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Introduction 

World Health needs require international partnership and cooperation, particularly with low and middle income countries 

(LMICs). While there is a need for continuous work to reduce premature deaths related to cancer, AIDS, endemic infectious 

diseases, and other ailments, diseases, wars, earthquakes, tsunamis, other disasters require prompt assistance, supportive care, 

and relief of pain. In this review, we will focus on how cancer care, suffering and pain, and how quality of healthcare can 

increase patient satisfaction and reduce inequalities around the world. 
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Case Presentation 

Quality Healthcare Systems 

Although health outcomes have improved in LMICs, in 2018, the Lancet Global Health Commission [1] emphasized the gross 

underutilization of quality healthcare, with an excess of costly interventions. Nine million people die each year from treatable 

conditions, and 60% of deaths occur among people who had access to care. For this Commission, the foundations of high-quality 

health systems include the population and their health needs and expectations, governance of the health sector and partnerships 

across sectors, platforms for care delivery, workforce numbers and skills, and tools and resources-from medicines to data. 

Quality should not be the purview of the elite or an aspiration for some distant future; it should be the DNA of all health systems. 

In addition to strong foundations, health systems need to develop the capacity to measure and use data to learn, and they should 

be guided by four values: patient-centered, equitable, resilient, and efficient. Measuring the quality of the health system as a 

whole and across the care continuum is essential, but not practiced; it should be competent, respectful, evaluable, and reliable 

for all, and responsive to the changing needs of the population [1]. 

 

The results are undeniable: 3.7 million lives can be saved each year with the successful implementation of prevention, early 

detection, and early treatment of cancer, 2.5 million deaths from cardiovascular disease, 1 million of newborn deaths, 900,000 

from tuberculosis, 300,000 from pregnancy complications are avoidable. More than 200.000 lives per year can be saved globally 

with the implementation of a complete rauma system with 100% coverage in LMICs [2]. The care that people receive is often 

inadequate, with consequences for survival: serious conditions are incorrectly diagnosed, and care is delayed. The majority of 

care provided is inadequate and of poor quality. This affects vulnerable groups, the poor, the less educated, adolescents, those 

with stigmatized conditions, and those at the margins of health systems, especially rural dwellers. Poor quality of care increases 

the level of impairment and medication side effects, causes the persistence of symptoms and unnecessary suffering, and 

decreases trust in the healthcare system [1]. No doubt, the level of health inequality to good quality care at the primary care 

system in LMICs should be improved, especially access to quality palliative care services. The availability and affordability of 

essential medications (opioids) also must be addressed. 

 

High-quality medicine begins with listening to the patient, dedicating time to a careful assessment, and a special sensitivity to 

physical, functional, emotional, spiritual, and psychosocial suffering, and an evaluation of the cultural and psychosocial 

environment. Accurate diagnosis in primary care, referral to hospital or surgery, correct treatment, and appropriate follow-up to 

adjust treatment according to the evolution of the problem can lead to different outcomes. It is essential to promote a culture of 

quality in healthcare among professionals through training and competency, and at the national level through the creation of 

regulatory laws which introduce bioethics, checklists, improved records, and patient safety measures [3]. There is a need to learn 

to recognize success and also failures. According to Atul Gawande, the use of two-minute checklists in surgical teams at eight 

hospitals around the world reduced complications by 35% and deaths rates by 47%. Checklists for remembering the key aspects 

of care and things that can be forgotten or missed, such as prevention of infections with administration of antibiotics, were more 

successful than any drug administration. But this procedure requires teamwork and cooperation, with values such as humility, 

mutual respect, and discipline. Making systems work is the great task of our generation as a whole. As individualistic as we 

want to be, complexity requires group success. 
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Governments should start by establishing a national quality standard for health services, specifying the level of competence and 

user experience that people can expect. To ensure that all people benefit from improved services, expansion should prioritize 

from the start the poor and their health needs in order to minimize or eliminate health inequalities [1]. Governments are 

responsible for promoting prevention campaigns, screening, and cost-effective health care measures, as well as a global health 

