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Assessing Palliative Care Development in Mexico through the WHO Actionable 

Indicators Model 

ABSTRACT 

Context: Assessing the development of palliative care (PC) is essential to advancing PC 

delivery worldwide. The World Health Organization (WHO) offers a new conceptual 

model for assessing PC development that focuses on identifying gaps in service provision, 

which helps define priorities and guide decisions. Previous reports ranked Mexico at a high 

level of PC development, described as an early integration stage in the health system. 

However, this updated framework offers a more profound and holistic analysis by 

providing previously unavailable data. 

Objectives: To document the current state of PC development in Mexico through the WHO 

actionable indicators model. 

Methods: Six components were measured: a) PC provision; b) use of essential medicines; 

c) education and training; d) research; e) health policies; and f) empowerment of people and 

communities. Fourteen indicators were individually ranked into four levels of development: 

1) emerging, 2) intermediate, 3) established, and 4) advanced. 

Results: Mexico’s PC development has focused on specialization streams for physicians, 

increased awareness through scientific conferences, publications, and community 

organizations, and the inclusion of PC in the national basic health package and national and 

local laws. In contrast, PC development is halted by insufficient PC services, a lack of a 

national PC authority, association, or plan, limited access to essential medications, and 

scarce undergraduate education. 

                  



Conclusions: This study shows a regression in the level of PC development in Mexico 

through an updated analysis, highlighting the gaps that need to be urgently addressed. 

These findings help continue PC advocacy, growth, and implementation in the region. 

 

Key Message: To describe the level of PC development in Mexico. Results show a 

heterogeneous and non-linear growth reflected by the regression of previously achieved 

milestones, the lack of national PC authorities and limited access to medicines. This report 

urges an immediate response to address gaps that hinder PC provision and growth. 

 

Key Words: Development, Palliative Care, Mexico 

 

Running Title: Situation of Palliative Care in Mexico 

 

  

                  



INTRODUCTION 

Palliative care (PC) provides active and holistic support to individuals of all ages 

experiencing serious health-related suffering (SHS) due to a severe illness or condition, 

including those at the end of life. Its primary focus is to enhance the quality of life for 

patients, their families, and caregivers.1 PC is considered a right within the right to health 

from the International Covenant on Economic, Social, and Cultural Rights,2 and the World 

Health Assembly considers its provision an essential component of comprehensive care 

throughout life and an ethical responsibility of health systems and health professionals.3 

When available, PC also reduces healthcare costs for adults4 and children.5 Therefore, 

National Health Systems (NHS) need to ensure access to PC through Universal Health 

Coverage (UHC) by implementing and strengthening policies that incorporate PC into all 

levels of care, guaranteeing the timely and quality provision of care, and securing adequate 

financing to maintain trained human capital and the necessary resources.3   

However, a gap remains between the ideal level of PC integration and current 

access to PC services that relieve pain and suffering, particularly in low- and middle-

income countries.6 This is of concern as it is estimated that by 2060, the number of people 

who would benefit from PC will increase by 88%, and 52% of deaths will be associated 

with SHS.7 To meet current and future PC needs, monitoring local PC development, its 

integration, and its impact becomes essential to inform evidence-based decision-making. 

For this reason, the World Health Organization (WHO) published a technical report for 

monitoring and evaluating the development of PC in countries through six essential 

components: 1) integration of PC into health services; 2) health policies; 3) use of essential 

medicines; 4) education and training; 5) research and, 6) Empowerment of people and 

communities.8 This model has been used to report PC development in different countries 

                  



worldwide, with specific guidance on conducting this analysis through a do-it-yourself 

approach to encourage other nations to perform their assessments.9-12  

Given that 448,000 people in Mexico experience SHS and would benefit from PC13 

and there remains a gap in the country's available PC services,6,14-20 this qualitative review 

and analysis aims to document the current state of PC development in Mexico according to 

the WHO model for measuring PC development.8 

 

METHODS 

Each component of the WHO model was evaluated according to specific indicators based 

on the data's availability as reported in the scientific literature, international reports, official 

government communications, policies and laws, or publicly available health data. 

