siendo un listado obligatorio por el MSP.
z6 en Montevideo el Il Congreso de la Asociacion Latinoame- delaListade Modelo Ademads, la Ordenanza N°1.695/019, que regulalos lineamien-
ricana de Cuidados Paliativos y el VIII Curso Latinoamericano de Medicamentos tos paralaimplementaciény desarrollo de CP en el pais, incluye
de Medicinay CP. También es relevante la participaciéon de Uru- Esenciales de la OMS. unalista especificade medicamentos e insumos necesarios
guay en congresos internacionales. paralaatencion paliativa de pacientes complejos, asegurando
9.2. Porcentaje de OOO@ elaccesoaestos tratamientos. No se pudo determinar la propor-
centros sanitarios cién especifica paralas zonas ruralesy urbanas.
de atencién de baja Muy bueno: entre
complejidad (niveles1y 70%-100%.
— Investigacion sobre CP En Uruguay, se identificaron 14 publicaciones especificas sobre 2) endreasrurales que

en el pais estimada por
articulos publicados

OO0

Escaso o muy

CPentresbases de datosindexadas: PubMed (9 articulos), CIN-
HAL (4) y EmBase (1). Ademas, se encontraron 29 articulos en

disponen de medicacion
paraeldolorylos

revisados por pares. bajo: Indicaun revistaslatinoamericanas como Lilacs y Scielo. Varias revis- cuidados paliativos
numero minimo tas cientificasindexadas en Scielo, especialmente en ciencias segun la definicién
oinexistente de delasalud, publican investigaciones sobre cuidados paliativos, delaLista Modelo
articulos publica- como Anales dela Facultad de Medicina, Revista Médica del de Medicamentos
dos sobre eltema Uruguayy Revista Uruguaya de Medicina Interna. En cuanto Esenciales de la OMS).
enese pais. aliteratura gris, se documentaron 10 informes elaborados por
el Programa de CP del MSP, incluidos andlisis anuales sobre el
desarrollo delos CP en el pais, informes sobre el consumo de
opioidesy evaluaciones de cursos de capacitacién en CP. Ind10
10.1. Porcentaje de OOO@ Lamorfina oral deliberaciéninmediata, tanto en solucién
Ind 8 G:) establecimientos de como en comprimidos de accion rapida, estd incluidaen el FTM,
atencion primaria de Muy bueno: entre un listado obligatorio del MSP que garantiza su disponibilidad
Consumo anual Consumo promedio de salud en zonas urbanas 70%-100%. yacceso enlaatencién primaria para el tratamiento del dolor
notificado de opioides opioides, en dosis diarias que cuentan con morfina ylos CP. Ademads, la Ordenanza N°1.695/019, que regulala
(excluidala metadona). definidas parafines oral deliberacion implementacién de CP en Uruguay, establece unalistade
estadisticos (S-DDD) inmediata (liquida farmacos e insumos necesarios paralaatencion paliativa de

por millén de habitantes

oentabletas).

pacientes, tanto no complejos como complejosy altamente

pordia. S-DDD POR MILLON HAB/DIA complejos, enla que también se incluye la morfina. No se pudo
10.2. Porcentaje de OOO@ determinarlaproporcion especifica paralas zonasruralesy
PAISVS REGION estab!e’mml.ento.s de urbanas.
atencion primaria de Muy bueno: entre
CONSUMO PROMEDIO salud en zonas rurales 70%-100%.
ENLAREGION .
1313 que cuentan con morfina
URUGUAY oral deliberacion
inmediata (liquidaoen
0 2000 4000 6000 8000 10000 12000 14000 16000 18000 20000
‘ ‘ ‘ tabletas).
Lo oo oo bbb b bena Lo o |
CONSUMOMiNIMO CONSUMOMAXlMO
ENLAREGION ENLAREGION
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Educacion y Formacion

INFORMES DE PAISES

@ Uruguay

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

2/3

1/3

2/3

1/3

1))
1))