service identity. Important aspects of quality health care are flexible working conditions, enhancing networks, and rigorous 

sources of information that are available and accessible, which helps to build knowledge, trust, and confidence [1,3]. Mobile 

technology has revolutionized opportunities to improve health outcomes, even in the poorest and most remote places, by 

facilitating internet-based communication for patients, cancer screening, and retention in treatment. Drugs and technologies are 

important, but they will be ineffective if the health system is insensitive to the needs of individuals and communities. The greatest 

innovations, however, are not just in medicines (some with unaffordable prices) but by ensuring collaboration and partnership 

with the stakeholders at the community level. It is also necessary to put into practice medicine-based evidence and access to 

effective interventions, which produce many benefits for patients. 

 

Illness-Related Suffering and Palliative Care in LMICs 

Serious health suffering (SHS) is conceptualized as health suffering related to an illness or injury of any kind that cannot be 

relieved without medical intervention and that causes physical, social, and emotional impairments [4,5]. According to the Lancet 

Commission on Palliative Care (PC), in 2015, SHS was present in more than 65 million people, and it accompanied 25.5 million 

deaths (2.5 million of which were children), mostly from countries with little or no access to PC, which is known/expected to 

improve well-being, distressing symptoms, and suffering in cancer patients and terminal, advanced, and progressive, non-

malignant diseases [4].  

 

The Astana Declaration (WHO, 2018) determined that a high-quality health system requires the inclusion of PC as one of many 

potential solutions to the adverse consequences of advanced diseases for patients, families, the healthcare system, and society 

as a whole [5]. PC is an important indicator of equity in global health, patient-centered, to control or attenuate suffering 

since/from the point of diagnosis, respecting the patient's values and dignity, and promoting support to the family. Of the 45 

million people in need worldwide, only 14% receive PC, mostly in high-income countries (HICs) [7-9]. PC it is associated with 

patient satisfaction, cost-effective care, improved quality of life, survival rates, symptom control, less aggressive treatments, and 

respect for the patients’ wishes and values. PC is a right, a priority, and an ethical responsibility of healthcare systems [4-7,10]. 

When it is incorporated in the health care system, it is beneficial at a minimal cost, reduces anxiety and depression in the last 

month of life, caregiver distress, therapeutic incarceration, number of admissions, and costs of hospitalizations and intensive 

care hospitalization. But PC expansion is limited by lack of awareness among patients and the public, especially in LMICs, 

physicians’ reluctance to refer to PC teams, unrealistic expectations of patients and families, and lack of PC professionals [4-7]. 

The future of PC lies in collaborative care with other specialties, such as oncology, nephrology, neurology, surgery, primary 

care, and day-care hospitals [9]. Table 1: Shows types of suffering and PC needs according to country income. 
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Table 1: Types of suffering and palliative care needs in HICs and LMICs [8]. 

 

Patient Population Need in HIRC Countries  Need in LMIC Countries  

Advanced chronic non-communicable diseases High High 

HIV/AIDS Moderate High 

Resistant TB Very low High in some regions 

Critical illness High High 

Neonates with severe prematurity, birth trauma 

or congenital anomalies 

High Very high 

Severe non-progressive disabilities: paraplegia, 

quadriplegia, and stroke and dementia patients 

Moderate High 

Severe social distress such as extreme poverty-

stigmatization 

Low High 

Acute symptoms related to illness, surgery, or 

injury 

Not Applicable High 

Health crises and emergencies Very low High in some areas 

 

PC strengthens health systems by providing patient-centered care, promoting changes in the treatment of suffering, Skills and 

knowledge that extend beyond PC itself [8-12]. PC needs will increase in the future due to the growing magnitude of non-

communicable diseases (cardiovascular: 38.5%; cancer: 34%), and aging. In 2060, 48 million people (47% of global deaths) 

will die with SHS, an increase of 87% compared to the 26 million in 2016. SHS will increase by region, especially in LMICs 

(more than 155%) and among people over 70 years of age. Dementia will grow by 264% between 2016 and 2060 [11]. In 1990, 

the WHO clearly identified the development of PC as a priority, as one of the four pillars of comprehensive cancer care, increased 

home-based PC programs, availability of opioids, and PC training [12]. PC policies include the harmonized development of PC 

services, the training and accreditation of professionals, and funding for patients and families. Without funding for PC 

implementation, it is highly unlikely that a new policy will actually be carried out In Latin America, PC legislation has been 

approved in Costa Rica, Chile, Mexico, Colombia, and Peru [9]. 

