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People & Communities

Policies

COUNTRY REPORTS

@ United States

Ind1

Existence of groups
dedicated to promoting
therights of patientsin
need of PC, their care-
givers,and disease
survivors.

O00®

Strong national
and sub-national
presence of
palliative care
advocacy and
promoting
patient rights (as
a professional
association of

Palliative Care, i.e.).

Sincethe1970s, the United States (U.S.) has had a strong presence
of PCadvocacy organizations. Key organizationsinclude the
NHPCO, AAHPM, HPNA, the Center to Advance PC, the Nation-
al PC Research Center, and the American Cancer Society, along
with state-level hospice and PC organizations across all 50 states.
Pediatric PCis also well-represented through organizations like
Children’s PC International and NHPCO ChiPPS. Additionally;,
the National Coalition of Hospice and PC, which comprises 14
leading advocacy organizations, and the Patient Quality of Life
Coalition work to promote the rights of patientsin need of PC,
caregivers, and disease survivors at the national, state, and local
levels.

Ind2

Is there a national policy
or guideline on advance
directives or advance
care planning?

O00®

There is a national
policy onadvance
care planning.

Inthe United States (U.S.), medical care is primarily the respon-
sibility of individual states. All 50 states have legislation and
policies ACP, with legally recognized forms. The NHPCO Car-
ing Info program facilitates access to theselegal forms for each
state. While the process is well established, challenges remain
regarding compliance among healthcare providers. At the
national level, ACP is guided by ACP Guidelines, the National
POLST Collaborative, and CPT codes for advance care planning,
which serve as official policies supporting itsimplementation.

Ind3

3.1.Thereisacurrent
national PC plan,
program, policy,

or strategy.

3.2.The national
palliative care plan

(or program or strategy
or legislation)

is a standalone.

®©000O

Not known or
does not exist.

®©000O

Not known or does
not exist neither
standalone noris
included in anoth-
er national plan.

Thereisnooverarching national PC strategyin the U.S., but
hospice careisintegrated into federal programs like Medi-
careand Medicaid Hospice Benefits. CMS has dedicated staff
for hospice policy and oversight, while HHS lacks an overall
mandate for PC. Private insurance generally covers hospice at
Medicare/Medicaid levels, and most uninsured patients quali-
fy for Medicaid when they need hospice. Additionally, national
plans for Cancer, HIV, and Non-Communicable Diseases (NCDs)
include PC. While CMS regulates hospice care, there isno uni-
fied national strategy for broader PC services. The Hospice
Compare system helps consumers assess providers, and each
statelicenses hospices under federal conditions of participa-
tion. Despite this, more people receive PC through hospice ben-
efitsin the U.S. than anywhere else. Despite the lack of a formal
national strategy, more people receive PC through hospice ben-
efitsinthe U.S.thanin any other country.
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Policies

COUNTRY REPORTS

@ United States

3.3.Thereareindicators
in the national plan to
monitor and evaluate
progress, with
measurable targets.

®©O000O

Not known or
does not exist.

Ind4

PC services areincluded
in the list of priority
services for Universal
Health Coverage at the
primary care level inthe
national health system.

O00®

Palliative careis
includedin the list
of health services
provided at the
primary care level
inthe General
Health Law.

While PCis often delivered at the primary carelevelinthe U.S,,
itisnot explicitly mandated under federal law. There are no
national policies requiringits integration into primary care
services, even though PCisrecognized both asa specialtyand as
part of generalist care. Hospice careis covered through Medicare
and Medicaid, and insured patients can access palliative support,
with children eligible for both curative and hospice services
simultaneously. However, PCis not formally incorporated into
the U.S. primary care framework as arequired or standardized
service.

Ind5

5..1s there a national
authority for palliative
care within the govern-
ment or the Ministry of
Health?

5.2. The national
authority has concrete
functions, budget and
staff.

O®00

The authority for
palliative careis
defined but only at
the political level
(without a coor-
dinating entity
defined).

®000

Does not have
concrete func-
tions or resourc-
es (budget, staff,
etc).

The U.S.lacks a clearly defined national authority for PC, though
some coordinating entities exist. However, these lack a dedicat-
ed scientific or technical division, making the structureincom-
plete. The Department of Health and Human Services (HHS),
through CMS, ensures Medicare and Medicaid hospice bene-
fits for eligible patients, but no national authorityis solely ded-
icated to PC. Aninteragency task force exists for hospice, but
PCremains partially integrated. The hospice benefit, covering
patients with a prognosis under six months who forgo curative
treatment, often leads tolate referrals. Non-hospice PCis avail-
able in most hospitals, but no standardized federal benefit pack-
age exists. The system prioritizes hospice over comprehensive
PC, and while policies and funding exist, there isno coordinated
national strategy.In 2023, the U.S. Senate allocated 2024 funds
tothe National Institute on Aging (NIA) for a nationwide PC
research initiative. The NIH will establish a multi-Institute and
multi-Center program to expand research, training, and imple-
mentation efforts.
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COUNTRY REPORTS COUNTRY REPORTS