En Uruguay, existen tres facultades de medicina:la Universi-
dad delaRepublica (UdelaR), la Universidad Catélica, ambas

en Montevideo, yla Facultad de Medicina del CLAEH en Maldo-
nado. Dos de estas facultades incluyen un médulo obligatorio
de CP en suformacién basica. En 2021, UdelaR cre6 la Unidad
Académica de CP, un proyecto innovador de formacién interdis-
ciplinaria que involucra equipos de CP de adultos y nifios. En el
ambito delaenfermeria, también hay tres facultades: UdelaR,
laUniversidad Catélicayla Universidad dela Empresa, delas
cuales dosincluyen un médulo obligatorio de CP en su forma-
cién. Ademas, uninforme de 2021 destacé que 14 de 41 escuelas
de auxiliares de enfermeria ofrecen CP en el pregrado, yocho
ofrecen cursos de CP en el posgrado. A partir de agosto de 2023,
el curso de Auxiliar de Enfermeria incluy6 20 horas obligatorias
deCP.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O0G®O

No existe un proce-
sode especializa-
cién paralos médi-
cos de cuidados
paliativos, pero si
otrotipodetitulos
conreconocimiento
oficial.

En Uruguay, ninguna facultad de medicina otorga el titulo
de Especialista en CP paramédicos. Segin el Reglamento
delaEscuelade Graduados dela Facultad de Medicina,

las especializaciones buscan perfeccionar el dominio

en un area concreta mediante formacion con practicas
profesionales. Existen dos tipos: de insercién primaria, para
formar especialistas generalistas con al menos 3.300 horas
presenciales, y deinsercién secundaria, dirigidas a médicos
con especialidad previay minimo de 2.200 horas. También
se ofrecen Diplomas de profundizacion especifica para
meédicos, especialistas u otros profesionales universitarios,
con unaexigenciaminimade 900 horas, de las cuales 600
son presenciales. La UdelaR, a través de su Escuela de
Graduados, ofrece una Diplomatura en CP del Adultoy otra
interdisciplinaria en CP Pediatricos, sin ser especialidades.
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INFORMES DE PAISES

@ Uruguay

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

00O

Prestacion gene-
ralizada: Existe en
muchas partes del
pais, pero con algu-
nas lagunas.

O0EO

Enunnumerocre-
ciente de hospitales
publicos.

®O000

No existen.

00O

Enmuchas partes
del pais.

En Uruguay, ninguna facultad de medicina otorga el titulo de
Especialista en CP para médicos. Segtin el Reglamento dela
Escuelade Graduados dela Facultad de Medicina, las especia-
lizaciones buscan perfeccionar el dominio en un drea concreta
mediante formacién con practicas profesionales. Existen dos
tipos: deinsercién primaria, para formar especialistas gene-
ralistas con al menos 3.300 horas presenciales, y de insercién
secundaria, dirigidas a médicos con especialidad previay mini-
mode2.200 horas. También se ofrecen Diplomas de profundi-
zacién especifica para médicos, especialistas u otros profesio-
nales universitarios, con una exigencia minima de 900 horas, de
las cuales 600 son presenciales. La UdelaR, a través de su Escue-
lade Graduados, ofrece una Diplomatura en CP del Adultoy otra
interdisciplinaria en CP Pediatricos, sin ser especialidades.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.

TASAMEDIA
ENLAREGION

033 URUGUAY
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cocc e oo boooc oo booc b o been B
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TASA MINIMA TASA MAXIMA
ENLAREGION ENLA REGION
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< SERVICIOS
ESPECIALIZADOS
DE CUIDADOS
PALIATIVOS

Ind14

14.. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2.Numero de
servicios con dedicacion
exclusivaen CP
pediatricos.

O®00

Prestacion aislada:
Existe, pero sélo
enalgunas zonas
geogréficas.

17

CPP
EQUIPOS

En Uruguay existen 17 equipos especializados en CPPy 7 equi-
pos mixtos que atienden tanto a nifios como a adolescentes. El
Centro Hospitalario Pereira Rossell, en Montevideo, albergala
Unidad de Cuidados Paliativos Pedidtricos, que actiia como cen-
tro dereferenciaen el pais. Esta unidad ha sido clave en la for-
macioén del personal que trabaja en CPP. Ademas, como parte de
laUnidad Docente Asistencial (UDA) dela Facultad de Medici-
na, coordina cursos comola “Introduccién alos Cuidados Palia-
tivos Pediatricos” de 95 horas, dirigido a médicos pediatras, yla
Diplomatura de especializacion interdisciplinaria en CPP, que
capacita a médicos de familia, enfermeros, psicélogos, fisiotera-
peutas, trabajadores sociales, entre otros profesionales, con una
duracién de 900 horas.
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INFORMES DE PAISES INFORMES DE PAISES