 

Early pain relief is a global ethical obligation to alleviate suffering and respect the patient's dignity. Pain is one of the most 

frequent and severe symptoms experienced, and it is present in up to 80% of AIDS or cancer patients and 67% of cardiovascular 

or lung diseases at the end of life. Opioids, in particular morphine, are essential for pain control. SHS is related to pain-only 9% 

of the world's population uses 94% of the available opioids [6]. Access to analgesics is one of the great hidden inequalities in 

global healthcare [4,13].  In 2011, 83% of the world's population lived in countries where there was little or no access to opioids. 

Thus, The International Narcotics Control Board reports that of the 298.5 metric tons of opioid equivalents used for medical 

purposes between 2010 and 2013, only 0.1 metric ton (100kg) was distributed in LMICs [2,4,14]. Haiti and Nigeria use 5.3mg 

and 0.8mg of opioid equivalents per patient with PC needs per year, respectively. 
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In the United States, the annual distribution was 55,000mg, and in Canada it was 68,000mg per patient in need of PC per year. 

In 2019, the ratio remained almost the same: 10% of countries have 90% of the opioids available. On the other hand, 50% of the 

world's population, who reside in LMICs, has access to only 1% of opioid medication [4]. In these countries, a patient dying 

with AIDS or cancer pain may have had access to 200mg of oral morphine or the equivalent, while in HIC the use may be as 

high as 99,000mg. In addition to opioids, other drugs are needed, depending on the type of pain (nociceptive, somatic, visceral, 

or neuropathic), but their use remains almost unchanged in 2018, according to the United Nations Office on Drugs and Crime 

(UNODC) Research [14] Figure 1. 

 
 

 

Figure 1: United Nation Office on Drugs and Crime 

(UNODC) Narcotic drugs 2019. 

 

According to Human Rights Watch [15], 43% of cancer patients do not receive appropriate pain management that is the basis 

for a comprehensive PC strategy and a goal for healthcare systems. Despite the numerous guidelines for the appropriate use of 

opioids, many patients continue to die in excruciating pain due to ignorance or under-education of healthcare providers about 

opioids themselves or their application techniques and over-preoccupation with opioid dependence. Other causes of underuse in 

LMICs include restrictive regulations for morphine use (or other essential, controlled PC drugs), a lack of trained personnel, 

prescription taboos among health professionals, and “opioid phobia” in the general population. Excessive legislative focus on 

the control and regulation of opioids for medical use has impacted storage, prescription, and dispensing [16]. A month's supply 

of generic morphine sulfate can cost between $1.8 and $5.4 in HIC, instead of $60 to $180 charged by multinationals in LMICs. 

Consequently, the cost of 10mg of oral morphine is 5 to 8 times more expensive in LMICs than in HICs. For this reason, it is 

necessary that countries cooperate to purchase opioids as a way of controlling the price and promoting accessibility of the most 

useful opioids, such as oral and injectable morphine. 
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To close the large gap between pharmaceutical use and price in HICs and LMICs, the 2018 Lancet Commission [4] proposed 

the creation of an essential PC and “pain pack” (Table 2) to cover end-of-life needs at a low cost, for both adults and children, 

which could also be used in humanitarian crises. This pack contains many of the essential generic medicines identified by the 

WHO, including morphine to relieve pain, anxiety, and other distressing physical and emotional symptoms, with indications, 

dosages, and routes of administration for children and adults. The price ranges from $0.78 to $2.16 per capita/year (0,6-6 % of 

the cost of the essential UHC package). Knaul [4] argues that $1 million could alleviate the pain of the world's children. 

