
Radiol Oncol 2026; 60(1): 15-21.	 doi: 10.2478/raon-2026-0009

15

review

Inequity in access to palliative care services 
worldwide and in Slovenia

Nena Golob1,2, Maja Ebert Moltara1,2

1 Department of Acute Palliative Care, Institute of Oncology Ljubljana, Ljubljana, Slovenia
2 Faculty of Medicine, University of Ljubljana, Ljubljana, Slovenia

Radiol Oncol 2026; 60(1): 15-21.

Received 9 October 2025 
Accepted 29 December 2025

Correspondence: Assist. Nena Golob, M.D., Ph.D., Department of Acute Palliative Care, Institute of Oncology Ljubljana, Zaloška 2,  
SI-1000 Ljubljana, Slovenia. E-mail: ngolob@onko-i.si

Disclosure: No potential conflicts of interest were disclosed. 

This is an open access article distributed under the terms of the CC-BY license (https://creativecommons.org/licenses/by/4.0/).

Background. Palliative care aims to enhance the quality of life of patients and their families facing progressive and 
incurable disease by addressing physical, psychological, social, and spiritual challenges. Despite being recognized 
as a human right, palliative care remains out of reach for most people worldwide, with only about 14% of those who 
need it receiving it. Global demand for palliative care is rising due to aging populations and the increasing burden 
of chronic diseases. While high-income countries focus on expanding access and inclusivity to this care, low-income 
countries face severe shortages in prevention, diagnostics and treatment of underlying diseases, which creates an 
urgent need for palliative care services. Cultural differences, a lack of trained professionals, limited opioid availability, 
and weak policy further deepen inequities. 
Conclusions. Historically rooted in religious and charitable care, modern palliative care emerged with Dame Cicely 
Saunders’ hospice movement, evolving into a medical specialty. Access varies widely – Europe has high integration 
in some countries but significant disparities in service distribution and opioid use. Africa, Latin America, and parts of 
Asia still lack widespread provision. In Slovenia, palliative care development began in the 1980s and has recently ex-
panded to include some specialized palliative care services across the country. Despite this progress, palliative care 
in Slovenia remains underdeveloped due to limited coverage, regional disparities, workforce shortages, insufficient 
formal education, and an old and ineffective national policy. Opioid availability is slightly below the European aver-
age, and its use is declining, which raises concerns about further unmet needs.
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Introduction

Palliative care (PC) is a holistic approach that 
enhances the quality of life of patients and their 
families facing a progressive and incurable disease 
by addressing physical, psychological, social, and 
spiritual challenges. Interventions offer practical 
support and bereavement counselling, providing 
person-centered care with specific attention to 
individual needs and preferences. In accordance 
with the principle of equally respecting life and 
death, PC’s goal is to ensure a peaceful and dig-

nified death, enabling patients to live as actively 
and fully as long as possible.1 The integration of 
PC into standard care also improves the quality of 
life for caregivers.2 Ultimately, PC services are in-
tended to provide continuous support in a variety 
of settings to patients of all ages who are affected 
by a wide range of conditions.1 

PC is recognized as a human right, yet only 
about 14% of people in need of PC receive it.1,3 
Around 56.8 million people currently require PC 
services, and the global need for this care will con-
tinue to grow due to aging populations and the 
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rising burden of noncommunicable diseases.1,4,5 
Adequate national policies, programmes, resourc-
es, and training are urgently needed to improve 
access to PC services.1,5

History of palliative care

PC has adapted to the needs of an evolving society: 
from its beginnings as houses dedicated to caring 
for ill and dying travellers to the first hospice-type 
facilities set up by the Knights Hospitalier and later 
by various religious organizations (Irish Religious 
Sisters of Charity), and finally to the establishment 
of the first modern hospice, St. Christopher’s.6-8 
Dame Cicerly Saunders, largely credited for in-
spiring the modern hospice movement, worked 
with other distinguished professionals to estab-
lish a professional evolution of the field, which 
was recognized as a medical (sub)specialty in UK 
in 1987.9 Following the initial enthusiasm, critics 
from within and outside the specialty raised con-
cerns about its limited outreach, the medicaliza-
tion of death, and its role as a counterculture.10-12 
Alongside with the partial inclusion of the hospice 
movement into National Health Service in the UK, 
pioneers of PC worked to promote their goals in 
many countries.13 

PC has had to adapt to the new demands of a so-
ciety with growing treatment possibilities. This is 
also reflected in how its definition and conception 
have evolved over time.1,14 Demands are further in-
creasing due to geographic, cultural and societal 
challenges that are unique to the area where they 
are applied.5,15 