@ United States @ United States

Medicines

— Existence of congresses

or scientific meetings

O00®

The U.S. hosts multiple national, regional, and state confer-
ences on PC annually. Major national events include: Annu-

Medicines

Ind9

9.1. Percentage of
health facilities at the

O00®

Inurban areas, access to pain and PC medications is high (90-
100%). All essential PC medicines listed in the WHO Model List

at the national level Atleastone al Assembly of Hospice and Palliative Care, hosted by AAHPM primary carelevelin Very good: of Essential Medicines can be prescribed at the outpatient level
specifically related to PC. national confer- and the Hospice and Palliative Nurses Association; State of the Urban areas that have Between 70% to inthe U.S.by anylicensed physician registered with the DEA.
ence specifically Science in Hospice and Palliative Care Conference, held every pain and palliative care 100%. Opioid access has been restricted for patients outside PC, hos-

dedicated to pal-
liative care every
3years - At least
one national con-
ference specifi-
cally dedicated

two years by AAHPM; Additional conferences organized by
NHPCO, state associations, and events focused on pediatric PC
and volunteer initiatives. These conferences ensure ongoing
scientific exchange and professional development in PC across
the country.

medications as defined
inthe WHO Model List
of Essential Medicines.

9.2. Percentage of
health facilities at the

O00®

pice, or end-of-life care, though recent regulatory changes have
eased some restrictions for chronic pain patients unrespon-
sive tonon-opioid treatments. In rural areas, availability of PC
medicationsis lower but still significant (70-80%). Most rural
residents live within an hour of a Level III or higher hospital or
emergency department, ensuring pain management access.

to palliative care primary carelevelin Very good: However, remote and frontier regions (e.g., Alaska’s North Slope
every 3years. rural areas that have Between 70% to or Texas’ Big Bend) have limited facilities, impacting access to
pain and palliative care 100%. medications. Pharmacies play a crucial role in dispensing opi-

— Estimation of the level

of peer-reviewed
articles focusingon PC
research publishedin
any languageinthe past
5years with at least one
author from the country.

O00®

Denotesan
extensive num-
ber of articles
published onthe
subject.

The U.S. has ahigh volume of peer-reviewed publications on PC,
with numerous articles, books, and reports. Keyjournals include:
Journal of Pain and Symptom Management (AAHPM Journal)
Journal of Palliative Medicine (HPNA Journal). Other peer-re-
viewed journals that either focus on orregularlyinclude PC con-

tent. Thisreflects a strong research presence in PCwithin the U.S.

academicand clinical communities

Ind8

medications as defined
inthe WHO Model List
of Essential Medicines.

oids at the primary carelevel, helping maintain broad access to
essential pain medicationsin both urban and rural areas.

Ind10

10.1. Percentage of health
facilities at the primary

O00®

Inrural areas of the U.S,, the availability of immediate-release
oral morphine (liquid or tablet) depends on the type of health-

a
Reported annual opioid Average care level in urban areas Very good: care facility. If Level I1I (or higher) hospitals and emergency
consumption -excluding consumption of that have immediate- Between 70% to departments areincluded, availability remains high (70-100%).
methadone-inS-DDD opioids, in defined release oral morphine 100%. However, most primary care clinics do not stock or dispense
per millioninhabitants daily doses (S-DDD) (liquid or tablet). opioids, as these medications are typically obtained through
per day. for statistical ’ pharmaciesrather than clinics. Due to the structure of the U.S.
purposes per million S-DDD PERMILLION INHAB /DAY 10.2. Percentage of O O O @ healthcare system, opioids are not commonly stored in prima-
inhabitants per day. health facilities at the ry care clinics, and prescribing is regulated through state-lev-
primary carelevelin Very good: el prescription drug monitoring programs. Consequently, the
COUNTRY VS REGION rural areas that have Between 70% to interpretation of “primary care level” affects reported availabil-
immediate-release oral 100%. ity, as hospitals and pharmacies ensure access, while stand-
AVERAGE CONSUMPTION - morphine (liquid or alone clinics typically do not dispense opioids.
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Education & Training

COUNTRY REPORTS

@ United States

IndM

1.1. The proportion

of medical schools with
COMPULSORY teaching
in PC (with or without
other optional teaching)

11.2. The proportion

of medical schools with
OPTIONAL teaching
inPC.

11.3. The proportion

of nursing schools with
COMPULSORY teaching
in PC (with or without
other optional teaching).