Governments should strive to make at least these essential packs available. 

 

Table 2: Essential pack for PC and pain alleviation [4]. 

 

Essential Medicines: Amitriptyline, Bisacodyl, Dexamethasone, Diazepam, Diphenhydramine 

(Chlorpheniramine, Cyclizine or Dimenhydrinate), Fluconazole, Fluoxetine or other SSRI (Sertraline and 

Citalopram), Furosemide, Hyoscine Butylbromide, Haloperidol, Ibuprofen (Naproxen, Diclofenac, or 

Meloxicam), Lactulose (Sorbitol or Polyethylene Glycol), Loperamide, Metoclopramide, Metronidazole, 

Morphine (Oral Immediate-Release and Injectable), Parenteral Naloxone, Omeprazole, Ondansetron, 

Paracetamol, and Petroleum Jelly. 

 

International Cooperation on Cancer 

Campaigns for cancer prevention, early detection, and treatment can have a significant impact, increasing five-year survival and 

reducing the severe suffering caused by cancer, particularly in LICs, where cancer typically has a late diagnosis and where only 

PC treatments are available. In the United States, the five-year survival rate for cervical cancer is 92%, when detected at an early 

stage, and 15% at an advanced stage (16). Early detection can reduce costs by 2-4 times, saving $26 billion per year. In 2018, 

more than 18 million new cancer cases were detected worldwide (almost 5 million were breast, cervical, colorectal, and 

oropharyngeal), of which 9.6 million died due to late diagnosis, lack of health infrastructure, and a lack of oncologists. Cancer 

is likely to affect more than 28.4 million by 2040, especially in LMICs, i.e., more than 75% of global cases. 

 

The incidence of cancer in sub-Saharan Africa (SSA) is very high: 128.2 cases/100.000, an estimate that has doubled in the last 

30 years [17,18]. Without effective intervention, the number of cancer deaths in SSA will exceed one million/year by 2030. 

Many of these patients do not receive quality PC. By 2030, cancer cases will increase by 35% in South America and 42% in 

Central America and Mexico. High mortality rates are a growing health and economic problem because they represent the loss 

of human lives in the prime of life, both for their families and their countries. It is one of the causes of continuing poverty. 

Barriers to cancer control in Central and South America include a lack of cancer registries or inadequate ones, poor prevention, 

lack of screening and diagnostic facilities, poor availability or access to effective treatments, and a severe shortage of well-

trained personnel (oncologists, radio-oncologists, surgeons, nurses, and others). In LMICs, many cancers are diagnosed in late 

stages due to neglect, poverty, ignorance, stigma, and geographic barriers to health infrastructures. With the COVID-19 

pandemic, many aspects of cancer control were affected by the shift of focus. 
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In terms of children with cancer, it is estimated that there are around 400,000 new cases worldwide each year, but only 200,000 

are registered. According to Connor et al. [19], from 2020 to 2050 there will be 13.7 million new cases of pediatric cancer 

worldwide, and of these, 9.3 million (84.1%) will be in LMICs. Pediatric cancer is the leading cause of death among 0-14year 

old’s [19]. In LMICs, 90% of child deaths associated with SHS are preventable. In some regions of Africa, 6% of all cancers 

are pediatric, which is less preventable than cancer in adults, while in HIC the prevalence is less than 1%. Generally, children 

have more treatable forms of cancers; up to 70% may be curable, while in LMICs, only 10%-30% of children survive. This large 

gap has prompted one of the UN Millennium Goals: to raise child survival to 60% (i.e., one million) by 2030 [20]. Educating 

child caregivers (families and mothers, childcare professionals, educators) about initial symptoms of cancer will be very useful 

to early diagnosis, especially in children in premature development stages, who are more vulnerable and dependent. Many 

countries have been able to develop pediatric cancer programs through direct or indirect collaboration with foreign institutions, 

educational efforts (twinning or internship support), or online training. The provision of pediatric PC in these countries is crucial 

because 90% of children at risk of cancer live where curative therapy is less available; currently, curative treatment only covers 

5%-10% of all children in need [6]. 