In high-income countries, the emphasis of PC 
is on expanding access and ensuring the inclusion 
of all patients – regardless of their age, diagnosis, 
culture, race or minority status – through the pro-
vision of better access and patient-centred care. In 
contrast, many parts of the world still struggle due 
to limited resources for the prevention, diagnosis, 
and treatment of underlying diseases, which cre-
ates an urgent need for PC.16-23 

Inequity in global access and 
format

In low-income countries, disease (cancer) preven-
tion, diagnostics and treatment are severely lim-
ited, making palliation the best option for most 
patients.24 Although PC plays a crucial role in im-
proving the quality of life of patients everywhere, 

most of services are available and provided in 
high-income countries.4,5 Access in many other 
countries remains low.5,25 The reasons for this 
could lie in a lack of resources, limited awareness 
of the services’ existence, as well as the unavail-
ability of PC services.26-30 Existing PC models are 
implemented mainly in high-income countries 
and are often incongruent with cultural issues in 
countries where they are applied.31-34 The task of 
providing “total care” may lead to services appear-
ing radically different from country to country or 
even between communities.35 Issues among health 
care providers are important obstacles preventing 
the acquisition of PC.26,36,37 How PC is offered and 
received continues to be shaped by culture and 
ethnicity.38-40 The reluctance of patients and car-
egivers may also affect the delivery of PC.41 

There are several models aimed at improv-
ing access to PC. The World Health Organization 
(WHO) Global Atlas of Palliative Care outlines vari-
ous approaches to guide implementation across 
diverse health systems.4 In resource-constrained 
settings, programs may benefit from leveraging 
volunteers to expand accessibility.35,42 In contrast, 
specialist PC in high-income countries has been 
shown to improve patient and family satisfaction 
more effectively and to better address their needs 
compared to generalist PC.43,44 While access to spe-
cialist PC is often used as a benchmark for quality 
in high-income countries, in low-income countries, 
the mere provision of any form of health service is 
frequently considered a significant achievement.45 
In these low-resource settings, PC is often focused 
on providing long-term support.35

A global study revealed that PC has been well 
integrated only into 20 health care systems world-
wide. Nearly half of all countries lack a functional 
PC delivery system, and in many others, services 
reach only a small fraction of the population.46 In 
a report from 2008, 115 out of 234 countries had no 
PC services.47 Recently, notable progress has been 
achieved, particularly in Africa.4

Significant inequities exist in cancer pain man-
agement between low- and high-income countries. 
In low-income settings, most patients die in pain 
without access to adequate opioid pain treatment, 
whereas this rarely occurs in high-income coun-
tries. Most of the world’s morphine consumption 
takes place in high-income regions. The use of 
opioids is closely linked to the availability of PC 
services, as the presence of a functional system is 
essential to ensure that even when medications are 
available, they are appropriately prescribed and 
delivered.5,48-50
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In Africa, patients with chronic diseases face 
a high prevalence of pain and psychosocial dis-
tress, yet PC services remain largely unavailable. 
Currently, 21 out of 47 countries have no PC pro-
vision, while only about 22 countries have made 
some progress towards integrating PC into their 
health systems.4,46 Access to essential medications 
remains a critical barrier, with oral morphine still 
largely unavailable across the continent.4,51,52 

In recent years, PC services have expanded in 
Latin America, and all countries on the continent 
now offer some form of provision. However, com-
prehensive national policies and strategic plans 
remain rare. The development of services is high-
ly uneven, with nearly half located in Argentina 
and Chile – countries that together represent only 
about 10% of the continent’s population. These 
services are typically concentrated in major urban 
centres and are often linked primarily to cancer 
care. Despite ongoing efforts, access to and avail-
ability of PC remain limited for most of the popu-
lation across Latin America.50

In recent years, the state of Kerala (India) has 
made remarkable progress in PC integration, 
largely driven by a strong network of community-
based initiatives. Community volunteers play a 
crucial role there, serving as a vital link between 
patients and healthcare providers. They provide 
an estimated coverage of more than 70% of long-
term care in the region, compared with a national 
average of 1–2% (35,42,53,54).35,42,53,54 The high rate 
of morphine use in Kerala is a direct reflection of 
its well-developed PC infrastructure.53

Although some studies report poor awareness 
of PC services among adults in the USA, primary 
care providers play an integral role in providing 
generalist PC, while specialist PC provides an ex-
tra layer of support.27,29 The relationship between 
generalist and specialist PC is expected to deepen 
over time.27,55 Among adult Americans who expe-
rienced a period of dependency before death, 40% 
received care within hospice programs.46