@ Venezuela @ Venezuela

Personas y comunidades

Politicas

Ind1 wn 3.3. Existen mecanismos O@OO
8 parasupervisary

Existencia de grupos OO@O La Sociedad Venezolana de Medicina Paliativa (SOVEMEPAL), = evaluar los progresos, Existen mecanis-
dedicados a promover establecida en 2010 en Caracas, es la tinica organizacién en la 6 con objetivos medibles. mos para super-
los derechos de los Existencia Republica Bolivariana de Venezuela dedicada ala promociény o visary evaluar los
pacientes que necesitan de grupo(s) defensa delos CP, asi como al apoyo de pacientes y sus familias. progresos con
CP, de sus cuidadores que cubre(n) Sulabor se centra enla difusiény aplicacion de estos cuidados, objetivos claros,
y de los supervivientes los cuidados tanto en el primer nivel de atencién como en areas especiali- peroaunnose han
alaenfermedad. paliativos de forma zadas. No existen asociaciones civiles especificas que brinden puesto en practica.

mds integrada apoyo directo a pacientes, familiares o voluntarios en el dambito
11 Asociaciones de oenunagama delosCP.
profesionales de CP mas ampliade Ind4
alaenfermedad: Si enfermedades/

programas. Los servicios de CP se @OQO En Venezuela, los CP no estan explicitamente incluidos en el
1.2 Asociaciones incluyenenlalistade paquete basico de salud establecido porla Ley Organica del
civiles, de pacientes, de servicios prioritarios No estan Sistema Nacional de Salud de 1998, que menciona diversos
familiares o voluntarios paralacobertura incluidos. subsistemas sin hacer referencia especifica a estos cuidados ni

focalizados en los CP: No

Ind2

(Existe una politicao
directriz nacional sobre
voluntades anticipadas

®O00O

No existe politica

En Venezuela, no existe una normativa clara ni una politica espe-
cificaqueregulelaplanificacién compartida de decisiones o el
testamentovital. Laausencia de directrices legales y protocolos

o planificaciéon comparti- ni directriz en este ambito dificultalaimplementacién de un marco estruc-
dadedecisiones? nacional sobre turado paralatoma de decisiones sobrelaatenciénal final dela
planificacién vida, centradas enla autonomia del pacientey con un enfoque
de decisiones humanizado.
anticipadas.

Ind3

3.1. Actualmente existe
un plan, programa,
politica o estrategia
nacional de CP.

3.2.El plan nacional

de CP (o programao
estrategia o legislacion)
esindependiente.

O®00

Desarrollado hace
mas de 5 afos.

O0EO

Existe unaseccion
dedicadaalos cui-
dados paliativos en

En Venezuela, no existe una Ley Nacional de CP, aunque el
Ministerio de Salud incluye estos cuidados dentro del subpro-
grama de oncologia, bajo la Direccion Nacional de Oncologia.
Desde 1976, esta direccion ha trabajado enla planificaciény
promocién delaatencién oncolégica, incorporandolos CP en
este contexto. Sin embargo, dicho subprograma no es un plan
independiente, sino una seccién dentro dela oncologia. A pesar
deavances comolainclusién del Protocolo Nacionalde CPy

la definiciéon de mecanismos de supervision y evaluacién, su
implementacion efectiva sigue pendiente.

sanitaria universal en
laatencién primariadel
Sistema Nacional de
Salud.

alaatencional final delavida. Sin embargo, los CP se reconocen
dentro del Programa General de Cancer del Ministerio de Salud,
enel que seincluyen como un subprograma dela Direccién
Nacional de Oncologia.

Ind5

5.1. ¢Existe una autoridad
nacional de coordinacién
delos CPdentrodel
Gobierno o del Ministerio
de Salud?

5.2.Laautoridad
nacional de coordinacion
dispone de autoridad,

O®00

Laautoridad para
los cuidados palia-
tivos esta definida
perosoloanivel
politico, sin enti-
dad de coordina-
cion definida.