1.4. The proportion

of nursing schools with
OPTIONAL teaching
inPC.

N/A

N/A

N/A

N/A

1))
1))

Most recent data are 10 years old. A minority of U.S. medical
schoolsrequire formal training in PC, though most include PC
topics within broader courses. The LCME, which accredits U.S.
medical schools, does not mandate dedicated palliative medi-
cine or end-of-life care courses or rotations. The Palliative Care
and Hospice Education and Training Act, a pending billin Con-
gress, aimstoincrease faculty training in PC across medical,
nursing, and social work schools. While end-of-life care is man-
dated in some form, implementation varies widely. No reliable
survey data exist on how many schools offer optional PC educa-
tion. Most nursing schools in the U.S.do not require a PC curricu-
lum. Thereis no federal mandate for PC education in medical or
nursing schools, though end-of-life care is variably required.
The AACNincludes PCasone of the four essential nursing
domains, but itis unclear how many programs requireit. Betty
Ferrell notes 1,260 undergrad and 450 grad nursing schools use
the ELNEC curriculum, though it’s not confirmed as mandatory.

Ind12

Existence of an official
specialization process
in palliative medicine for
physicians, recognised
by the competent
authority in the country.

O00®

Palliative medi-
cineis aspeciali-

ty or subspeciality
(another denom-
ination equiva-
lent) recognized by
competent national
authorities.

The American Board of Medical Specialties (ABMS) and

the Accreditation Council for Graduate Medical Education
(ACGME) formally recognized Hospice and Palliative Medicine
asamedical subspecialtyin 2006. The American Osteopathic
Association (AOA) followed in 2007. To become certified, phy-
sicians must complete a one-year fellowship in palliative med-
icine and pass theinitial certification exam, which was first
offered in 2008. Certified physicians must maintain their certi-
fication through continuing education and assessments.
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Provision of PC/Specialized Services

COUNTRY REPORTS

@ United States

Ind13

13.1. There is a system of
Specialized PC services
or teamsin the country
that has a GEOGRAPH-
ICreachandis delivered
through different ser-
vice delivery platforms.

13.2. Are available in
HOSPITALS (public or
private), such as hospi-
tal PC teams (consulta-
tion teams), and PC units
(with beds),tonamea
few examples.

13.3. Free-standing
HOSPICES (including
hospices with inpatient
beds).

13.4.HOME CARE

teams (Specializedin
PC) are availableinthe
community (or at the pri-
mary Healthcare level),
asindependent services
or linked with hospitals
or hospices.

13.5. Total number of
Specialized PC services
or teams inthe country.

O00®

Are part of most/all
hospitalsinsome
form.

O00®

Are part of most/all
hospitalsinsome
form.

00RO

Foundin many
parts of the country.

00O

Foundin many
parts of the country.

The United States U.S. has a well-established system of spe-
cialized PC services with broad geographic reach and mul-

tiple delivery platforms. These are integrated into hospitals,
free-standing hospices, and home care teams, though gaps
remain. Hospital-Based PC: PC teams are available in most hos-
pitals—94% of those with at least 300 beds and 72% with at least
50 beds offer PC services. Free-Standing Hospices: Widely avail-
able across the country, though access may be limited in certain
regions. Home-Based PC: Specialized home care teams exist
but varyin availability, with more structured services in urban
and well-resourced areas than in rural or underserved regions.
Total Estimated PC Services: As of 2022, there were 5,899 Medi-
care-certified hospices. Estimates add at least 1,728 hospi-
tal-based PC teams, totaling approximately 7,627 specialized PC
services nationwide. While PC services are broadly available,
integration, accessibility, and scope differ significantly between
urban and rural areas.
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Ind14

14.1. There is a system of
Specialized PC services
or teams for children

in the country that has
geographicreachand

is delivered through
different service delivery
platforms.

14.2. Number of pediatric
Specialized PC services
or teamsinthe country.

O0G®O

Generalized provi-
sion: palliative care
specialized services
or teams for children
existin many parts
of the country but
with some gaps.

120

PPC
TEAMS

The U.S. hasan established system of specialized PPC services,
but gaps remain in accessibility and distribution. These services
are primarily concentrated in large pediatric academic medical
centers, with fewer optionsin rural areas, where telemedicine
helpsbridge access. Hospital-Based PPC: 80% (119 0f 148)
children’s hospitals offer a PPC program. Standalone Pediatric
Hospices: There are three purpose-built children’s hospices
(George Mark, Ryan House, Crescent Cove) and at least three adult
hospices with designated pediatric beds (Ladybug House, 2 VIA
Health Partners). Adult Hospices Serving Children: Some adult
hospices provide PC for children, though their exact numberis
not well documented. Rural and Remote Areas: Families face
longer travel distances and often rely on telemedicine for PPC
support.
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