Additionally, the authors obtained some variables in official requisitions made in 2024 to 

the National Institute of Transparency, Access to Information and Protection of Personal 

Data (INAI) (requisition numbers 330026924000511 and 33007924004616) and through 

national experts and associations in the field. A detailed explanation is offered for those 

indicators with a different methodology. Subsequently, each indicator was ranked into four 

levels of development: 1) emerging, 2) intermediate, 3) established, and 4) advanced, 

according to previous literature.9,10-12 

Two indicators were used to measure PC integration into health services: a) the 

number of specialized PC programs by population and b) the number of specialized 

pediatric palliative care (PPC) programs by population.   

To measure health policies, three indicators were used: a) the current existence of a 

national PC plan with a defined implementation framework; b) the inclusion of PC within 

                  



the priority services package in primary care for UHC in the NHS; and c) the existence of a 

national coordinating authority in the Ministry of Health responsible for PC. 

The use of essential medicines was evaluated through three indicators: a) annual 

reported consumption of opioids per capita (excluding methadone); b) availability of 

essential pain and PC medicines in primary care; and c) general availability of immediate-

release morphine (liquid or tablets) in primary care. 

The level of education and training was measured through two indicators: a) the 

proportion of medical and nursing schools with formal PC education included in 

undergraduate curricula and b) the specialization in palliative medicine for physicians. This 

last indicator was obtained through two steps. First, an internet search of educational 

programs on palliative and pediatric palliative care across nationwide universities was 

conducted. Secondly, PC leaders in the country were reached to obtain additional 

information on academic programs.  

Research was evaluated through two indicators: a) the existence of scientific 

conferences or symposia at the national level related explicitly to PC and b) PC research 

estimated by peer-reviewed articles. The first indicator was obtained through two steps. The 

first was an internet search of the country's palliative care conferences, congresses, and 

symposia. Secondly, PC leaders in the country were reached to obtain additional 

information on PC scientific congresses. The second indicator included a search strategy by 

the authors with the search terms “Mexico” and “palliative care” on OVID Medline, 

LILACS, and SCIELO to find peer-reviewed publications.  

To measure the level of empowerment of people and communities, two indicators 

were used: a) the existence of groups dedicated to promoting the rights of patients who 

need PC, their families, their caregivers, and survivors and b) the existence of a policy or 

                  



guideline that addresses the drafting of advance directives regarding medical decisions 

related to the use of life-sustaining treatments or end-of-life care. 

 

RESULTS 

Provision of PC integrated into health services 

a) Number of specialized PC programs by population.  

In 2021, the Latin American Atlas of PC reported that Mexico had 120 PC teams.18 

However, a consultation from Mexico’s General Health Council (GHC) in 2022 reported 

208 existing PC services;  97 (46.6%) were hybrid models associated with a pain clinic, 92 

(44.2%) were exclusive to PC and 19 (9.1%) were located at the first level of care.21 

Considering a population of 126 million in their latest population census in 2020,22 this 

would represent 0.165 PC services per 100,000 inhabitants. This report showed that PC was 

primarily offered in secondary-level hospitals (n=92, 44.2%), followed by tertiary-level 

hospitals (n=43, 20.7%). The level of care provision could not be determined in 54 

healthcare units (25.9%). Most units were distributed in urban cities, particularly state 

capitals, with no evidence of teams in most rural areas.21 

 

b) Number of specialized PPC programs by population. 

In 2021, the Latin American Atlas of PC reported six PPC teams;18 in contrast, the GHC 

reported 21 PPC teams,21 and a geographical analysis of the level of PPC development in 

Mexico reported 26 PPC teams.19 Based on the maximum reported number of teams from 

the geographical analysis and using the latest reported population under 19 years of age of 

42.5 million,22 0.061 PPC teams per 100,000 minors were estimated. These services were 

                  



distributed primarily in urban cities, particularly state capitals, with some states having no 

PPC services available. 