 

Cancer patients have the right to live with the utmost dignity and to receive the best possible symptomatic control wherever they 

live, but in LICs (lower income countries), only 5% of patients have access to safe and timely surgery; in MICs (medium income) 

the situation is somewhat better (22%). Surgery is a basic human right that has a very important role in oncology, including 

prevention, diagnosis, cure, palliation, and reconstruction. In Africa, surgeons are the first-and the only-doctors who treat a 

cancer patient. Surgery is needed in 74% of cervical cancer cases, it increases survival in breast cancer by 30%-55%, and in 

colon cancer, it is the only palliative option because of the scarcity of adjuvant therapies and the need for symptom relief. 

Radiotherapy is essential in treatment, either alone or in combination with surgery or chemotherapy. Although it benefits 50% 

of cancer patients, in Africa it covers only 38% of their needs, and only 10.8% of patients receive it [20,21].  

 

Keeping cancer under control requires innovation and building or promoting synergies between the various systems, including 

partnerships and cooperation among stakeholders. Although cancer has been thought to be too big or complex and costly to 

manage, it does not have to be, if a comprehensive cancer plan is created with more funding for cancer research and treatment. 

As seen in Figure 2, there are substantial disparities in per capita investment in cancer in 2016, with $5,252 in HICs (high 

income), $491 in the high-level MICs, $81 in the low-level MICs, and $40 in LICs [22]. 
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Figure 2: Spending on cancer, HIV/AIDS, tuberculosis 

(TB), and malaria in developing countries (US dollars, 

billions). 

 

Joint efforts by countries to promote cancer diagnosis and treatment can help change the situation. In 2013, through the Lancet 

Oncology Commission, Goss et al. [23] organized several meetings in Latin America and the Caribbean between ministers of 

health and those responsible for health systems about several subjects: how to improve cancer funding; the distribution of 

resources and services; the number of professionals; training; socioeconomic, geographic, and ethnic factors; the needs of 

minorities; and how to reduce the cost of treatment. The conclusions of this meeting were that health funding represented a small 

percentage of GDP and that funding for cancer coverage, physicians, professionals, resources, and equipment was unevenly 

distributed between and within countries. In light of these findings, it was decided to take various measures to prevent cancer 

and reduce suffering and mortality. The average cost per cancer patient is $7.92 in Latin America, compared to $183, $244, and 

$460 in the UK, Japan, and US, respectively [24]. 

 

In 2015, two years after this meeting, Strasser-Weippl et al. [25] reviewed the suggested changes and concluded that considerable 

progress had been made: adequate structural reforms, new programs for disadvantaged or isolated populations, promotion of 

cancer registries and plans, and policies to improve cancer prevention were all implemented. In another paper, Barrios et al. [26] 

reported in 2021 that although the burden of cancer still represents a substantial problem for Latin America and the Caribbean 

and the imbalance remained, progress had been made in essential areas. Despite this, the authors identified several remaining 

barriers: additional funding for cancer control is required (in Latin America and the Caribbean, investment in health rose to 7.9% 

in 2018), registries were still inadequate, and cancer diagnosis and treatment was still delayed, with insufficient PC. The lack of 

a national cancer registry is a major obstacle to action and should be a priority, as 80% of information about cancer can be 

collected in an automated way, and if data is measured, it can be acted upon. 

 

 

 

 

http://www.literaturepublishers.org/


Citation: Astudillo AW, Mendinueta CA, Silbermann M, et al. International Cooperation in the Alleviation of Human Suffering. Clin Image 

Case Rep J. 2023; 5(2): 299. 

Clin Image Case Rep J. 2023; 5(2): 299                               www.literaturepublishers.org                                                                             9 

 

 

Disparities in cancer care can be reduced by creating resources-human capital and telecommunications infrastructure-that can 

bring together institutions with different levels of funding and expertise, thereby lowering drug costs and ensuring drug quality. 