OO0

No hay presu-

otro plan nacional, presupuesto y personal puesto, y el perso-
como el del cancer, adecuados. nal olaautoridad
las enfermedades seenfrentana
notransmisibles carencias criticas.
(ENToel VIH.
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En Venezuela, aunque existe una autoridad politica encargada
delos CP.no se cuenta con unaentidad de coordinacién clara-
mente definida para su seguimiento e implementacion de politi-
casoestrategias nacionales. La Direccién Nacional de Oncolo-
giaeslaresponsable de estos cuidados, perono dispone de una
estructura especifica para coordinar su ejecucién a nivel nacio-
nal. Ademas, la Direccién carece de los recursos, personal y pre-
supuesto necesarios para cumplir de manera eficaz sus funcio-
nes.
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Medicinas

INFORMES DE PAISES

@ Venezuela

— Existencia de congresos,
eventos oreuniones
cientificas a nivel

O®00

Solo se celebran

Actualmente, las actividades sobre CP, como congresosy sim-
posios, serealizan de manera esporadica debido ala situacion
del pais. En 2016, se celebré el 1er Congreso Nacionalde CRy

nacional relacionadas conferenciaso en 2017 tuvo lugar el Congreso Nacional de Medicina Paliativa
especificamente con CP. reuniones cien- “Dra. Patricia Bonilla”. Ademads, en 2022, se presenté un médulo
tificas esporadi- de CP dentro del Congreso Nacional de Oncologia.
cos o no periodi-
cos relacionados
conlos cuidados
paliativos.
— Investigacion sobre CP En Venezuela, la cantidad de publicaciones revisadas por

en el pais estimada por
articulos publicados

©®000

Escaso o muy

pares sobre CP es muy baja o inexistente, debido alaescasez
de especialistas en medicina paliativa, asi como alas dificulta-

revisados por pares. bajo: Indicaun desimpuestas por el contexto politicoy social del pais. Estas
numero minimo condiciones, asi como la falta de recursos afectan la produccién
oinexistente de cientificaenel area.
articulos publica-
dos sobre el tema
enese pais.
Ind8 CI:)
Consumo anual Consumo promediode
notificado de opioides opioides, en dosis diarias
(excluidala metadona). definidas parafines

estadisticos (S-DDD)
por millén de habitantes

pordia. S-DDD PORMILLON HAB /DiA
PAIS VS REGION

CONSUMO PROMEDIO

ENLAREGION

1313

VENEZUELA
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Medicinas

INFORMES DE PAISES

@ Venezuela

Ind9

9.1. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreas urbanas que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaListade Modelo
de Medicamentos
Esenciales de laOMS.

9.2. Porcentaje de
centros sanitarios

de atencién de baja
complejidad (niveles1y
2) endreasrurales que
disponen de medicacion
paraeldolorylos
cuidados paliativos
segun la definicién
delaLista Modelo

de Medicamentos
Esenciales de laOMS).

©O00O

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

En Venezuela, ladisponibilidad de medicamentos esenciales
parael manejo del dolorylos CP en centros de atencion de baja
complejidad en dreas urbanas es extremadamente limitada.
Estoimplica que lamayoria delasunidades de CP noreciben
lacantidad minima de medicamentos esenciales establecidos
porla OMS. Segin datosdela SOVEMEPALyel Atlasde CPen
Latinoamérica (2020), en las zonas rurales del pais no existen
unidades de atenciéon de baja complejidad con servicios de CP ni
con una provision adecuada de medicamentos esenciales para
el dolor, conforme alos estdndares internacionales.

Ind10

10.1. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas urbanas
que cuentan con morfina
oral deliberacion
inmediata (liquida
oentabletas).

10.2. Porcentaje de
establecimientos de
atencion primaria de
salud en zonas rurales
que cuentan con morfina
oral deliberacion
inmediata (liquidaoen
tabletas).

©O000O

Muy poco:entre
0% a10%.

©O00O

Muy poco:entre
0% a10%.

Segun el Atlas de Cuidados Paliativos en Latinoamérica
(2020)ylaSOVEMEPAL, en Venezuela la disponibilidad de
morfinaoral deliberacién inmediata, tanto en tabletas como
en soluciénliquida, es practicamente inexistente en la mayoria
delosestablecimientos de atencién primaria de salud en
zonas urbanas. La cobertura de este medicamento esencial es
extremadamente limitada. Enlas zonas rurales, la situaciénes
atin mas grave, ya que no se encuentra disponible morfina oral
deliberaciéninmediata en ninguna de sus presentaciones. La
tnica forma de morfinaaccesible es en ampollas de 10 mg/ml,
cuyadisponibilidad esigualmente restringida.
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@ Venezuela

IndM

1.1. Proporcion de
facultades de medicina
que enseiian CP
OBLIGATORIO sobre
el nimero total de
facultades de medicina
enel pais.