 

Health Policies 

a) Current existence of a national PC plan with a defined implementation framework 

At a national level, PC is linked to the constitutional right to health protection23 and is 

explicitly recognized as part of UHC in the General Health Law,24,25 with an official PC 

standard focusing on PC for terminally ill patients26 and specific PC agreements issued by 

the GHC that establish the provision of PC as obligatory.27-30 Additionally, each state is 

governed by local legislation, and 19 of the 32 federal entities have incorporated PC into 

their state health laws. Despite these legislative advancements, no specific entity or 

program is available to implement, enforce, and monitor PC regulations in the country.31-35 

 

b) Inclusion of PC in the priority services package in primary care for UHC in the NHS 

PC is included in health benefits at all levels of care; however, its current scope is limited to 

terminally ill patients with a life expectancy of less than six months.24-26 

 

c) Existence of a national coordinating authority in the Ministry of Health responsible for 

PC.  

While the Ministry of Health had a specific department that coordinated the national PC 

project from 2012 to 2018,36 after the NHS was restructured in 2018, this department was 

dissolved without another entity replacing it or assuming its functions and responsibilities.  

 

Use of essential medicines 

                  



a) Annual reported consumption of opioids per capita 

The reported annual consumption of opioids in oral morphine equivalents (OME) per capita 

for Mexico decreased from 6.3 mg in 2013 to 1.71 mg in 2021, as reported to the 

International Narcotics Control Board.18,37 A 2022 report from the GHC showed a shortage 

greater than 20% of at least one opioid across hospitals that offered a hybrid pain and PC 

clinic and a shortage greater than 25% in all opioids across dedicated PC services.21 

 

b) Availability of essential pain and PC medicines in primary care 

Since 2020, the National Compendium of Health Supplies (NCHS) has included a national 

list of PC medications.38 Despite the availability and delivery of medicines on this list being 

considered mandatory, actual availability in the NHS is affected by planning, supply, and 

distribution, such that the presence of a drug in the compendium does not guarantee its 

availability in medical units or its access by first contact teams.39-41Haz clic o pulse aquí 

para escribir texto. 

 

c) General availability of immediate-release morphine (liquid or tablets) in primary care 

Morphine in tablet, but not liquid presentations, is included in the NCHS.38 However, the 

Mexican Atlas of PC reported in 2023 that only 10% of physicians have access to morphine 

in primary care,17 and only 7,397 physicians (2%) across the country were approved to 

prescribe morphine. Furthermore, inequities regarding morphine availability between urban 

and rural centers and between states have been documented.41 

 

Education and training 

                  



 a) Proportion of medical and nursing schools with formal PC education included in 

undergraduate curricula  

A recent study surveyed the 112 schools of medicine available in the country, obtaining a 

55.3% response rate (n= 62) and finding that 24.1% (n= 27) offer PC in their curriculum. 

Among the schools that provide PC education, 55.5% were private (n= 15), and 44.4% 

were public (n= 12), with the learning unit being mandatory in 74% (n= 20) and optional in 

26% (n= 7). The level of training, depth, and topics addressed were very heterogeneous 

across universities.42 Out of the 750 nursing schools, evidence of only one nursing school 

offering mandatory PC curricula for undergraduates was found.43 

 

b) Specialization in palliative medicine for physicians. 

Multiple options exist for physicians to specialize in PC at the postgraduate level; 

these include:44 a) PC as a direct entry 3-year residency program that offers a medical 

specialty degree and a federal professional ID; b) PC as a 2-year subspecialty fellowship 

that offers a medical specialty degree and a federal professional ID, typically labelled as 

Pain and PC Medicine, available exclusively for residents who have completed their 

anesthesiology residency program; c) PPC as a 2-year subspecialty fellowship that offers a 

medical subspecialty degree with federal professional ID, available for residents who have 

completed their pediatrics or palliative medicine residency programs; d) PC or PPC as a 

one-year enhanced skills program that offers a certificate of added competence but not a 

medical subspecialty degree nor a federal professional ID, with some of these programs 

available exclusively to anesthesiologists (adult PC) or pediatricians (PPC), while others 

are open to anesthesiologists, internal medicine, family medicine or geriatrics; e) PC as a 

                  



master’s degree, available for physicians and other health care professionals. Despite these 

varied options, only anesthesiologists can be certified in palliative care in the country. 