While, according to reports, PC is approaching 
integration into the mainstream health care sys-
tem in most European countries, there is a strik-
ing variation in the levels achieved in each coun-

try and between countries.5,46 A recent European 
study identified 7,119 specialist PC services and 
524 paediatric services across Europe. PC is offi-
cially recognised as a medical specialty in 21 out 
of 52 countries, with mandatory training in medi-
cal and nursing schools in 19 and 21 countries, 
respectively. However, only 13 countries have a 
dedicated PC unit at the Ministry of Health, and 
just nine have a national PC law. PC policies are 
included in primary care services in 76% of coun-
tries, and 33 out of 52 countries host annual na-
tional PC conferences. Research activity is strong 
in 19 out of 52 countries. Advance care planning 
policies exist in 16 out of 52 countries, with eight 
allowing living wills and surrogate decision-
makers. Opioid use across Europe varies greatly, 
from fewer than 500 to more than 5,000 doses per 
million people per day, with an average of around 
5,000 daily doses.5 

Palliative care in Slovenia

PC in Slovenia began in the 1980s with the estab-
lishment of hospital-based pain clinics (Figure 1). 
In 1996, the Slovenian Hospice Society was found-
ed to support terminally ill patients and their fam-
ilies. The first formal PC consultation team was 
launched at the Institute of Oncology Ljubljana 
(OIL) in 2000, concurrently with the gradual ex-
pansion of PC activities into nursing homes, health 
centres, and other care settings (Figure 1).56,57

In 2006, the OIL published its first internal guide-
lines for the treatment of patients with advanced 
cancer, followed by the opening of the Department 
for Acute PC in 2007 (Figure 1).56-58 The adoption 
of the National Program for PC in 2010 provided a 
framework for structured development across the 
country, though regional progress has remained 
uneven. The program introduced the concept of 
basic and specialized PC (SPC) services.56

In 2011, Slovenia’s first mobile PC team 
(MPCT) was established in the Upper Carniola 
(Figure 1).56,57 This was followed by the launch of 
the first PC counselling service in 2012 and an 
early PC outpatient clinic at the IOL in 2013. The 

FIGURE 1. Palliative care evolution in Slovenia. 

IOL =  Institute of Oncology Ljubljana; PC = palliative care
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Slovenian Association for Palliative and Hospice 
Care, founded in 2011, has been instrumental in 
education and advocacy. It became a full mem-
ber of the European Association for PC (EAPC) 
in 2014. In the same year, the Institute for PC at 
Medical Faculty of the University of Maribor was 
established to support research in the field.56 

A major milestone was reached in 2021 when 
five hospitals signed the program for MPCT with 
the Health Insurance Institute of Slovenia. This 
was followed by the Ministry of Health beginning 
to implement a European-funded project focused 
on MPCT (“Strengthening Mobile Teams,” 2022–2026) 
(Figure 1). By the project’s conclusion in 2026, 14 
MPCTs are expected to be funded. Simultaneously, 
additional efforts have been directed towards 
strengthening the entire network of services such 
as acute PC departments, outpatient clinics, and 
telephone support services across the country 
(Figure 1).56,57,59,60

PC in Slovenia is delivered by all healthcare 
professionals and the community      (caregivers, 
non-governmental organisations). According to 
the National PC Programme, PC is regionally or-
ganized in Slovenia at the basic and specialized 
level.59,61,62 Basic PC is carried out at the primary 
level by general practitioners and district nurses, 
and at the secondary level in hospitals by spe-
cialists from any clinical fields in collaboration 
with the hospital nursing staff.56,58,59,61,63,64 SPC is 
intended for patients with complex and difficult-
to-manage symptoms and specific needs. Only a 
small proportion of patients and caregivers (20%) 
require SPC, which is provided in secondary and 
tertiary health centers, and by MPCT. 

SPC is provided by multidisciplinary teams 
comprised of professionals from various medi-
cal fields (e.g. clinical medicine specialists, nurs-
ing staff, pain management specialists, nutritional 
support professionals, clinical pharmacists, clini-
cal psychologists and social workers) who have 
acquired additional education in PC. The core PC 
team consists of a physician and a nurse, but it is 
often expanded into a broader team that includes 
a social worker, physiotherapist, psychologist, 
and other professionals to  better meet patient’s 
needs.56,58,59,61,63,64 A crucial member of the multi-
disciplinary SPC team is the PC coordinator, who 
oversees the services and offers telephone sup-
port for patients at home.56,61,63,64 In Slovenia, the 
indications for enrolment to SPC services include 
specific and complex physical, psychosocial, and 
spiritual needs of the patient or their caregivers. 
Specialized support in PC in addition to the care at 

the primary level (by the general practitioner and 
community nurse), is needed due to anticipated se-
vere complications.56,65,67 