Such resources can also improve knowledge about cancer’s biological characteristics in order to address cancer as a whole, 

including measures of prevention and treatment (although only 40% of cancer drugs seem to provide sufficient value against 

cancer) [18,20]. The lack of access to high-cost medicines is a complex problem that relates to economic, political, and ethical 

issues. In addition to poor or difficult access to medicines, there is the problem of counterfeit or substandard medicines available 

on the dark market in Africa, which are sometimes the only option for patients, coupled with increased antimicrobial resistance. 

On this continent, beliefs, stigma, lack of community understanding of cancer, and lack of a word to describe it in African 

languages can influence the effectiveness of preventive campaigns. Traditional medicine is often combined with conventional 

treatment in cancer [27,28].  

 

Successful cancer control efforts require well-structured and coordinated plans, political will, and the collaboration of multiple 

elements, both regionally and internationally [13,17,18]. The existence of a global fund or health coverage through universal 

insurance and the experience gained with HIV/AIDS could make it possible to ensure that in LMICs, cancer can be a chronic, 

livable disease, with appropriate treatment. This can also encourage cancer awareness, prevention, appropriate screening, and 

educational measures at all levels. Funds should prioritize the most cost-effective measures in a transparent way, in order to 

finance specific cancer control measures and to organize the purchase of drugs on a regional basis among several countries rather 

than individually [18,20,27,28]. This type of management facilitated a decrease in the cost of darunavir for HIV and vaccines 

(e.g., papillomavirus) to $8.50 per dose instead of $107 (United States) [24]. 

     Reducing premature deaths and improving the survival of children and young people can be achieved with effective treatment 

for infections, cancer, vaccination, control of malnutrition, and other preventive measures, and by promoting collaboration 

between cancer institutions in HICs and LMICs [19]. If we do not respond effectively to cancer, its economic and social 

consequences can be astronomical because cancer kills more people than malaria, tuberculosis, and AIDS combined [22,27,28] 

and drives more than 100 million people/year into poverty, with clear consequences for the economy. Kenya, for example, has 

created a new approach to this problem by charging a tax of $8 to $200 to treat cancer, investing 8% of its health budget. This 

policy has enabled Kenya to extend its health care coverage so that patients can now go to private subsidized centers, thereby 

improving waiting lists [18,20]. 

 

Humanitarian Disasters 

Humanitarian crises caused by earthquakes, floods, wars, and epidemics (HIV/AIDS, Ebola, Covid-19), with refugees and 

displaced persons (more than 89.3 million - 42% children), are a source of great suffering. These large-scale events affect 

populations and societies, as they cause loss of lives, family breakdowns, forced displacement, and massive adverse effects. The 

WHO reports that in 2015, about 125 million people worldwide needed humanitarian assistance for fractures, injuries of various 

kinds, or diseases requiring PC [29-32]. During the Ebola outbreak in West Africa (2014-2016), there was a great need for 

symptom and pain relief, with a marked shortage of morphine. This was repeated in the 2010 Haiti earthquakes and the Covid-

19 pandemic. In all these disasters, there was an overlap between the principles and mission of PC and humanitarian action in 

the relief of suffering, namely offering respect for people's dignity, support for their basic needs, and accompaniment in difficult 

times. 
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Covid-19 is a highly contagious condition with high mortality and limited life-sustaining therapeutic interventions. During the 

Covid-19 pandemic, the need for technical means, such as ventilators, required proper assessment and judgment and the use of 

ethical principles of justice and beneficence, according to the severity and prognosis. It was necessary to limit the therapeutic 

effort when the patients' situation could be changed and to direct the goals of care toward providing PC, alleviating severe 

suffering, controlling dyspnea and pain, and giving the patients the opportunity to be accompanied by their loved ones and to be 

able to say goodbye [29-31]. Universal "do not resuscitate orders" should be rejected even at very advanced ages, and the 

decisions must take into account the patients' wishes. Clinical decisions, including who should or should not receive ventilatory 

support, marks a deterioration of person-centered care in favor of utilitarian thinking [32]. Those who do not receive intensive 

care or ventilatory support require adequate relief of suffering and dyspnea, namely with opioids. 

