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Viewpoint I

Towards a common definition of global health @,

Jeffrey P Kaplan, T Christopher Bond, Michael H Mérson, K Srinath Reddy, Maria Henry Rodriguez. Nelson K Sewankambo, Judith N Wisserhed,
for the Consortium of Universities for Global Health Executive Board *

Global health is fashionable. It provokes a great deal of communicable infections, the education of the individual Lancet 2009; 373 1993-95
media, student, and faculty interest, has driven the in personal hygiene, the organization of medical and Pubiished Online
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component of foreign policy,' and has become a major community a standard of lwving adequate for the

philanthropic target. Global health is derived from public maintenance of health: 50 crganizing these benefits in
health and international health, which, in turn, evolved such a fashion as to enable every citizen to realize his
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Global health

Geographical reach  Focuses on issues that directly or indirectly affect
health but that can transcend national boundaries

S Edlivorial page 1919
“Mernibiers st an end of paper
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Level of cooperation Development and implementation of solutions often

requires global cooperation o
e . . B —= issues that affect the health of the population of a
Individuals or Embraces both prevention in populations and clinical emmunityor country

populations care of individuals

:nt and implementation of solutions does not
vire global cooperation

Access to health Health equity among nations and for all people is a

ised on prevention programmes for populations

major objective .
ity within a nation or community is a major
Range of disciplines  Highly interdisciplinary and multidisciplinary within EE—
and beyond health sciences e e S

Table: Comparison of global, international, and public health




Deaths by cause in the world (2005)

Noncommunicable diseases: Infectious diseases:

, HIV/AIDS 4.9%

L

Heart disease Tuberculosis 2.4%

30.2%

Malaria 1.5%

Other
Infectious

Diseases
20.9%

Cancer
15.7%

Diabetes
1.9%

Other chronic diseases
15.7%

Injuries 9.3%

(WHO, Chronic Disease Report, 2005)



Noncommunicable Diseases (NCDs)

Responsible for up to 60% of all deaths,
80% are in low- and middle-income countries

Major non-communicable diseases:

— Cardiovascular disease
— Cancer

— Chronic Respiratory disease

— Diabetes

Shared preventable risk factors:

— Tobacco use

— Unhealthy diet

— Physical inactivity

— Harmful use of alcohol

Cancer

Diabetes

Cardiovascular
Disease

Physical
|nact|V|ty

Chronic
Respiratory
Diseases

nhealthy
diets

Harmful use of
alcohol



Noncommunicable diseases (2006-2015)

2006-2015 (cumulative)

Geographical Total NCD dggtgs Trend: Death Trend: Death
regions (WHO deaths deaths . from infectious '

e o o (millions : from NCD
classification) (millions) | (millions) ) disease
Africa 10.8 2.5 28 +6% C+27% )
Americas 6.2 4.8 53 -8% W
Eastern 4.3 2.2 25 -10% +25%
Mediterranean
Europe 9.8 8.5 88 +7% +4%
South-East Asia 14.7 g0 |C 89 )  -16% +21%
Western Pacific 12.4 9.7 105 +1 +20%

58.2 35.7 388

-3%

+17%

WHO projects that over the next 10 years, the largest increase in

deaths from cardiovascular disease, cancer, respiratory disease and
diabetes will occur in low- and middle-income countries.

(WHO, Chronic Disease Report, 2005)




United Nations General Assembly
on non-communicable diseases (NCD)

Non-communicable Disease (NCD) Summit
Involving Heads of State, in September 2011,
to address the threat posed by NCDs to low- &
middle-income countries (LMICs).

World Heart Federation
International Diabetes Federation (I1DF)
International Union Against Cancer (UICC)

the International Union Against Tuberculosis
and Lung Disease
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New UN report confirms ongoing lack of access
to essential medicines
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The UN report Strengthening the Global Partnership for Development in a
Time of Crisis highlights the existence of large gaps in the availability of
medicines in both the public and private sectors, as well as a wide
variation in prices which render essential medicines unaffordable to poor
people.

Launched on September 16th as the second report of the MDG Gap Task
Farce, the report describes progress towards achieving MDG 8 (Develop a
global partnership for development) and its related targets in the areas
of essential medicines, official development assistance, trade, external
debt and technology.

MDG B, Target 8.E: In cooperation with pharmaceutical companies,
provide access to affordable essential medicines in developing
countries was measured using nine indicators for measuring access to
medicines using data collected by WHO and its partners. The report found
that in the public sector, generic medicines are only available in 38.1% of
facilities, and on average cost 250% more than the international
reference price. In the private sector, those same medicines are
available in 63.3% of facilities, but cost on average about 610% more
than the international reference price. High prices often render medicines
unaffordable, with common treatment regimens costing a low-paid
gavernment worker several days' wages. The cost of treatment for
chronic diseases is particularly unaffordable because of the need for
lifelong treatment which is less amenable to short-term financial coping
strategies.