As of 2024, there are SPC teams in eight statis-
tical Slovenian regions (Central Slovenia, Upper 
Carniola, Drava, Savinja, Mura, Coastal-Karst, 
Gorizia, and Southeast Slovenia) offering differ-
ent type of support. In the Central Slovenia, there 
are four SPC teams: for cancer patients at the 
OIL; for patients with hematologic conditions at 
the Department of Hematology of the University 
Medical Centre Ljubljana (UKC LJ); for children 
at the Pediatrics Clinic of the UKC LJ; and for pa-
tients with amyotrophic lateral sclerosis at the 
Neurological Clinic of the UKC LJ. In the Drava re-
gion, two distinctive SPC teams are operating, one 
driven by the University Medical Centre Maribor 
and one by the Ptuj General hospital.58.59 SPC teams 
perform home visits, consultation services, outpa-
tient clinics and phone support. An updated list of 
SPC teams and the service they offer with contacts 
is available on www.paliativnaoskrba.si.

The only SPC hospital department that has been 
operating continuously since its establishment in 
2007 is the Acute PC Department at the OIL.58 In the 
past, two other similar departments operated (in 
the hospitals of Nova Gorica and Slovenj Gradec), 
but they were closed during the COVID-19 pan-
demic. The department in the Slovenj Gradec hos-
pital has recently reopened and nowadays offers 
an inpatient clinic in addition to phone support, 
consultation, and outpatient services.56,58

In the SPC Outpatient Clinic, patients with in-
curable and advanced disease who are still in a sta-
ble phase and suitable for outpatient referral with 
a waiting period are referred based on a triage re-
ferral. Patients who are bed bound and not suitable 
for an outpatient clinic visit are managed in their 
home environment by the MPCT.58 

A referral for SPC services can be made by a 
physician of any specialty – mostly oncologists, 
general practitioners, and emergency medicine 
physicians – or by others involved in the patient’s 
care who require assistance in managing complex 
symptoms and specific needs.58

Based on the National PC Programme, one SPC 
mobile team should assist 100,000–150,000 inhabit-
ants.59 Currently, due to high demand and insuffi-
cient resources, first home visits are often delayed. 
Telephone availability is seldom 24/7, and there is 
a waiting list for outpatient and counseling ser-
vices.58,67 

Currently, there is only one inpatient hospice in 
the country.58 
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Although there have been major improvements 
over the years, new problems have arisen.5,25,58,62,68 
Due to a growing shortage of general practition-
ers, basic PC in Slovenia is often poorly accessible 
for patients. Consequently, SPC team, although al-
ready short-staffed, are also assuming the care of 
patients with basic needs.58,68

According to the EAPC Atlas launched in June 
2025, PC in Slovenia is underdeveloped, provid-
ing only isolated PC provision. At the time of the 
report (October 2024–March 2025), there were 10 
PC teams nationwide for adults, which translated 
to 0.47 services per 100,000 people. This was well 
below the European median of 0.96 services per 
100,000 people, with limited access to hospital 
care, hospice and home-based PC. There was only 
one pediatric team nationwide at the UKC LJ with 
additional pediatric PC teams are in the process of 
being set up at regional hospitals. In Europe, there 
were 524 SPC teams in total, present in 41 out of 52 
countries.5 

Education and training in PC are minimal: by 
the end of 2024, no medical schools (0/2) offered 
obligatory formal PC training, and only one nurs-
ing school did (1 out of 9). There are no PC pro-
fessors in the country and no advanced PC educa-
tional programmes, such as (sub)specialisation for 
physicians. The 40-hour training for residents is 
recommended for some specialties.5 The Slovenian 
Association for Palliative and Hospice Care holds 
a 60-hour PC course for professionals and also or-
ganizes a national conference every second year.5

There are several groups promoting the rights 
of patients in need of PC, their caregivers, and 
disease survivors in Slovenia, but despite this, ad-
vanced directives are not part of clinical everyday 
practice.5 

According to EAPC Atlas, while there are some 
cancer-related and paediatric PC initiatives, there 
is still no national PC law or renewed official PC 
legalisation.5 

Opioid availability in Slovenia is slightly below 
the European average. Access to essential PC and 
pain medications remains strong across both ur-
ban and rural settings. There is a marginal dispar-
ity, with rural areas having slightly lower access 
to immediate-release oral morphine compared to 
urban areas. Nonetheless, the overall availability 
of various opioid types and formulations at the 
primary level remains high.5

However, a national database study revealed 
that the prevalence of opioid recipients has recent-
ly decreased in Slovenia, and the overall consump-
tion is lower than the European average.5.69 The 

low prevalence rises concerns about the extent to 
which PC needs are being met in the country. 