 

 

Research 

a) Existence of scientific conferences or symposia at the national level related explicitly to 

PC  

Multiple scientific conferences, symposia, and courses promoting PC are offered 

nationwide yearly through public and private institutions, mainly in synchrony with the 

World Day of Hospice & PC. These institutions include hospitals, academic associations, 

universities, non-governmental organizations, not-for-profit organizations, foundations, and 

health institutes. 

 

b) PC research estimated by peer-reviewed articles 

Two studies have showcased the Mexican scientific production in PC: the first found 373 

articles between 1990 and 2019 whose authors had at least one Mexican affiliation 

according to bibliometric analysis of the scientific output, constituting 18.36% of the total 

in Latin America and the Caribbean;45 the second, from 1990 to 2015, reported 81 articles 

in peer-reviewed journals, where the main topic was PC.46 To analyze recent PC 

publications, a search strategy from the authors limited from 2019 to 2024 found 145 

papers, reflecting an average of 29 publications per year. 

 

Empowerment of people and communities 

                  



a) The existence of groups dedicated to promoting the rights of patients who need PC, their 

families, caregivers, and survivors. 

Three federal entities have inter-institutional commissions on PC within their local 

Ministries of Health. Also, 16 different professional and scientific organizations were found 

to have PC in their scope. These groups operate in silos with no national PC association 

that integrates mutual efforts. 

 

b) Existence of a policy or guideline that addresses the drafting of advance directives 

regarding medical decisions related to the use of life-sustaining treatments or end-of-life 

care 

The General Health Law mentions advance directives within the national PC framework for 

all public and private institutions.24,25 In addition, 20 of 32 states have specific state 

regulations governing advance directives. 

 

Figure 1 offers a visual infographic of Mexico’s current level of PC development through 

the WHO model. Supplement 1 provides the visual infographic translated into Spanish to 

disseminate findings. 

 

DISCUSSION 

Our study examines PC development in Mexico using the WHO framework to assess PC 

development through actionable indicators. Table 1 summarizes each indicator and its 

ranking compared to international benchmarks to reach an advanced stage of development.  

Although the number of PC teams in Mexico has continued to grow, the current 

level of available adult PC services is 0.165 per 100,000 inhabitants and 0.061 per 100,000 

                  



children. This is far below the target of two specialized PC services per 100,000 

inhabitants, consisting of one home care team and one hospital team, as suggested by the 

European Association of PC.47   

Access to essential medicines is severely restricted. Our report found that Mexico 

has an annual opioid consumption of 1.71 mg of OME per capita. This is extremely low 

compared to what is considered an adequate OME per capita (100 mg/capita/year) and 

compared to the average consumption level of 7 mg/capita/year in Latin America and 12.34 

mg/capita/year worldwide.12 This low level of consumption is a consequence of the limited 

availability of opioids and other essential medications and the scant number of available 

physicians who have access to or can prescribe them. 

The dissolution of the national PC authority in the Ministry of Health and the 

absence of a national PC association jeopardizes the implementation, regulation and 

advocacy of laws, policies, and guidelines through a unified plan. The overall success of 

PC development decreases when PC is not recognized as a priority, and despite being 

incorporated into legislation, obligations often become neither enforced nor enacted. This is 

showcased by how medications remain unavailable despite their inclusion in the NCHS. A 

reminder that without a governing body that oversees PC’s interests, a mismatch between 

what is written in the policy and the real-world care patients and families receive arises. 

The lack of a national authority or association also impacts how data becomes available to 

international PC observatories. It may be incomplete, and the representation of Mexico’s 

PC development may become limited on these forums. 

Significant progress has been made at the postgraduate level regarding education, 

allowing physicians multiple avenues to specialize in PC. Considerable work is still needed 

at the undergraduate level, particularly considering the multidisciplinary nature of PC; its 

                  



education should be expanded beyond medicine and nursing into other allied health 

professions;3,48 and certification as a PC specialist should be broadened beyond 

anesthesiologists. 