UN - MDG Gap Task Force report 2009
Arabic [pdf 1.60Mb] | Chinese [pdf 2.71Mb] | English [pdf 1.67Mb] |
French [pdf 2.47Mb] | Russian [pdf 1.87Mb] | Spanish [pdf 2.46Mb]

UN - MDG Gap Task Force report 2008
Arabic [pdf 1.56Mb] | Chinese [pdf 2.02Mb] | Enalish [pdf 1.67Mb] |
French [pdf 1.42Mb] | Russian [pdf 1.45Mb] | Spanish [pdf 1.56Mb]

MDG 8, Target 8.E: In
cooperation with
pharmaceutical
companies, provide
access to affordable
essential medicines in
developing countries.

Public:
38% availability of generics
250% of Int reference price

Private:
63% availability of generics
610% of Int reference price



World Cancer Declaration
2008
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and endorsed by the World Cancer Congress 2008

Measurement

Sustainable delivery systems
Tobacco, obesity, alcohol
Vaccination (HBV, HPV)
Dispel myths about cancer
Screening & early detection
Effective pain control
Training opportunities

Reduce health emigration
Improve cancer survival for all.
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Supporting Australians to Live Well at the End of Life

National Palliative Care Strategy 2010




Supporting Australians
to Live Well at the End of Life

National Palliative Care Strategy 2010

goal area number goal

Awareness and Goal 1 To significantly improve the appreciation of

Understanding dying and death as a normal part of the life
continuum.

Goal 2 To enhance community and professional
awareness of the scope of, and benefits of
timely and appropriate access to, palliative
care services.

Appropriateness Goal 3 Appropriate and effective palliative care is
and Effectiveness available to all Australians based on need.
Leadership and Goal 4 To support the collaborative, proactive,
Governance effective governance of national palliative care
strategies, resources and approaches.
Capacity and Goal 5 To build and enhance the capacity of all
Capability relevant sectors in health and human services

to provide quality palliative care.




Mrs MB

* 86 year old woman
 Oct: Endometrial cancer with bone mets
e 3 weeks later

—2small stroke --> fall --> broken hip.

—Repair?
—Keep comfortable with opioids?

—What is the goal of care?



Election Statement

e Identification of the hospice
 Acknowledgement of full understanding of
—palliative rather than
curative nature of hospice care.
 Waiver of certain Medicare Services
e Effective date of election
e Individual's signature

“Single payer, rationing”



Intentions of Treatment

Palliative

VS

Curative



Survival Curve: Disease
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The scope of the problem...

INTERNATIONAL
World Death Rate Holding Steady At 100 Percent

JANUARY 22, 1807 | ISSUE 3402
GEMEVA, SWITZERLAND—arld Health Qrganization officials expressed disappointment Monday at the group's finding that, despite the enormous efforts of doctors, rescue workers and

other medical professionals warldwide, the global death rate remains constant at 100 percert.

EMLARGE IMAGE Death, a metabolic affliction causing total shiutdown of all life functions, has long been considered humanity's nurmber one health concern.
Fesponsible for 100 percent of all recorded fatalities worldwide, the condition has no cure.

World Mortality Rate +* :.q, Bl , | , _ . .
Cat [ 'was really hoping, what with all those new radiology treatments, rescue helicopters, aerobics TV shows and what have you, that we might
1ﬂﬂ%' I[HI‘% | IIII% lh"m% at least make a dent |r? |tth|§ygar, WHID Director Genergl Dr. Gernst Bladt said. "Unfortunately, itwould appear that the death rate remains
| constant and total, as it has inviolably since the dawen of time."
| f Many are suggesting that the high mortality rate represents a massive failure on the part of the planet's health care warkers.
"The inability of doctors and scienticts to adequately address this issue of death is nothing less than a scandal* concerned parent Marcia
Gretto said. "Doyou have any idea what a fulkblown case of death looks like? Well, | do, and believe me, it's not pretty. In prolonged cases,
mma,mmmna' 5 b : pretty. I prolong
total decomposition of the corpse is the result.
Death ratez since 1992

“Wihat about the children™ the visibly moved Gretto added.

At this early date, | don't want to start making broad generalzations,” Citizens for Safety's Robert Hemmlin said, "but it is beginning to seem possible that bith—aswel asthe subseguent
life cycle that follows =3 ey 3300 somaty sk 'cr el 1o za imnhed”

Death, expetts 53y, sfiects oot ooty 1 dsad, sutthe nor-desd suwe]



Survival Curve: Cure

Testicular cancer
Early Breast Cancer
Early Colon Cancer
Lymphoma

%
survival

Years



Survival Curve: Prolongation of Survival

Metastatic Breast Cancer
Metastatic Colon Cancer
Head and Neck Cancer
Bladder Cancer

LLung Cancer

%
survival

Years



Survival Curve: Palliative Care

Poor Performance Status
Co-morbidities
Metastatic Pancreas Cancer?