Conclusions

Demographic changes, evolving survival trends 
and a widening gap in resources are just some of 
the factors that will require further adaptation of 
PC provision worldwide and in Slovenia.

Although there have been questions whether 
PC is well-provided and organized, and whether 
specialist PC is justified, PC does indeed improve 
the quality of life for patients with incurable and 
progressive diseases, enabling them to live as ac-
tively and fully as possible until death. 

Inequities in PC are a result of geographical, 
cultural and societal factors. This heterogeneity 
needs to be addressed by properly providing ad-
equate modalities and approaches of care in differ-
ent settings. In low-resource settings, community 
participation can be a tool for empowerment, serv-
ing as a link between the patient and healthcare 
providers. Volunteers could be actively involved 
in evaluating, monitoring, and modifying existing 
programmes. In high-income countries, specialist 
PC should be enhanced by providing better access 
to all patients, regardless of their age, diagnosis, 
culture, race, or minority status.

In Slovenia, a further expansion of SPC services 
is needed to provide adequate and equal care for 
patients all over the country. Basic PC must be en-
sured by all levels of healthcare. Educational pro-
grammes for professionals could therefore facili-
tate PC provision across the country, as this is our 
greatest responsibility. The main goal of national 
policies and all healthcare providers is to ensure 
person-centred care and to identify and overcome 
barriers that slow down the development and inte-
gration of these services. 

References
1.	 World Health Organisation. Palliative Care [Internet]. 2025 [cited 2025 

Aug 20]. Available at: https://www.who.int/news-room/fact-sheets/detail/
palliative-care

2.	 El-Jawahri A, Greer JA, Pirl WF, Park ER, Jackson VA, Back AL, et al. Effects 
of early integrated palliative care on caregivers of patients with lung and 
gastrointestinal cancer: a randomized clinical trial. Oncologist 2017; 22: 
1528-34. doi: 10.1634/theoncologist

3.	 Brennan F. Palliative care as an international human right. J Pain Symptom 
Manage 2007; 33: 494-9. doi: 10.1016/j.jpainsymman

4.	 Connor S. Global atlas of palliative care. 2nd edition [Internet]. 2020 [cited 
2025 Aug 20]. Available at: https://www.thewhpca.org



Radiol Oncol 2026; 60(1): 15-21.

Golob N, Ebert Moltara M/ Inequity in access to palliative care services 20

5.	 Garralda E, Tripodoro VA, Ling J, Brennan J, Montero Á, Bastos F, et al. EAPC 
atlas of palliative care in the European region 2025 [Internet]. 2025 [cited 
2025 Aug 20]. Available at: https://dadun.unav.edu/entities/publication/
b7868dba-dcdb-40a8-bf30-72c1635b6e18 

6.	 Lutz S. The history of hospice and palliative care. Curr Probl Cancer 2011; 35: 
304-9. doi: 10.1016/j.currproblcancer

7.	 Milicevic N. The hospice movement: history and current worldwide situa-
tion. Arch Oncol 2002; 10: 29-31. doi: 10.2298/AOO0201029M

8.	 Stevens EM, Jackson S, Milligan S. Palliative nursing: across the spectrum of 
care. Iowa (USA): Wiley-Blackwell; 2009. 

9.	 Kearney M. Palliative medicine – just another specialty? Palliat Med 1992; 
6: 39-46.

10.	 Soundings. BMJ 1992; 304: 579. doi: 10.1136/bmj.304.6826.579

11.	 Randall F, Downie RS. The philosophy of palliative care: critique and recon-
struction. Oxford: Oxford University Press; 2006. 

12.	 Floriani CA, Schramm FR. Routinization and medicalization of palliative care: 
losses, gains and challenges. Palliat Support Care 2012; 10: 295-303. doi: 
10.1017/S1478951511001039

13.	 Clark D. From margins to centre: a review of the history of palliative care in 
cancer. Lancet Oncol 2007; 8: 430-8. doi: 10.1016/S1470-2045(07)70138-9

14.	 Sepúlveda C, Marlin A, Yoshida T, Ullrich A. Palliative Care: the World Health 
Organization’s global perspective. J Pain Symptom Manage 2002; 24: 91-6. 
doi: 10.1016/s0885-3924(02)00440-2.