Mexico’s strength in PC comes from research, the empowerment of people and 

communities, and health policies that specify the standards at which PC services should 

operate locally and through a national network.21,24-30 Harnessing community voices, with 

sound research and robust information dissemination of current standards, can help raise 

awareness and reinstate PC as a priority on the national agenda.  

This analysis is an independent effort to advance PC in Mexico by offering 

previously unavailable data or updating previous reports, which ranked Mexico at a high 

level of development (level 4a), described as a stage of preliminary integration into 

mainstream service provision.49 Using the WHO’s updated methodology, our findings 

show that Mexico’s level of development in PC is considerably lower than previously 

reported and that PC growth has not been linear, with a heterogeneous development of 

indicators and regression of previously achieved milestones. Currently, Mexico is 

extremely limited in access to morphine, the number of PC services, and the education 

offered to undergraduate physicians and nurses. Additionally, there is a lack of a national 

palliative care association and a palliative care strategy that is implemented and regularly 

evaluated. These are essential components needed to achieve Level 4a, meaning Mexico’s 

level of development is more consistent with a combination of levels 3a and 3b.50   

While the updated WHO methodology allows for a more detailed understanding of 

how PC is integrated into the country, the model is perfectible as some indicators face 

limitations. For example, the number of PC services per population is based on the number 

of people who need PC. Considering that it is expected that by 2040 a higher proportion of 

                  



older people will need PC compared to younger populations51 and that the proportion of 

children who need PC is significantly different than adults,52 the authors suggest that the 

number of PC services for children should be revisited to reflect pediatric population’s 

numbers and needs. Similarly, the use of essential medicines is calculated by annual opioid 

consumption per capita. While this metric allows for comparisons between countries and 

regions, calculating distributed opioids in morphine equivalents (DOME) has been recently 

proposed as an alternative measure that can be paired with the calculated local SHS to 

quantify how much opioid is used for PC purposes specifically.53 For Mexico, SHS need 

met by DOME is 36%, with a DOME per patient with SHS of 562mg.13 For reference, the 

proposed average benchmark for SHS need met by DOME is 821%, with a DOME per 

patient with SHS of 16,529mg.53 The authors propose the use of a PC-specific metric rather 

than the total opioid consumption, which may include non-PC reasons for opioid use, like 

surgery, trauma or acute pain. It is worth mentioning that the number of PC services and the 

DOME benchmark come from European standards; caution should be taken when applying 

international PC standards to the Latin American landscape due to geographical, cultural, 

political, population distribution, and health system differences.54 

Other indicators lacked a specific number, ratio or percentage to use as a benchmark 

for ranking their development like the proportion of medicine and nursing schools required 

to have PC curricula, the number or reach of national PC congresses, and the number of 

scientific publications per year. Regarding this last indicator, bibliometric analyses have 

reported the total number of publications or articles per one million people and mainly 

focused on publications made in English.55 The authors suggest that bibliometric output 

should be ranked based on a ratio between the number of publications and the available PC 

teams. This creates a more equitable parameter based on the people available to produce the 

                  



PC literature being measured. Bibliometric reports should include literature in the official 

language and grey literature, like national guidelines and local reports, that might 

significantly impact local PC development, particularly in countries with nascent PC 

services. 

Limitations of our study include the methodological complexity of obtaining and 

analyzing the various indicators, alongside the lack of funding and endorsement for this 

project from local or governmental agencies and, therefore, the reliance on the author’s 

professional networks within the Mexican PC landscape for specific indicators. Despite 

these limitations, our study underscores the value of applying the WHO framework to 

assess PC development. This report can guide other countries in implementing this 

framework to obtain consistency in data using standardized metrics across nations and 

regions. Furthermore, it encourages countries to conduct their internal assessments of PC 

development, as they can potentially yield more accurate data than when metrics are 

obtained externally, as exemplified by the significantly discordant numbers of Mexican PC 

services reported between an international association and an internal review done by the 

GHC during the same period.18,21 Particularly in Mexico, this data can help stakeholders 

and interest groups understand the current state of PC, define priorities and continue the 

advocacy efforts to improve PC in the country. A summary of the recommendations that 

need to be addressed to continue PC development in Mexico is presented in Table 2. 