%
survival

\ Palliative Care

\

Years



Mrs MB

* 86 year old woman
 Oct: Endometrial cancer with bone mets
e 3 weeks later

—2small stroke --> fall --> broken hip.

—Repair?
—Keep comfortable with opioids?

—How do we provide palliative care?



Path of Care with Repair

e without Hospice? e with Hospice?
—Surgery —Surgery
—Rehab: nursing home —Hospital $600/day for 5 days
Medicare if progress includes OR
—Consider Hospice later —MD billing separate

—Rehab: Goal not palliative?
—Medicare: double dipping
— Hospice benefit questionable



Palliative Care now

Over the wall!

E

Standard Medical Care Hospice



The

Economist Intelligence Unit |economis:

The quality of death
Ranking end-of-life care
across the world

A report from the Economist Intelligence Unit

Commissioned by

| LIEN -
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UK
Overall score

Basic end-of-life healthcare
environment

Availability of end-of-life care
Cost of end-of-life care
Quality of end-of-life care

Score/10
7.9
5.0

8.4
6.3
9.8

Basic end-of-life healthcare environment
— UK

10

8
%\
/ N\

Cost of end-of-life care

Source: Economist Intelligence Unit.

Rank/‘m
1
28

18

== Average
= Best

Availability of
end-of-life
are

Uganda
Overall score

Basic end-of-life healthcare
environment

Availability of end-of-life care
Cost of end-of-life care

Quality of end-of-life care

Basic end-ol-ife healthcare environment
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Cost of end-of-life care (15% weighting; top = lowest cost to
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Figure 7: Public awareness of end-of-life care

Highest ranking (excellent) Lowest ranking (poor)
5 “ 3 2 1

Belgium Australia Canada Brazil China
Ireland Austria Czech Republic Finland
UK France Denmark Greece

Hungary Germany India

Japan Hong Kong Italy

South Korea Iceland Luxembourg

Netherlands Malaysia Mexico

New Zealand Poland Portugal

Norway Singapore Russia

Sweden Slovakia Switzerland

Taiwan South Africa Turkey

Uganda Spain

s DO

Source: Economist Intelligence Unit ranking, based on input from Ministries of Health, country palliative care advweocacy orgamizations.




Palliative Care now

Over the wall!
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Standard Medical Care Hospice



Health care may be
the most entrenched,
change-averse industry
in the United States.
The innovations that
will eventually turn it
around are ready, in
some cases—but they

can't find backers.

Will
Disruptive
Innovations

Cure Health Care?

s
tl". T e

by Clayton M. Christensen,
Richard Bohmer, and John Kenagy

Oy o 200 by (he President ond Fellows of Harvand Coflege. AR Eghis resorved. . HA RVARD BUSINESS REVIEW S ember- OCODer 2000




Palliative Care

Standard Medical Care

NEVERCEIE




The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Early Palliative Care for Patients with
Metastatic Non-Small-Cell Lung Cancer

Jennifer S. Temel, M.D., Joseph A. Greer, Ph.D., Alona Muzikansky, M.A.,
Emily R. Gallagher, R.N., Sonal Admane, M.B., B.S., M.P.H.,
Vicki A. Jackson, M.D., M.P.H., Constance M. Dahlin, A.P.N.,
Craig D. Blinderman, M.D., Juliet Jacobsen, M.D., William F. Pirl, M.D., M.P.H.,
J. Andrew Billings, M.D., and Thomas J. Lynch, M.D. 100+

604

40

Patients Surviving (35)

Early palliative care

Standard care H

0 I I I I

20+

0 10 20 30 40
Months




Mrs MB

e 86 year old woman
 Oct: Endometrial cancer with bone mets
e 3 weeks later

—2small stroke --> fall --> broken hip.

—Repair

e Died two weeks later:




Obama, NY Times April 2009

Now, I actually think that the tougher issue around
medical care — it’s a related one — is what you do
around things like end-of-life care —

LEONHARDT: Yes, where it’s $20,000 for an extra week of life.
Exactly. And I just recently went through this.....

So now she’s in the hospital, and the doctor says, Look, you’ve got
about — maybe you have 3 months, maybe .....6 months, maybe
you have 9 months to live. Because of the weakness of your heart, if
you have an operation on your hip there are certain risks that —
you know, your heart can’t take it. On the other hand, if you just
sit there with your hip like this, you’re just going to waste away &
your quality of life will be terrible.