15.	 Seymour J. Looking back, looking forward: the evolution of pal-
liative and end-of-life care in England. Mortality 2012; 17: 1-17. doi: 
10.1080/13576275.2012.651843

16.	 World Health Organisation. Cancer Control: Knowledge into Action: WHO 
Guide for Effective Programmes: Module 5: Palliative Care [Internet]. 2007 
[cited 2025 Aug 20]. Available at: https://www.who.int/news-room/fact-
sheets/detail/palliative-care 

17.	 Turner M, Peacock M. Palliative care in UK prisons. J Correct Health Care 
2017; 23: 56-65. doi: 10.1177/1078345816684847

18.	 Abu-Odah H, Molassiotis A, Liu J. Challenges on the provision of pallia-
tive care for patients with cancer in low- and middle-income countries: a 
systematic review of reviews. BMC Palliat Care 2020; 19: 55. doi: 10.1186/
s12904-020-00558-5

19.	 Harding R, Epiphaniou E, Chidgey-Clark J. Needs, experiences, and prefer-
ences of sexual minorities for end-of-life care and palliative care: a system-
atic review. J Palliat Med 2012; 15: 602-11. doi: 10.1089/jpm.2011.0279

20.	 Read S. Learning disabilities and palliative care: recognizing pitfalls and 
exploring potential. Int J Palliat Nurs 2005; 11: 15-20. doi: 10.12968/
ijpn.2005.11.1.17446

21.	 Tuffrey-Wijne I. The palliative care needs of people with intellec-
tual disabilities: a literature review. Palliat Med 2003; 17: 55-62. doi: 
10.1191/0269216303pm668oa

22.	 Ebert Moltara M, Boltežar L, Ivanetič Pantar M, Bernot M. Palliative care – 
the needs of patients with incurable illnesses and their relatives. In: Ramšak 
M, editor. Social diversity and access to healthcare. 1st edition. Baden-
Baden: Verlag Karl Alber; p. 196-209.

23.	 Chen ML. Inequity of palliative care for non-cancer patients. J Nurs Res 
2019; 27: 1-2. doi: 10.1097/JNR.0000000000000324

24.	 United Nations Office on Drugs and Crime. Ensuring adequate access 
for medical and scientific purposes [Internet]. 2025 [cited 2025 Aug 20]. 
Available at: https://www.unodc.org/documents/drug-prevention-and-
treatment/INCB_Access_Supplement-AR15_availability_English.pdf

25.	 Bruera E, Sweeney C. Palliative care models: international perspective. J 
Palliat Med 2002; 5: 319-27. doi: 10.1089/109662102753641331

26.	 Hawley P. Barriers to access to palliative care. Palliat Care 2017; 10: 
1178224216688887. doi: 10.1177/1178224216688887

27.	 Trivedi N, Peterson EB, Ellis EM, Ferrer RA, Kent EE, Chou WYS. Awareness 
of palliative care among a nationally representative sample of U.S. adults. J 
Palliat Med 2019; 22: 1578-82. doi: 10.1089/jpm.2018.0656

28.	 Shen JJ, Dingley C, Yoo JW, Rathi S, Kim SK, Kang HT, et al. Sociocultural 
factors associated with awareness of palliative care and advanced care plan-
ning among Asian populations. Ethn Dis 2020; 30: 459-68. doi: 10.18865/
ed.30.3.459

29.	 Bazargan M, Cobb S, Assari S, Kibe LW. Awareness of palliative care, 
hospice care, and advance directives in a racially and ethnically diverse 
sample of California adults. Am J Hosp Palliat Care 2021; 38: 601-9. doi: 
10.1177/1049909121991522

30.	 Atena D, Imane B, Maryam R, Naiire S, Fatemeh T. The level of knowledge 
about palliative care in Iranian patients with cancer. BMC Palliat Care 2022; 
21: 33. doi: 10.1186/s12904-022-00920-9

31.	 Kemp C. Cultural issues in palliative care. Semin Oncol Nurs 2005; 21: 44-52. 
doi: 10.1053/j.soncn.2004.10.007

32.	 Gatrad R, Sheikh A. Palliative care for Muslims and issues after death. Int J 
Palliat Nurs 2002; 8: 594-7. doi: 10.12968/ijpn.2002.8.12.10977

33.	 Sarhill N, LeGrand S, Islambouli R, Davis MP, Walsh D. The terminally ill 
Muslim: death and dying at the Muslim perspective. Am J Hosp Palliat Care 
2001; 18: 251-5. doi: 10.1177/104990910101800409

34.	 Sachedina A. End-of-life: the Islamic view. Lancet 2005; 366: 774-9. doi: 
10.1016/S0140-6736(05)67183-8

35.	 Sallnow L, Kumar S, Numpeli M. Home-based palliative care in Kerala, India: 
the neighbourhood network in palliative care. Prog Palliat Care 2010; 18: 
14-7. doi: 10.1179/096992610X12624290276142