11.2. Proporcion
defacultadesde
medicina con estudios
OPTATIVOSo
ELECTIVOSenCP
sobre el nUmero total de
facultades de medicina
enel pais.

11.3. Proporcién
defacultades de
enfermeria que ensefan
CP OBLIGATORIO
sobre el nUmero total
defacultades de
enfermeria en el pais.

1.4. Proporcion
defacultadesde
enfermeria con
estudios OPTATIVOS
oELECTIVOSenCP
sobre el nUmero total
defacultades de
enfermeria en el pais.

O/M

O/M

0/8

0/8

1))
1))

En Venezuela, ninguna delas 11 facultades de medicina ofre-
ceensefanza obligatoria en CP en sus programas de pregrado.
A pesarde quelos CP fueron reconocidos como especialidad
médica en 2009, atin no se han integrado oficialmente como
cursos obligatorios. Ademads, no se ofrecen cursos optativos
oelectivos en este campo en las facultades de medicina. En el
ambito delaenfermeria, ninguna delas 8 facultades del pais
ofrece formacion obligatoria en CP en el nivel de pregrado, yno
existen cursos optativos en sus planes de estudio. Estd en dis-
cusién un postgrado para el reconocimiento universitario dela
especialidad.

Ind12

Existencia de proceso de
especializacién oficial en
medicina paliativa para
médicos, reconocida por
la autoridad competente
del pais.

O00®

Lamedicina paliati-
va es una especiali-
dad o subespeciali-
dad (u otradenomi-
nacion equivalente)
reconocida por las

autoridades nacio-

nales competentes.

Lamedicina paliativa en Venezuela fue reconocida
oficialmente como una especialidad médica en 2009, con la
certificacion otorgada por el Ministerio del Poder Popular
paralaSaludyelaval delos colegios de médicos del pais. Esta
acreditacion permite alos médicos obtener el titulo de “Médico
Especialista en Medicina Paliativa”. Sin embargo, a pesar de su
reconocimientoy certificacion, la especializacion se imparte
principalmente en centros especificos, como el Hospital
Oncolégico Dr. Luis Razetti, limitando su disponibilidad a
ciertoslugares del pais.
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Prestacion de CP/ Servicios especializados

INFORMES DE PAISES

@ Venezuela

Ind13

13.1. Existe un sistema
de servicios con dedica-
cion exclusivaenCPen
el pais que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

13.2. Disponibles en hos-
pitales (publicos o priva-
dos) como equipos hos-
pitalarios de CP (equipos
de consulta) ounidades
de CP (con camas), por
citar algunos ejemplos.

13.3. Hospicios indepen-
dientes (incluidos los
hospicios con camas de
hospitalizacion).

13.4.Los equipos de
atencion domiciliaria
(especializados en CP)
estandisponiblesenla
comunidad (o en la aten-
cion primaria), como ser-
vicios independientes o
vinculados a hospitales
u hospicios.

13.5.Numero de servicios
condedicacion exclusiva
enCPenel pais.

O®00

Prestacion aislada:

Existe, peroséloen
algunas zonas geo-
gréficas.

OO0

Enalgunas partes
del pais.

®O000

No existen.

®@O00O

No existen.

Venezuela cuenta con algunos servicios de CP en zonas especi-
ficas, principalmente en hospitales de tercer nivel en Caracas.
Seidentifican 13 unidades: 5 en Caracasy 8 en otras entidades
federales. Entre estos servicios destacan: el Hospital José Gre-
gorio Hernandez (Los Magallanes de Caracas) con atencién hos-
pitalariay domiciliaria, el Instituto Oncolégico Dr. Luis Raze-

tti con un equipo paliativistay personal de apoyo, incluyendo
enfermeriay psicologia, y el Servicio Oncoldgico Hospitalario
delos Seguros Sociales, Hospital Padre Machado, que brinda
atencionintrahospitalariay apoyo psicolégicoy de enfermeria.
Estos servicios incluyen equipos de consulta, algunos sin camas
de hospitalizacién, y otros con camas asignadas para CP. No
existen hospices establecidos en el pais, ni equipos de atencién
domiciliariaindependientes.