 

In humanitarian crises, it is essential to set milestones and actions and to insist on prevention, quarantine, and physical distancing, 

as well as provide basic palliative-supportive care training and opioid use to family caregivers and hospital professionals, in 

addition to equipment. As Radbruch et al. [30] point out, it is necessary to optimize cooperation and coordination, preserve 

continuity of care, promote social support, and assess emerging immediate and long-term needs in order to extend PC during 

and after pandemics [27,28]. Solidarity is the basis of humanity's existence. Governments must be transparent and quick to report 

on humanity's risk of a pandemic every three to four years. But, despite the recent Ebola outbreak, the COVID-19 pandemic 

showed us unprepared governments, as a result of low investment in health. 

 

Pandemics and the Progress of Medicine 

During Covid-19 pandemic, interesting contributions were made in terms of knowledge management, with more inter-

professional information exchanges and the use of telemedicine, which facilitated contact with patients [29-32]. PC proved to 

be very useful: once the severity of the pandemic was known, various palliative treatments and end-of-life care guidelines were 

universally disseminated to address the need for training of professionals, carers, and volunteers. Pandemics are, and must be, 

catalysts for innovation to absorb and radiate a new energy of efforts. They should highlight the necessity of universal cancer 

control, as well as pull healthcare systems out of their apathy to the fact that some have access to better treatments and prevention, 

while many, the majority of LICs, do not have pain relief and PC [28-30]. The Covid-19 pandemic brought a revolution in e-

health, including social media and online courses. Knowledge sharing enabled the production of Covid-19 vaccines in a record 

time of 10 months, which reduced the incidence and mortality. Group meetings of scientists have stimulated remarkable changes 

that have taken place in Latin America in recent years. These events showed that another major international effort is possible, 

which may lead to the development of vaccines against cancer, including infectious causes. 

     Reducing premature deaths is possible, but requires a global effort against cancer, such as the one that was made regarding 

Covid-19, to put it at the center health concerns, prevention programs, vaccination, and malnutrition control campaigns. It is 

essential to promote agreements, such as took place in 2022, in the International HIV Conference in Montreal, between ViiV 

Healthcare Pharmaceuticals and the Medicines Patent Pool. This agreement facilitated the reduction of the cost of cabotegravir, 

a long-acting HIV preventive drug, making it generic for 90 developing countries, which account for 70% of HIV infections. 

The drug is capable of reducing the risk of infection by 92%–98%. The current cost is €3,200/dose, but it will cost €130/year in 

its generic form. According to UNISIDA, in 2021, there were 1.5 million new infections and 650,000 deaths, along with 38.7 

million people already infected. 
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Multilateral cooperation and solidarity must be developed, with the support of WHO and greater autonomy and funding, in order 

to overcome isolationist sovereignty. This body should serve to improve the monitoring of potential outbreaks of epidemics. It 

should act as a centralized crisis management system of global health governance, thus creating a permanent defensive system 

(an emergency health corps) of well-trained epidemiologists and health workers who can travel quickly to the affected area to 

diagnose, treat, and support vaccines development. There is a need for rapid training in opioid use and a need to mitigate end-

of-life loneliness and caregiver distress Governments must ensure access to controlled medicines during pandemics, recalling 

that simplified procedures for export, transport, and supply of opioid medicines can be used in acute emergencies [30,31]. 

Equipment and materials that could help us in the future must be preserved and help to strengthen health and self-protection 

systems, especially in LICs, which will suffer the most. We are all vulnerable, especially those who have the least. 

 

The relief of pain and prevention of suffering related to serious illness are two moral and ethical imperatives in the treatment of 

cancer, non-communicable diseases, pandemics, and disasters. To reduce them requires a global effort in solidarity between 

humanitarian organizations, governments, and sectoral entities to: (a) strive for high-quality health care; (b) stimulate the early 

detection and treatment of severe suffering in its various forms; (c) make cancer the focus of global concern; (d) promote the 

development of Palliative Care (PC) and pain relief alongside cancer programs and primary care; (e) promote the training of 

professionals in  low and middle income countries (LMICs) by creating a network of supportive teaching hospitals to host them; 

(f) support oncology and palliative structures in LMICs; and (g) include PC as part of the Universal Health Coverage (UHC) 

packages in humanitarian emergencies alongside the essential package of palliative medicines. 