36.	 Zeinah GF, Al-Kindi SG, Hassan AA. Middle East experience in palliative care. 
Am J Hosp Palliat Care 2013; 30: 94-9. doi: 10.1177/1049909112439619

37.	 Hannon B, Zimmermann C, Knaul FM, Powell RA, Mwangi-Powell FN, 
Rodin G. Provision of palliative care in low- and middle-income countries: 
overcoming obstacles for effective treatment delivery. J Clin Oncol 2016; 34: 
62-8. doi: 10.1200/JCO.2015.62.1615

38.	 Evans N, Meñaca A, Koffman J, Harding R, Higginson IJ, Pool R, et al. Cultural 
competence in end-of-life care: terms, definitions, and conceptual models 
at the British literature. J Palliat Med 2012; 15: 812-20. doi: 10.1089/
jpm.2011.0526

39.	 Bazargan M, Bazargan-Hejazi S. Disparities in palliative and hospice care and 
completion of advance care planning and directives among Non-Hispanic 
blacks: a scoping review of recent literature. Am J Hosp Palliat Care 2021; 
38: 688-718. doi: 10.1177/1049909120966585

40.	 Islam JY, Deveaux A, Previs RA, Akinyemiju T. Racial and ethnic disparities 
in palliative care utilization among gynecological cancer patients. Gynecol 
Oncol 2021; 160: 469-76. doi: 10.1016/j.ygyno.2020.11.031

41.	 Wentlandt K, Krzyzanowska MK, Swami N, Rodin GM, Le LW, Zimmermann 
C. Referral practices of oncologists to specialized palliative care. J Clin Oncol 
2012; 30: 4380-6. doi: 10.1200/JCO.2012.44.0248

42.	 Kumar SK. Kerala, India: a regional community-based palliative care mod-
el. J Pain Symptom Manage 2007; 33: 623-7. doi: 10.1016/j.jpainsym-
man.2007.02.005

43.	 Hearn J, Higginson IJ. Do specialist palliative care teams improve outcomes 
for cancer patients? A systematic literature review. Palliat Med 1998; 12: 
317-32. doi: 10.1191/026921698676226729

44.	 Golob N, Oblak T, Čavka L, Kušar M, Šeruga B. Aggressive anticancer treat-
ment in the last 2 weeks of life. ESMO Open 2024; 9: 102937. doi: 10.1016/j.
esmoop.2024.102937

45.	 Bassah N, Vaughn L, Santos Salas A. Nurse-led adult palliative care models 
in low- and middle-income countries: A scoping review. J Adv Nurs 2023; 79: 
4112-26. doi: 10.1111/jan.15646

46.	 Lynch T, Connor S, Clark D. Mapping levels of palliative care development: a 
global update. J Pain Symptom Manage 2013; 45: 1094-106. doi: 10.1016/j.
jpainsymman.2012.05.011

47.	 Wright M, Wood J, Lynch T, Clark D. Mapping levels of palliative care de-
velopment: a global view. J Pain Symptom Manage 2008; 35: 469-85. doi: 
10.1016/j.jpainsymman.2007.06.006

48.	 Narcotics Control Board I. Report of the International Narcotics Control 
Board for 2023 [Internet]. 2023 [cited 2025 Aug 20]. Available at: www.
incb.org

49.	 Robertson E, Bambala A, Kalungia AC, Marshall S, Mbozi P, Munkombwe 
D. Prescribers’ experiences of, and attitudes to, use of morphine for pallia-
tive care at a tertiary hospital in Zambia. Hosp Pract 2020; 48: 86-91. doi: 
10.1080/21548331.2020.1733318

50.	 Soto-Perez-de-Celis E, Chavarri-Guerra Y, Pastrana T, Ruiz-Mendoza R, 
Bukowski A, Goss PE. End-of-life care in Latin America. J Glob Oncol 2016; 3: 
261-70. doi: 10.1200/JGO.2016.005579



Radiol Oncol 2026; 60(1): 15-21.