And she elected to get the hip replacement and was fine for about
two weeks after the hip replacement, and then suddenly just — you
know, things fell apart



Obama, NY Times April 2009: 2

LEONHARDT: So how do you — how do we deal with it?

Well, I think that there is going to have to be a conversation that is
guided by doctors, scientists, ethicists.

And then there is going to have to be a very difficult democratic
conversation that takes place. It is very difficult to imagine the
country making those decisions just through the normal political
channels.

And that’s part of why you have to have some independent group
that can give you guidance. It’s not determinative, but I think has
to be able to give you some guidance. And that’s part of what I
suspect you’ll see emerging out of the various health care
conversations that are taking place on the Hill right now.
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Oprah and Australia's 'socialist' health
care

SUSAN BIGGAR

Oprah is here. With a USTV
audience of seven million
expected to tune in to discover
our beauty rich and rare, what
will Australia showcase?
Should we highlight this
country's external
magnificence? Or could now be
the time to really show off by
exposing the US to our
healthcare system?

Thanks to the strength of the
Aussie dollar, many tourist
operators are doing it tough;
all they want for Christmas is
for Oprah's visit to usherin a
flood of big-spending
Midwesterners. But possibly
the greatest Christmas present
we could give America would
be a broken leg or burst
appendix for Oprah.

If she — friend of President Obama and host of the highest-rated talk show in US history
— were to find herself a customer on the doorstep of Australia's excellent and equitable
healthcare system, America's best-known mouth might go home peddling a message that
could change the foundations of her society.

As an American, though now permanently resident in Australia, I can't imagine a better
gift for my compatriots.



THE UNITED STATES PRESIDENT'S
EMERGENCY'PLAN gor AIDS RELIEF

Home » Clobal Health Initiative

Global Health Initiative

Through the Global Health Initiative (GHI) the United States will invest $63 billion over six years to help
partner countries improve health outcomes through strengthened health systems - with a particular focus on
improving the health of women, newborns and children through programs including infectious disease,
nutrition, maternal and child health, and safe water. The GHI aims to maximize the sustainable health impact
the United States achieves for every dollar invested. The GHI will deliver on that commitment through a
business model based on: implementing a woman- and girl-centered approach; increasing impact and
efficiency through strategic coordination and integration; strengthening and leveraging key partnerships,
multilateral organizations, and private contributions, encouraging country ownership and investing in
country-led plans; improving metrics, monitoring and evaluation; and promoting research and innovation.
Through this model the GHI will build on the Bush Administration's successful record in global health, and
take these remarkable achievements to the next level by further accelerating progress and investing in
sustainable health delivery systems for the future.




World map: all groups (countries n=234)

S _{" . T ) Developed by the intemational Obessivatory on End of Lile Care
P care development ! L e P L= Tor the Wolldwide Palative Care Alance. commissoned by the
1. no activity yet identified L e s —— Matonal Hospice and Palialive Cae Organization (USA) and
H 2 capacity building activity e S Help the Hosplces (UK} These maps can bo fresly used so
B > iocali provision lang as this acknowledgoment remans on them
B 4. approaching integration

Digitad Map Data © Colkre Bartholomew Lid (2008)



Drugs

Codeine

Fentanyl
Hydromorphone
Methadone
Morphine
Cxycodone

Pethidine

Maorphine Equivalence

What is Morphine Equivalence?
Regions

World

South America
Central America
Morth America
All of Africa
Central Africa
Morthern Africa
Southern Africa
Eastern Asia
Southern Asia
Asia/Pacific region
Central Asia
Middle East
MNarthern Asia
MNaorthern Europe
Western Europe
Southern Europe

Important Legend Note




Figure 10: Availability of pain killers (morphine and morphine equivalents)

Highest ranking (excellent) Lowest ranking (poor)
5 2 1

Australia China Austria Czech Republic India
Canada Germany Belgium Greece
Denmark Hong Kong Brazil Mexico
Luxembourg Hungary Finland Russia
Netherlands Ireland France Slovakia
New Zealand Japan Iceland South Korea
Portugal Poland Italy Turkey
Sweden Spain Malaysia Uganda

Taiwan Norway

UK Singapore

us South Africa

Switzerland

Source: Economist Intelligence Unitranking bazed on: Pain Policy Center's comparizons cf consumption ve. need, interviews, European Atlas of Palliative Care.