 

CONCLUSION 

The WHO model for measuring PC development through actionable indicators offers a 

valuable and comprehensive analysis of the current state of PC in a specific country. This 

study highlights Mexico’s regression in the level of PC development by providing an 

                  



updated report to continue PC advocacy, growth, and implementation in the region. It is a 

call to action for key stakeholders, including government agencies, healthcare providers, 

universities, and the community, to join efforts to tackle the missing gaps detected, 

particularly in the number of PC services, access to essential medications, policy oversight, 

promotion and implementation, and PC education. 
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Supplement Figure 1 Modelo de la OMS para medir el desarrollo de CP: resultados de 

México. CNIS: Compendio Nacional de Insumos para la Salud; CP: Cuidados Paliativos. 

Imagen modificada con permiso de los autores. Original en: Tripodoro VA, et al. Informe 

sobre la situación de los cuidados paliativos en Uruguay según los indicadores de la OMS. 

Pamplona: ATLANTES Global Observatory of Palliative Care, Centro Colaborador de la 

Organización Mundial de la Salud, Instituto de Cultura y Sociedad (ICS), Universidad de 

Navarra (UNAV); 2023. 
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FIGURE LEGENDS 

 

 

Figure 1. WHO model to measure PC development: results from Mexico 

NCHS: national compendium of health supplies; PC: Palliative Care 

Adapted from the original (9) with permission of the authors. 

   

                  



Table 1. Level of PC development in Mexico through the WHO actionable indicators 

model compared to suggested benchmarks to reach an advanced stage 

 

Component Indicator Description 

Development 

level 

Benchmark to 

reach advanced 

stagea 

PC integration 

into health 

services 

Number of 

specialized 

PC services 

by population 

0.165 PC services 

per 100,000 

inhabitants (208 

total services 

available in 2022 

for a population of 

126 million) 

Emergent 

2 PC services per 

100,000 inhabitants 

Number of 

specialized 

PPC services 

by population 

0.061 PPC services 

per 100,000 

children (26 PPC 

total services 

available in 2021 

for a population of 

42.5 million) 

Emergent 

2 PPC services per 

100,000 

childrenb,c,d 

Health 

Policies in PC 

Existence of 

a national PC 

plan 

PC is recognized in 

the General Health 

Law 

National PC 

Intermediate 

Presence of 

national PC plan or 

strategy with 

defined 

                  



standard focusing 

exclusively on 

terminally ill 

patients; 

19 of 32 states have 

PC in their State 

Health Laws; 

No National PC 

plan or framework 

implementation 

framework that 

implements, 

enforces and 

monitors PC law 

and expands 

beyond end-of-life 

care. 

Inclusion of 

PC into the 

priority 

services 

package 

PC is included in 

the list of health 

benefits at all levels 

of care 

Advanced 

Achieved; 

Ensuring equitably 

distribution of 

services within the 

different levels of 

the national health 

system 

Existence of 

a national PC 

coordinating 

authority in 

the Ministry 

of Health 

A department that 

coordinated the 

national PC project 

was dissolved in 

2018, without 

another entity 

replacing or 

Emergent 

Reinstating a 

national PC 

coordinating 

authority in the 

Ministry of Health 

with the ability to 

coordinate and 

                  



assuming its 

functions 

make decisions 

across the national 

health system 

Use of 

essential PC 

medicines 

Annual 

consumption 

of opioids per 

capita 

3 mg per capita per 

year 

Emergent 

> 100 mg per 

capita per yeard 

Availability 

of essential 

PC 

medications 

Limited availability 

despite essential 

medicines included 

on the NCHS due to 

planning, supply 

and distribution 

challenges 

Intermediate 

Assurance of 

availability and 

equitable 

distribution of 

essential 

medications 

included in the 

NCHS 

Availability 

of 

immediate-

release 

morphine 

Morphine tablet, but 

not liquid included 

in the NCHS; 