Golob N, Ebert Moltara M/ Inequity in access to palliative care services 21

51.	 Are M, McIntyre A, Reddy S. Global disparities in cancer pain management 
and palliative care. J Surg Oncol 2017; 115: 637-41. doi: 10.1002/jso.24585

52.	 Herce ME, Elmore SN, Kalanga N, Keck JW, Wroe EB, Phiri A, et al. Assessing 
and responding to palliative care needs in rural sub-Saharan Africa: results 
at a model intervention and situation analysis in Malawi. PLoS One 2014; 9: 
e110457. doi: 10.1371/journal.pone.0110457

53.	 Rajagopal MR, Karim S, Booth CM. Oral morphine use in South India: 
a population-based study. J Glob Oncol 2017; 3: 720-7. doi: 10.1200/
JGO.2016.007872

54.	 Vijay D, Koksvik GH. Waiting for care and community organizing for serious 
health-related suffering in Kerala, India. Med Anthropol 2024; 43: 338-52. 
doi: 10.1080/01459740.2024.2351066

55.	 Ghosh A, Dzeng E, Cheng MJ. Interaction of palliative care and primary care. 
Clin geriatr Med 2015; 31: 207-18. doi: 10.1016/j.cger.2015.01.001

56.	 Moltara ME. Perspective chapter: the development and integration of 
palliative care at the Institute of Oncology Ljubljana. In: Bollig G, Zelko E, 
editors. Palliative care [Internet]. Rijeka: IntechOpen; 2023. doi: 10.5772/
intechopen.1003064 

57.	 Zupančič Slavec Z. [Development of palliative care]. [Slovenian]. In: Jaunig 
S, editor. [History of healthcare and medicine in Slovenia: internal medicine, 
emergency and urgent medical care, palliative care]. [Slovenian]. Celje: 
Celjska Mohorjeva Družba; 2024.

58.	 Golob N. [Aggressiveness of cancer treatment and other medical care in 
patients with metastatic solid cancer near the end of life]. [Dissertation]. 
Ljubljana (SLO): University of Ljubljana; 2024.

59.	 GOV.SI: Ministry of Health of the Republic of Slovenia. [Palliativna care]. 
[Slovenian]. [Internet]. 2025 [cited 2025 Aug 20]. Available at: https://www.
gov.si/teme/paliativna-oskrba/

60.	 GOV.SI: Ministry of Health of the Republic of Slovenia. [Strengthening 
palliative mobile teams]. [Slovenian]. [Internet]. 2025 [cited 2025 Aug 
20]. Available at: https://www.gov.si/zbirke/projekti-in-programi/krepitev-
paliativnih-mobilnih-timov/

61.	 Benedik J, Berlec K, Bernot M, Crljenica S, Ebert Moltara M, Globočnik 
Kukovica M, et al. [Palliative care of adult cancer patients in Slovenia – basic 
concepts and recommendations]. [Slovenian]. 1st Edition. Ebert Moltara M, 
Bernot M, editors. Ljubljana: Institute of Oncology Ljubljana; 2023.

62.	 Medical Chamber of Slovenia. The state of palliative care in Slovenia 
[Slovenian]. [Internet]. 2018 [cited 2025 Aug 20]. Available at: https://
www.zdravniskazbornica.si/docs/default-source/isis/golob-nena_stanje-
paliativne-oskrbe-v-sloveniji_splet_isis-7-2019.pdf?sfvrsn=63f33136_2

63.	 Ebert Moltara M, Bernot M, Benedik J, Žist A, Golob N, Malačič S, et al. 
[Basic concepts and proposed terminology in palliative care]. [Slovenian]. 
Ebert Moltara M, editor. Ljubljana: Slovenian Association of Palliative and 
Hospice Care; 2022.

64.	 Ebert Moltara M, Koritnik B, Meglič A, Kolšek-Šušteršič M, Rožman S, Bernot 
M, et al. [Palliative care referral]. 1st Edition. Ebert Moltara M, Malačič S, 
Gumilar I, editors. Ljubljana: Slovenian Association of Palliative and Hospice 
Care; 2021.

65.	 Hui D, Meng YC, Bruera S, Geng Y, Hutchins R, Mori M, et al. Referral criteria 
for outpatient palliative cancer care: a systematic review. Oncologist 2016; 
21: 895-901. doi: 10.1634/theoncologist.2016-0006

66.	 Hui D, Mori M, Watanabe SM, Caraceni A, Strasser F, Saarto T, et al. Referral cri-
teria for outpatient specialty palliative cancer care: an international consensus. 
Lancet Oncol 2016; 17: e552-9. doi: 10.1016/S1470-2045(16)30577-0

67.	 EAPC2023 abstract book. Palliat Med 2023; 37(1 Suppl): 1-302. doi: 
10.1177/02692163231172891

68.	 Charalambous H, Pallis A, Hasan B, O’Brien M. Attitudes and referral pat-
terns of lung cancer specialists in Europe to specialized palliative care (SPC) 
and the practice of early palliative care (EPC). BMC Palliat Care 2014; 13: 59. 
doi: 10.1186/1472-684X-13-59

69.	 Čebron Lipovec N. Opioid analgesics prescribing trends 2010–2019 in 
Slovenia: National database study. Hum Psychopharmacol 2024; 39: e2891. 
doi: 10.1002/hup