 

Training of Professionals 

To relief pain and SHS there must be available, well-trained professionals in all countries to mitigate the hardship of these 

situations. In SSA there is a shortage of 4.3 million well-trained doctors, nurses, midwives, and other health professionals, 

particularly pathologists, oncologists, surgeons, radiotherapists, anesthetists, palliative medicine doctors, and other essential 

specialists [18,20]. Some African countries have only one oncologist for every two million people, as opposed to one for every 

26,418 people in the United States. Nigeria has 90 oncologists for 213 million people, and Ethiopia has 4 for 100 million [17]. 

Latin America needs more medical oncologists in the public sector, and must also reduce their concentration in large areas, as 

many vulnerable patients live in rural areas without access to care. A World Bank Group study claims that about 1.5 million 

deaths a year would be avoided if the most basic surgical interventions were available in LMICs [33]. In 2010, it was estimated 

that 16.9 million lives lost (32.9% of global deaths) were due to conditions requiring surgery, that surgical conditions comprise 

30% of the overall burden of disease, and that they are involved in 65% of cancer cure and control. Cesarean section, for example, 

can reduce neonatal mortality by up to 70%.  

     Artificial intelligence can be used to improve the quality of healthcare systems and their efficiency in all aspects, including 

facilitating clinical decision-making and providing quality technical and remote support. Good, systematic, and effective 

communications between individuals in advanced cancer centers and those in countries with a lack of resources can improve 

diagnosis and care, as well as promote training and continuing education. Disparities in cancer care can be reduced by developing 

resources-human capital and telecommunications infrastructure-that link institutions with different levels of funding and 

expertise. The St. Jude Children's Research Hospital Cure-4kids videoconferencing program (www.cure4kids.org) and tutorial 

work with Central American hospitals has been very successful. One video conferencing unit costs $1,000. 
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Achieving the goals of sustainable development requires an extra 43 million professionals trained in a model of professional 

education that promotes leaders as agents of change who adapt to the biopsychosocial needs of the sick and help create a better 

healthy future for all [1-4,32-36]. It is necessary to promote a network of teaching hospitals in solidarity with like-minded social 

agents, which would enable professionals to become acquainted with new methods of work, diagnosis, and treatment in cutting-

edge locations [32,34-36]. A network of hospital cooperation with local community health facilities for LMICs could improve 

the training of their staff and encourage the creation of teams. This will also enable the implementation of ideas and actions 

capable of alleviating the health situation in many countries, particularly in specialties where the lack of resources affects the 

quality of the medicine offered. Hospitals must also be open to the creation of agreements that cover the needs of professional 

practice and that create a social basis of support and solidarity. 

 

This issue opens up various possibilities between HICs and LMICs to help training. It includes promoting better jobs and 

working conditions in the countries of origin, but this needs to be done in a balanced way so as not to create migratory movements 

to HICs that leave the LMICs depleted of the essential human health resources required to manage their own patients [34-37]. 

Training can also be promoted by transferring specialists from HICs to LMICs to train local doctors [33,37,38] or through 

conferences or training programs, such as those run by the Pan-African Academy of Christian Surgeons in general surgery in 

Africa since 1996. This Academy has an eight-year program that has trained a total of 43 residents in six countries; their goal is 

to train 100 African surgeons [39]. Palliativos sin Fronteras, a Spanish health NGO, has been using a hybrid system for 13 years, 

which includes the transfer of medical, nursing, and psychological aid workers to LMICs, and the promotion and facilitation of 

local and online courses on PC, pain relief with a network of supportive teaching hospitals that that have taken on 45 scholarships 

holders in Spain, Chile and Mexico. 
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