TASA DE SERVICIOS ESPECIALIZADOS DE CP/100.000 HAB.
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Ind14

14.1. Existe un sistema de
servicios con dedicacion
exclusiva en CP pedia-
tricos que tiene alcance
geograficoy se prestaa
través de diferentes pla-
taformas de prestacion
de servicios.

14.2. Namero de
servicios con dedicacion
exclusivaen CP
pediatricos.

®O000

Enel pais no

existen programas
especializadosen
cuidados paliativos
0éstos son minimos.

O

CPP
EQUIPOS

En Venezuela no existe ningiin servicio especializado en CPP.
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EPILOGUE

@ The way forward

RECOMMENDATIONS FOR THE FUTURE
DEVELOPMENT OF PALLIATIVE CARE

INTHE AMERICAS

The findings of this atlas underscore critical priorities
and emerging opportunities to strengthen PC across the
Americas. Sustained progress will require coordinated
actionin health policy, service delivery, access to essential
medicines, education, research, and meaningful commu-
nity engagement.

Tomove toward equitable access and the full integra-
tion of PCinto UHC, particular emphasis must be placed
on embedding PCwithin PHC systems. Strengthening the
role of generalist providers and interdisciplinary teams
at the community level will help ensure early identifica-
tion of needs, continuity of care, and the democratization
of access—especiallyin rural, remote, indigenous, and
underserved settings.

Marked disparities in PC development persist across
theregion, reflecting the economic, cultural, and political
diversity of the Americas. Yet this diversity presents an
opportunity: byleveraging benchmarking and regional
cooperation, countries can learn from the most successful
and contextually relevant examples. Highlighting scal-
able, transferable models from both high-resource and
middle- or low-resource systems can help guide tailored
strategies elsewhere, fostering regional equity through
shared learning and adaptation.

Theuse of WHO indicators to guide and monitor prog-
ressremains essential. These metrics are not only tools
for evaluation but also aspirational benchmarks for
national and regional improvement. While implementa-
tion strategies must be adapted to local realities, several
overarching recommendations hold relevance across the
Americas:

Strengthen primary care-based PC models by incor-
porating PC competenciesinto existing primary care
structures and enabling coordination with specialist
services.

Empower people and communities to participate
activelyin care, advocacy, and education. Local engage-
mentisvital tobuilding trust, ensuring cultural appro-
priateness, and promoting early integration of PCinto
chronicillness, aging, and end-of-life trajectories.

Support the formation of national and regional pro-
fessional networks and associations, which playa
keyrolein advocacy, capacity-building, and public
awareness. Sustainable change cannot rely onisolated
efforts.

Update and refine national PC strategies regular-
ly, with clear objectives and measurable actions that
include expanding both specialist and generalist PC,

and strengthening training across all levels of the
health system.

Enact or reinforce specificlegislation on PC, guar-
anteeingitsrecognition asa core component of public
health systems and a human right.

Promote synergies in research and training by fos-
tering collaborative networks, leveraging regional
and international funding opportunities (e.g., PAHO
initiatives, national research councils), and facilitat-
ing knowledge exchange. Cross-country cooperation
enhancesimpact, prevents duplication, and supports
the translation of evidence into practice.

Strengthen research infrastructure and visibility
through dissemination of calls for funding, recognition
of ongoing projects, and expansion of training resourc-
es(e.g.,online modules, core curricula). Regional net-
works and associations can serve as foundational plat-
forms.

Mandate undergraduate educationin PC for all stu-
dentsinmedicine, nursing, and allied health fields.
Foundational knowledge must be universally accessi-
ble, serving as a gateway to advanced training.

Removebarriers to essential medicines and opioids
byintegrating evidence-based pain management into
health curricula, aligning regulatory frameworks with
international standards, and expanding the availabil-
ity of qualified PC professionals and multidisciplinary
teams.

Expand the number of specialized PC services, espe-
ciallyin underserved rural areas, small island states,
and for pediatric and geriatric populations. A robust
information infrastructure (e.g., national registries
and service directories) is essential to guide equitable
resource allocation.

By pursuing these integrated strategies—anchored in pri-
mary care, driven by collaboration, informed by bench-
marking, and responsive to cultural and community
needs—countriesin the Americas can move decisively
toward inclusive, high-quality palliative care that truly
leavesno one behind. ®
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