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Annually, more than 61 million people worldwide experience about 6 billion days of

serious health-related suffering that could be alleviatedwith access to palliative care and

pain relief. However, palliative care is limited or nonexistent in most parts of the world.

The access abyss is so stark that 50% of the world’s poorest populations live in countries

that receive only 1% of the opioid analgesics distributed worldwide. By contrast, the

richest 10% of the world’s population live in countries that receive nearly 90% of the

opioid pain relief medications.

The Lancet Commission on Global Access to Palliative Care and Pain Relief developed

a framework to measure the global burden of serious health-related suffering and

generated the evidence base to address this burden.

Wepresent the inequities in access to pain relief andhighlight key points fromcountry

responses, drawing from and building on recommendations of the Lancet Commission

report “Alleviating the Access Abyss in Palliative Care and Pain Relief—An Imperative of

Universal Health Coverage” to close the access abyss in relief of pain and other types of

serious health-related suffering. (Am J Public Health. 2019;109:58–60. doi:10.2105/

AJPH.2018.304769)

See also Carr et al., p. 17; and also theAJPH Pain Management section, pp. 30–72.

The poor, worldwide, have little or no access
to palliative care or pain relief. Approxi-

mately 298 metric tons of morphine-equivalent
opioids are distributed in the world each year.
However, only 0.1 metric tons—0.03%—are
distributed to low-income countries.1 More
than 61 million people worldwide experience
serious health-related suffering annually
throughout the life course that could be alle-
viated if they had access to palliative care. More
than 80% of these individuals reside in low- and
middle-income countries where palliative care
is limited or nonexistent.1

This global pain crisis counts among the
most serious health and equity imperatives
facing the world. Yet the barriers to accessing
pain relief medications—one of the most basic
palliative care interventions—are surmount-
able. These barriers include “opiophobia”
(i.e., prejudice and misinformation on medi-
cal use of opioids) among prescribers, social
and cultural perceptions of opioids, the ne-
glect of end-of-life care, and a lack of priority-
setting tools to incorporate suffering into

measurement of health outcomes investment
decisions. The Lancet Commission on Global
Access to Palliative Care and Pain Relief, in its
report,1 quantified the global burden of serious
health-related suffering associated with 20
life-limiting and life-threatening health con-
ditions and identified effective and affordable
strategies to address this burden, particularly
through the design and estimated cost of an
essential package of palliative care health ser-
vices.1 Its findings call on governments and
global institutions to act collectively to address
this grotesque injustice that leaves millions in
pain when appropriate interventions exist.1

We briefly present global inequities sur-
rounding access to pain relief and highlight

key points from country responses, drawing
from and building on recommendations
from the Lancet Commission report.1

THE GLOBAL PAIN RELIEF
ACCESS ABYSS

Pain is one of themost common symptoms
and accounts for 20%of total dayswith serious
health-related suffering worldwide.1 Yet pain
relief medicines, especially opioid analgesics,
are severely lacking. An estimated 3.6 billion
people—50% of the global population that
reside in the poorest countries—receive less
than 1% of the distributed opioids measured
in morphine equivalent.1

Access to distributed opioids measured in
morphine equivalent compared with palli-
ative care need shows this impressive in-
equity across countries. In Nigeria, less than
1 milligram of distributed opioids is available
per patient in need of palliative care per
year, enough to meet only 0.2% of need. By
contrast,Mexicomeets 36% of palliative care
need, and Canada has 3090% available for
distribution per patient in need of palliative
care.1 Inequities within countries are also
severe yet impossible to measure with
existing data.

An essential package including off-patent
medicines, particularly immediate-release
oral and injectable morphine, and costing
slightlymore than $3 per capita could alleviate
much of the avoidable suffering in low- and
middle-income countries.1
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A BALANCED APPROACH:
COUNTRY ACTIONS

A balanced approach is necessary in de-
signing and implementing health systems
strategies to promote an understanding of
medical need for and appropriate use of opioids
as well as risks of nonmedical use.2 Two crises
are under way—an opioid crisis in a few
countries, including the United States, Can-
ada, and Australia, and a global pain crisis with
millions of people who have untreated pain.