Only 10% of 

physicians have 

access to morphine; 

Only 2% of 

physicians can 

Emergent 

Morphine tablet 

and liquid included 

in the NCHS; 

Universal 

accessibility to 

morphine;   

Increased 

prescription of 

                  



prescribe morphine morphine by 

physiciansc 

Education and 

training in PC 

Proportion of 

medical and 

nursing 

schools with 

mandatory 

PC curricula 

24% (27/112) of 

medical schools 

offer PC curricula; 

< 1% (1/750) of 

nursing schools 

offer PC curricula 

Emergent 

Vast majority of 

medical and 

nursing schools 

include PC as 

mandatory 

curriculac 

Availability 

of PC 

specialization 

pathways for 

physicians 

Five training 

streams for 

physicians to 

specialize in PC at 

the postgraduate 

level 

Advanced 

Achieved; 

Ensuring other 

physicians can be 

certified in PC and 

not only 

anesthesiologists 

Research in 

PC 

Existence of 

national 

scientific PC 

conferences 

or symposia 

Multiple scientific 

congresses are 

offered annually 

nationwide 

Advancede Achievedc 

Number of 

peer-

reviewed 

scientific 

145 publications 

from 2019 to 2024 

(~29 publications 

per year) 

Establishede Unknownc,d 

                  



publications 

in PC 

Empowerment 

of people and 

communities 

Existence of 

groups that 

promote the 

rights of PC 

patients and 

their families 

Three federal 

entities have inter-

institutional 

commission on PC; 

16 organizations 

focused in PC; 

No national PC 

association 

Established 

Increased number 

of federal entities 

with PC 

commissions; 

Organizations 

available across all 

states; 

Presence of a 

national PC 

association 

Policies 

related to 

advance 

directives 

Advance directives 

included in the 

General Health 

Law; 

20/32 states have 

specific advance 

directives bylaws  

Advanced 

Achieved; 

All states having 

advance directives 

bylaws and 

operational 

structures for 

implementation 

and monitoring 

a If the advanced stage is reached, additional information suggests improvements to the 

current level of development. 

b This benchmark is extrapolated from the adult population. 

                  



c The literature hasn't defined a specific number, ratio, or percentage that could be used as a 

target. 

d The authors advocate that this benchmark should be redefined regarding how it is 

measured. 

e The rating was given in comparison to previous reports from other countries. 

NCHS: national compendium of health supplies; PC: palliative care; PPC: pediatric 

palliative care 

 

 

Table 2. Recommendations to improve PC development in Mexico 

Provision of palliative care (integrated 

health services) 

• Increase the availability of PC 

services across all levels of care, 

ensuring coverage in rural areas. 

• Increase the availability of PPC, 

ensuring coverage in all states and 

in rural areas. 

 

Use of essential medicines 

• Ensure the availability and 

equitable distribution of opioids 

and essential PC medications.  

Health policies 

• Re-institute a national coordinating 

authority in the Ministry of Health 

that can guide, implement and 

evaluate a national PC plan. 

• Ensure that all states incorporate PC 

into their local health laws. 

• Ensure accountability and 

enactment of the already available 

PC standards and proposed national 

PC network. 

• Expand the provision of PC beyond 

the end-of-life period. 

• Remove the time limit regarding 

                  



• Increase the number of opioid 

prescribers. 

 

Research 

• Foster grants and funds to conduct 

PC research that can impact PC 

delivery in the country. 

• Promote PC continuous education. 

 

Empowerment of people and 

communities 

• Ensure all states have inter-

institutional commissions on PC. 

• Create a National PC Association 

to avoid silos. 

• Ensure all states incorporate 

advance directives into their local 

health laws. 

prognosis for people who can 

access PC. 

 

Education and training 

• Stipulate that PC education be 

mandatory at the undergraduate 

level for physicians, nurses and 

allied-health professionals. 

• Create pathways for certification in 

PC beyond anesthesiologists 

through the creation of independent 

PC and PPC certification councils. 

PC: palliative care; PPC pediatric palliative care 

 

                  