Global Trend 1980 - 2008

10000 -

—ll— Fentanyl ME
9000 - Hydromorphone

Methadone ME
—¥— Morphine ME
8000 - —@— Oxycodone ME
—+— Pethidine ME
= Total ME

Source: International Narcotics Control Board
By: Pain & Policy Studies Group, University of Wisconsin/WHQO Collaborating Center, 2010



PPSG

e 1996: Pain and Policy Study Group

— National

— International

 Close Ties with INCB

— Opioid Consumption Data
— Model Laws: on hold

* WHO Collaborating Center

— Cancer Control

— Access to Controlled Medications Program
» INCB Workshop Estimates; Dec 2009



Establishes a

_ -ramework to:
SINGLE CONVENTION

on 1.Prevent abuse and
NARCOTIC DRUGS, 1961, vieraer 2R

as amended by
the 1972 Protocol Amending the Single Convention
on Narcotic Drugs, 1961

2.Ensure the
availability of drugs
for medical
pUrposes

UNITED NATIONS




SINGLE CONVENTION

on

NARCOTIC DRUGS, 1961,

as amended by
the 1972 Protocol Amending the Single Convention
on Narcotic Drugs, 1961

UNITED NATIONS

“the medical use of
narcotic drugs
continues to be
Indispensable for the
relief of pain and
suffering... adequate
provision must be
made to ensure the
avallability of narcotic
drugs for such
purposes.” (Preamble,
p. 13)



Achieving Balance in National Opioids Control
Policy: Guidelines for Assessment (2000)

v For governments and
health professionals

NARCOTIC & PEYCHOTRCOPIC DRI'GS

v Explains need, ACHIEVING BALANCE
rationale and B,
imperative CONTROL POLICY

v' 16 criteria
v Simplified Checklist
v' 22 Languages




“Balance” is the Fundamental Principle

National policy should establish a drug
control system that prevents diversion and
ensures adequate availability for medical

use

Drug control measures should not interfere
with medical access to opioid



Arabic
Bulgarian
Chinese
English
French
German
Hindi
Indonesian
Italian
Lithuanian

Mongolian

www.painpolicy.wisc.edu

HAPKOTUYHI TA NCUXOTPOIHI
MPEMNAPATH

NOCArHEHHA BIAMOBIAHOCTI
HALIOHAITIbHNX NMONITUK
KOHTPOIO 3A SACTOCYBAHHAM
onioigie
PEKOMEHOAUIN LLOAO
OUIHIOBAHHA

Polish
Portuguese
Romanian
Russian
Serbian
Spanish
Swahili
Tagalog
Turkish
Ukrainian

Vietnamese



Education

Drug
vailability

Policy



Global Consumption of Morphine, 2008

Global mean 5.9847 mg
Mg/capita
160 - Armenia 0.6945 mg
Georgia 1.338 mg
Austria
140 (166.9070 mg) Guatemala 0.3561 mg
¢ Uses morphine for
St‘rtg:;‘gr‘l’t" Jamaica 1. 3652 mg
120 - Kenya 0.1292 mg
Nepal 0.0349 mg
100 - Colombia 1.2390 mg
Panama 0.5170
U.S.A (66.5682 R '
80 - n(lg) | GlobalMean | Sierra Leone N/A
1
| (6.005mg) .
Poland Bl : Serbia 0.6659
(6.4746 mg) I
60 - : Vietnam 0.2193
. I
South Africa Italy n5254816 Georgia : p—
(10.3011 mg) I . uatemaia
40 - Armenia | Serbia | Kenya
Jamaica : / Mt Repd
[
20 - Colombia : Panama
I
/ [/
0 vy ¥ ‘ i/ ‘ v \ v v

(158 Countries)

The means are calculated by adding the individual mg/capita statistics for all countries
Source: International Narcotics Control Board; United Nations population data and then dividing by the number of countries; data does not Include information for
By: Pain & Policy Studies Group, University of Wisconsin/WHO Collaborating Center, 2010 countries from which the INCB did not receive a report
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Essential Medicines
16th edition (updated)

2010 WHO Model List

2. ANALGESICS, ANTIPYRETICS, NON-STEROIDAL ANTI-INFLAMMATORY MEDICINES (NSAIMs),
MEDICINES USED TO TREAT GOUT AND DISEASE MODIFYING AGENTS IN RHEUMATOID DISORDERS (DMARDSs)

2.1 Non-opioids and non-steroidal anti-inflammatory medicines (NSAIMs)

acetylsalicylic acid Suppository: 50 mg to 150 mg. Tablet: 100 mg to 500 mg.
Ibuprofen Tablet: 200 mg; 400 mg. >3 months.

paracetamol* Oral liquid: 125 mg/5 ml. Suppository: 100 mg. Tablet: 100 mg to S00 mg.
* Not recommended for antil Jinflammatory use due to lack of proven benefit to that
effect.