Examples of a balanced approach exist in
different parts of the world. In Western
Europe, which often serves as a benchmark,
rational and balanced regulations on pre-
scribing opioids have averted either crisis
within this context.3,4 Despite high opioid
consumption reports to the International
Narcotics Control Board, both in Germany
and in the United Kingdom, limited or no
nonmedical use is reported.5 This may be
partially a result of adequate training of health
care professionals, safety protocols for re-
sponsible handling of opioids across health care
settings, monitoring of unlawful practices, and
rapid response of regulatory measures without
undermining the medical need for opioids.

Argentina, an upper-middle-income
country, is improving access to pain relief and
offers a point of comparison at least for the
Latin American region. Largely as a result of
efforts by concerned clinicians and civil so-
ciety to improve access to pain relief medi-
cations, beginning with oral morphine in the
1990s and a current government project that
will providemethadone for no cost to patients
in palliative care, Argentina is the only
country in the region that has a sufficient
supply of opioid analgesics to meet palliative
care need. Recent data from the Lancet
Commission report indicate sufficient sup-
plies tomeet approximately 115%of palliative
care need for pain relief; however, this re-
mains insufficient to meet projections of
overall need for analgesics, including those
needed for trauma and surgical procedures.1

No evidence has shown diversion of pre-
scription opioid analgesics for nonmedical
use, and this could be partially because of the
application of community-based approaches
to mitigate illicit use.6

Other low- and middle-income countries
provide important insights. In Uganda, the
creation of a hospice and strategies to import

powder and locally reconstitute it into liquid
oral morphine, along with training nurses to
legally and safely prescribe morphine, have
improved the accessibility of pain relief
medicines.7 Kerala, India, introduced a
state-level policy in 2008 on palliative care
using a community-basedmodel that serves as
a benchmark for other states in India. Data
plus efforts to expand access indicate no ev-
idence of nonmedical use, and updated re-
search could help reiterate this point.8 In
Costa Rica, an integrated, national palliative
care program is a core component of universal
health coverage efforts.

Important lessons can be learned from the
complex opioid epidemic in the United
States.9 To avoid this crisis in other settings,
the Lancet Commission report signals the
need to monitor the supply and marketing of
opioids, restrict direct marketing of opioid
medications to health care providers by
pharmaceutical companies, and implement
basic mandatory training for all health
care personnel for safe management and
evidence-based prescribing and use of opioid
analgesics.1

REVIEW
The global burden of serious health-

related suffering and the inequity of access to
palliative care and pain relief are global health
priorities that can no longer be neglected.
Systemic solutions are available to establish
palliative care as a core component of uni-
versal health coverage through a balanced
approach, avoiding the unnecessary opioid
crisis experienced in few countries such as the
United States. Such crises are not necessarily
the trajectory for countries expanding access
to opioids for pain relief. Various countries in
Western Europe and emerging examples in
low- and middle-income countries provide
access to opioids for pain relief without the
issue of excess, as discussed in this article.
These examples indicate a need to establish
knowledge exchange platforms for wider
sharing of country responses and lessons.

PUBLIC HEALTH IMPLICATIONS
Compromising the human right to access

medications for pain relief is harmful to

individuals and societies, with enormous,
population-wide physical and psychological
consequences. Access to adequate, effective
pain relief is protected under Article 7 of the
International Covenant on Civil and Political
Rights, which prohibits torture, inhuman or
degrading treatment, or punishment.10

As populations age and chronic and
noncommunicable diseases increase,11 the
need for palliative care and pain relief med-
ications will increase. Global health in-
stitutions and countries should develop
balanced policies12 based on lessons learned
from national experiences that have safely
and effectively expanded access to pain relief
medications to mitigate and avoid exacerbating
the already enormous global pain crisis.

As next steps, the Lancet Commission has
received requests from policymakers in low-
and middle-income countries for country-
level data on serious health-related suffering
to inform policy reform and from the In-
ternational Narcotics Control Board to use
the serious health-related suffering frame-
work to improve measurement of the need
for opioid analgesics. Furthermore, theWorld
HealthOrganization has committed to incor-
porating palliative care and pain relief into
the universal health coverage agenda.
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