2.2 Opioid analgesics
Codeine Tablet: 15 mg (phosphate); 30 mg (phosphate).

Morphine Injection: 10 mg (morphine hydrochloride or morphine sulfate) in 1./ml ampoule.
Oral liquid: 10 mg (morphine hydrochloride or morphine sulfate)/S ml.
Tablet: 10 mg (morphine sulfate).
Tablet (prolonged release): 10 mg; 30 mg; 60 mg (morphine sulfate)
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%" Promoting Hospice & Palliative Care Worldwide
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IAHPC - Who We Are

‘:‘ Home >> Who We Are >>> What We Do >>>> What You Can Do P> Donate Now

Who We Are Our MISSIU“ is to collaborate and work to improve the quality of life of patients with

advanced life-threatening conditions and their families, by advancing hospice and palliative care

What We Do programs, education, research, and favorable policies around the world.

What You Can Do

Ou r VISIOI‘I is to help to increase and optimize the availability of and access to hospice and

Donate palliative care for patients and their families throughout the world.
1AHPC Store We achieve this by:
IAHPC Members = fadlitating and providing palliative care education and training opportunities for care providers
: _ acting as an information resource for professionals, health care providers and policy makers
Link to our site » developing collaborative strategies for hospice and palliative care providers, organizations,
s institutions and individuals
Site Map
Home Lea rn More about what we do here
é What iS Hospice & Paliiative Care? Ciick here
ﬂi@iﬁ:ﬁﬁ;rﬁa S @@ the list and bios of the IAHPC Board of Directors and Staff Members here
L v IAHPC is a not for profit organization. Where applicable, donations to IAHPC from individuals, companies
holt 1€ Jo0%  1Hi0012 or sponsors are tax deductible.

Need more information? Please contact us

Clickk Here



TAHPC LIST OF ESSENTIAL MEDICINES FOR PALLIATIVE CARE ©

WHO Essential Medicines Model List

5 mg/ml injectable

10 mg rectal suggosi:nrv

25-50 maq tablets
nd 7 | inj

25 mq tablets
50 mg/ml injectable

Pain - mild to moderate

25 microarams/hr
50 micmgramr.rhr

tablets 300 mq or 400 mg

Neuropathic pain

0.5 - 5 mq tablets

Sl e

Medication Formulation IAHPC Indication for PC S s ey e
Amitriptyline® 50-150 mg tablets Depression 24.2.1 - Depressive dissorders
Neuropathic pain
Bisacodyl 10 ma tablets Constipation Mot included
10 mg rectal suppositories
Carbamazepine®* 100- 200 mg tablet Neuropathic pain 5 - Anticonvulsants/antiepileptics
24.2 2 - Bipolar disorders
Citalopram (or anv other 20 ma tablets Depression Mot included
eauivalent generic SSRI exceot 10 masSml oral solution
|paroxetine and fluvoxaming) 20-40 mq injectable
Codeine 30 mg tablets Diarrhea 2.2 - Opioid analgesics
Pain - mild to moderate 17.5.3 - Antidiarrheal
Dexamethasone 0.5-4 mq tablets Anorexia 3 - Antiallergics and anaphylaxis
4 mg/ml injectable Nausea 8.3 - Hormones and antihormones
Neuropathic pain
Vomiting
2.5 -10 ma tablets Anxiety 1.3 - Preoperative sedation short term procedures

5 - Anticonvulsants/antiepileptics
24.3 - Generalized anxiety, sleep disorders

Not included

Nausea

Mot included

—
Not included
Not included

Nausea

24 _1- Psychotic dissorders

10 mq tablets
10 ma/ml iniectable

Terminal respiratory congestion
Visceral pain
Vomiting

0.5 - 5 mg drops
0.5 - 5 ma/ml injectable Vomiting
Terminal restiessness
Hyoscine butylbromide 20 maf1ml oral solution Nausea Mot included

Ibuprofen 200 ma tablets Pain - mild to moderate 2.1 - Non opicids and NSAIMs
400 mg tablets

Levomepromazine 5 - 50 mq tablets Delirium Not included
25 mg/ml injectable Terminal restlessness

Loperamide 2 mq tablets Diarrhea Not included

Lorazepam*** 0.5-2 mq tablets Anxiety Mot included
2 ma/ml liquididrops Insomnia
2-4mg/ml injectable

Megestrol Acetate 160 mq tablets Anorexia Mot included
40 mg/ml solution

doneg Sma tablets 24.5 - Substance dependence

N 58 G relogse)

1 mg/ml oral solution

Pain - mederate 1o severa




Metoclopramide 10 mq tablets Mausea 17.2 - Antiemetics
S mg/ml injectable Vomiting
Midazolam 1-5 mg/ml injectable Anxiety Not included
Terminal restiessnass
Mineral gil engma - Not included
Mirtazapine (or anv other aenenc 15-30 mq tablets Depression Not included

P ssA or SNRI) 7.5-15 mq injectable
Morphine Immediate release: 10-60 mg tablets Dyspnea 2.2 - Opioid analgesics
3 Immediate release: 10mg/Sml oral solutio! Pain - moderate to severe
Immediate release: 10 mg/ml injectable
Sustained release: 10 mg tablets
Sustained release: 30 mg tablets
Octreotide 100 meg/ml injectable Diarrhea Mot included
Vomi:ing
tion salts Diah 17.5.1 - Oral rehydration
01%0% ; 5 mg tablet Not included
S cetaminophen) 100-500 mq tablets Fain - g o ogerae 2.1 - Non opicids and NSAIMs
500 mgq rectal suppositories
Prednisolone 5 mg tablet Anorexia 3 - Antiallergics and anaphylaxis
(as an alt to Dexamethasone) 8.3 - Hormones and antihormones
21.2 - Anti inflamatory agents
- 5 8.6 mg tablets &% 17.4 - Laxatives
Tramadol 50 ma immediate release tablets/capsules Pain - mild to moderate Mot included
1 100ma/1ml oral solution
S0mg/mi injectable
Trazodone 25-75 mq tablets Insomnia Not included
S0 mq injectable
5-10 mg tablets Insomnia Not included

: ‘. J




International Association of Hospice and Palliative Care
List of Essential Medicines for Palliative Care

(http://www.hospicecare.com/resources/pdf-docs/iahpc-list-em.pdf)

v" Codeine,

v Fentanyl,

v Methadone,

v Morphine (immediate and sustained release),
v Oxycodone,

v Tramadol

NOTE: NO GOVERNMENT SHOULD APPROVE MODIFIED RELEASE MORPHINE, FENTANYL OR OXYCODONE
WITHOUT ALSO GUARANTEEING WIDELY AVAILABLE NORMAL RELEASE ORAL MORPHINE.


http://www.hospicecare.com/resources/pdf-docs/iahpc-list-em.pdf

Annals of I:‘-’I-'_'-_'Il-'_'l-:JlI

original article

Formulary availability and regulatory barriers
to accessibility of opioids for cancer pain in
Europe: a report from the ESMO/EAPC Opioid
Policy Initiative

N. I. Cherny'="*, J. Baselga™>, F. de Conno® & L. Radrbruch®’

Cancer Pan and Paliatyve Madicine Unil, Dapartment of Oncalogy, Shaare Zadak Medical Center, Jerusalemn, Israal: “Ewropean Socealy for Medical Oncalogy: “Palative
Care Working Group; “Madical Oncology Sanvice, Val o Hebran University Hospital, Barcelona, Spain; “Ewropean Sociely for Medical Oncology: *European Association

for Falative Carg and “Falatve Madicine, Aschen Uinvarsity, Aschen, Gamany

Recerved 3 October 2009; revised 25 Novemiber 2009; accepted 25 November 2009



Opioid availability and cost: West Europe

Codeine | Propox |HC/DHC BuprPO |BuprTD [MolR MoCR Molnj OcIR OcCR Methad. |FentTD |[FentTM JHmIR HmCR | Pethinj
Finland H H

France

Norway

Austria

Portugal

Italy

Denmark

Israel

Netherlands

Cyprus

Greece

Germany

Luxemburg

Spain

Switzerland
UK

Belgium

Iceland

Turkey

Free <25% 25-50% 50-75% 100%
Cost Cost Cost cost



Opioid availability and cost: Eastern Europe

Czech R.
Croatia

Codeine |Propox |HC/DHC [BuprPO |[BuprTD |MolR

Latvia

MoCR

Molnj

OcIR

OcCR

Rumania
Slovak R.
Hungary
Estonia

Serbia

Bulgaria

Moldova
Poland
Russia
Monten.
Maced.

Bosnia-H
Lithuania
Belarus
Albania
Georgia
Ukraine

Free <25% 25-50%
Cost Cost

50-75%
cost

100%
cost

Methad. |FentTD |FentTM [HmIR

HmCR [Pethinj
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Consumption of Morphine 1980 - 2003
East vs. West Europe (mg/capita/yr)
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Competent authority submits INCB confirms morphine quantity Government or wholesaler places
annual national morphine estimate order with registered supplier

What does it
tak get

Patient receives monitoring and ~ —
follow-up a c o Product delivered to central

pain relief?

Distributed to district medical
stores

Patient fills prescription

s . PatientNepogf pain
Clinician writes

- Distributed to facility
prescription



PPSG International
Pain Policy Fellowship (1PPF)

e Competitive process
e Self-Identified champions.

e Supported by
— Open Society Institute IPPI: 2006-
— US Cancer Pain Relief Committee: 2006-
— Livestrong: 2010-



2006 International Pain Policy Fellowship

Dr. Simbo Daisy

Amanor-Boadu
Nigeria

Dr. Henry Ddungu
Uganda/APCA

Prof. Snezana Bosnjak
Serbia

Dr. Jorge Eisenchlas
Argentina

Dr. Marta Ximena Leon
Colombia

Prof. Rosa Buitrago
Republic of Panama

Mrs. Nguyen Thi
Phuong Cham

Vietnam

Mr. Gabriel Madiye

Sierra Leone

] N

Pain & Policy Studies Group

S ted by th
University of Wisconsin upported by the

iety Institut
October 2006 Madison, Wisconsin Open Society Institute



2008 International Pain Policy Fellowship

- Dr. Hrant Karapetyan . Dr. Dingle Spence
Dr. Irina Kazaryan o N Mrs. Verna Edwards

Armenia Jamaica

+ Dr. Pati Dzotsenidze Dr. Zippy Ali
Mr. Mikheil Pavliashvili Dr. Jacinta Wasike
Georgia Kenya

{9\3} Dr. Eva Rossina Duarte Juarez

Lic. Ana Lucia Espigares
Guatemala

Dr. Adrian Belii
&’ Republic of Moldova
Dr. Bishnu Dutta Paudel

Mr. Radha Raman Prasad Teli
Nepal

Pain & Policy Studies Group S o b the
upporte
University of Wisconsin Pp y

Open Society Institute
June 2008, Madison, Wisconsin pe AR/ L)
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Morphine Remains Scarce for Pain Sufferers Worldwide
By MARTHA ANN OVERLAND / HANOI

HIVIAIDS patients lie on a bad at the Natonal Institute of
Tropical Medicines in Hanol on May 6, 2005

Reulars
a2 Eb
PRAT ElAL . ] MORE
After the hospital sent Nguyen Van Dung home to die,
232

his family watched helplessly as he wasted away from
complications due to AIDS. And he did not go gently.
& “He was in such pain,” says Dung's 73-year-old mother.
“It was like seeing him on fire."
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THE POLITICS OF PAIN

Fain relief is often taken for granted in the Westem world, but in about 150 countries. the
use of morphine is severely restricted. Tatum Anderson investigates how this nas come
about, and what steps are being taken to stop patients Iving and dying in extreme pain

e | | Asmanla

e s gt vy e © leapues, P e

g i a1, Bt e mted it Lt

(vt L (B, b Ul P ST .
Miond pheyie carn. can ol ol ooy,

k' marpir. W cary anaion,” Ly Ix
gt g, ™ et e e R o g

i snagemet, Mg du der o ologar s

PO PR i SOl Rt | heve fol"
T i ity o o et v L 14 0 e

et e e g e o 30 chin—a Paaagt

i Lare
g o ey e . g 4 g T
o oo B 1 ek il e Bene
ey miaed e g g, s The (e Soncieny
I b e e b b, vl asd A 0 pallafs
o Wi meayigly, o clgial 4 ey it
e e 10 et "0 ey bl avd
o g it et e sruigea,” O Kepehe
-

Trangs s g kg 1 achany. sl g
mumyrrach Rer e Lt b e, el
o B oS e plarryerd. M s
merain s probies, howeees Dn Kaosg #8pn bus.
1aorm ;g Pt Far ¢ el B . o packed
ol wer i it ol fu. TP St P WET
™ e L

viclence ape mot receing the pain reliel they
meeel Ak, Eamy panents with condeons, sach
2 vlic el ol acrornta Bhcman sy e Bom s
vy, amd HIYVAIDs panenis on anererovral,
Fequare peied b o Rt get . Contoded drags
that e e I prad drag sk fion o cbedeinic
comptications, such 2 e pometrine. ae severdy
st o ¢

Manll consraisies o ok B bt o opicis o

* menchacal e, bui thetr pobioes and paies are s
3 coweous the s Lk of acoes fof panes.
£ Ie some coustries only cocologits and pal-

liniwe care specialists ane aliowsd 0 prescribe
epuonks, of thuy o oy prescrhe trormly s

: med amomt, Some lemealasons, sach a oral

miorphine, are not dlowed (see box 1) Indian
phasm e fayee s sy bores 10 ik
coniolled drups that maimy & Sol bother (e

B | LGS JORD | WOLAME WA



WHO Public Health Model

Drug

Availability Education

Policy



"We must not only stop the harm caused by drugs: let's
unleash the capacity of drugs to do good.

You think this is a radical idea? Look back to the origins of
drug control. The Preamble of the Single Convention
recognizes that ... the medical use of narcotic drugs
continues to be indispensable for the relief of pain...

This is hardly the language of a prohibitionist regime.
Indeed, this noble goal of UN drug policy, the freedom
from physical pain, demonstrates our over-riding

Antonio Costa, Exec Director,
UN Office on Drugs and Crime (UNODC)

March 2010
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