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Abstract
Background Palliative care aims to improve the quality of life of people with life-limiting illness and their families by 
addressing physical, psychological, social and spiritual suffering. Allied Health and Social Care Professionals (AHSCP) 
are key to delivering comprehensive, high quality palliative care. In recent years, Colombia has developed changes 
in the legal, and regulatory framework for access to palliative care but barriers and facilitators to palliative care for 
patients with non-curable cancer have not been explored from the perspective of AHSCP.

Method This study aims to address this knowledge gap in two cities in Colombia: one in a medium-sized city in a 
rural area (Popayan) and one in a highly urbanized area (Bogota). Two focus groups with AHSCP were conducted 
using the World Cafe method, and a subsequent thematic analysis was performed to establish the main barriers and 
facilitators.

Results A wide range of 18 AHSCPs attended the two World Cafe groups in Popayan and Bogota. As a result of this 
iterative process, we established five thematic areas: (i) Humanizing care, (ii) Normalizing palliative care: referral at 
the time of diagnosis, (iii) Misunderstandings related to palliative care, (iv) Barriers within the health system, and (v) 
Geographic barriers.

Conclusion This study provided the perspectives of AHSCPs in Colombia in relation to barriers and facilitators in 
the framework of comprehensive palliative care attention. Participants identified misconceptions about palliative 
care, which are explained by the lack of inclusion of this area in the educational programs of health professionals and 
AHSCPs, along with the limited supply and access to palliative care, especially in rural areas.
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Background
According to the World Health Organization (WHO), 
access to Palliative Care (PC) is a human right, and must 
be available for all adults, children with life-limiting ill-
ness and their families to prevent and relieve physical, 
psychological, social and spiritual suffering [1]. There-
fore, PC requires a multidisciplinary approach involv-
ing generalist and specialist doctors, nurses and Allied 
Health and Social Care Professionals (AHSCPs). AHSCPs 
(such as Occupational Therapists, Physiotherapists, Psy-
chologists, Dietitians, Speech and Language Therapists 
and Social Workers) work in partnership with health and 
social care professionals across all healthcare settings [2, 
3]. Early access to PC for those with non-curable cancer 
not only improves patient symptoms and quality of life 
[4, 5]; it also reduces informal carer stress and depression 
[6], reduces financial strain on families and the health 
system [7] and increases survival [8].

Unfortunately, on a global scale, there is insufficient 
access to PC with as little as 14% of the world’s popula-
tion having their PC needs addressed [1]. A large pro-
portion of those in need of PC (approximately 78% of 
adults) live in low- and middle-income countries such 
as Colombia [1]. Colombia has 48 million residents, 77% 
reside in cities, 7.1% in small municipal settlements (vil-
lages) and 16% in scattered rural areas [9]. Colombia’s 
healthcare system is based on universal health coverage 
through three kinds of health insurance depending on the 
individual´s profession and capacity to pay: public, pri-
vate, and special insurance [10, 11]. This universal health 
coverage includes 97.8% of the population [12]. However, 
inequitable access to health services and the lack of PC 
integration is one of the greatest barriers [10, 12].

In 2014, Colombia ordered legislation regarding the 
comprehensive management of patients with terminal, 
chronic, degenerative, and irreversible diseases in any 
phase of the disease [13]. The right to Advance Directives 
Forms (Resolution 1052 of 2016) was regulated as well as 
access to opioid medication (Circular 022 of 2016), rights 
of patients requiring PC (Circular 023 of 2016), to receive 
comprehensive care (Resolution 285 of 2018) [13, 14], 
decriminalization of euthanasia as part of the right to die 
with dignity (Resolution 971 of 2021) [15] and as of 2022, 
medically assisted suicide was also depenalised, under 
specific circumstances [16].

Despite all these regulations, access to PC remains lim-
ited [12]. In Colombia, 69 to 83% of deceased adults with 
chronic illnesses required PC, and approximately 30% of 
those who needed PC, died without receiving it [13]. The 
offer of PC is mostly hospital-based or ambulatory (hos-
pices do not exist and home-based palliative care ser-
vices are very scarce) and are concentrated in the main 
cities, with a scarcity of PC provision in small towns and 
rural areas – where transportation time from a health 

service to a home may be prolonged – [15]. Approxi-
mately 250,000 adults need PC annually, but there are 
only 1.6 services per million inhabitants, which reflects 
the insufficient offer and coverage of PC [12].

The literature has highlighted several barriers to access-
ing PC, in addition to the aforementioned limited offer. 
One of these is the lack of training and availability of 
health care professionals in rural areas (40.8 in rural vs. 
102 professionals per 10 thousand inhabitants in urban 
areas) [18]. In 2012, only three of the 57 medical schools 
included formal training in PC in their undergraduate 
curriculum [17]. Moreover, many PC teams in Colom-
bia comprise only nurses and physicians with a lack of 
involvement of other types of AHSCPs who are crucial to 
providing palliative care [2], such as psychologists, phys-
iotherapists, occupational therapists, speech-language 
therapists, and nutritionists [18].

AHSCPs can provide significant contributions to 
improving the quality of life, care and attention of 
patients requiring palliative care and their caregivers, 
including non-pharmacological treatment and manage-
ment of unpleasant symptoms associated with cancer 
[2]. They provide crucial rehabilitation to improve func-
tioning of daily life [19] and improve patient comfort via 
nutrition, physiotherapy, and occupational therapy to 
manage debilitating symptoms such as fatigue, dyspnoea 
and weight loss [20–23]. Psychologists and social work-
ers also address patient and family psychosocial needs 
such as pre and post bereavement support, and facilitate 
administrative processes related to health care insurance 
[24–26], while core functions such as communicating 
and swallowing that impact on patient dignity and com-
fort can be supported by speech therapists [27].

However, despite their crucial roles, the perspectives 
of AHSCPs around barriers and facilitators to palliative 
care for patients with non-curable cancer have not been 
explored. Combined with the scarce evidence base on 
barriers to PC in low- and middle-income countries 
such as Colombia [1], this study aims to address this 
knowledge gap by drawing on the perspective of under-
represented AHSCPs in two cities of Colombia: one in a 
medium sized city in an otherwise rural area (Popayan) 
and one very urbanized area (Bogota).

Methods
Two focus groups were conducted for the World Cafe. 
The World Cafe method optimizes group intelligence by 
encouraging open discussions of ideas and experiences 
among diverse expert stakeholders [28]. It involves small 
group expert discussion around predetermined questions 
as informed by the World Cafe aims. The group interac-
tion is similar to that of a focus group, but there are by 
definition two groups, each of which has a moderator. 
At the end of a first round of conversations around the 
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central topic, the moderators of each group cross over to 
the other group, where they facilitate “new input” in each 
group to iteratively discuss and build consensus answers 
to the central questions of the session [28].

Setting, sample and recruitment
AHSCPs with experience in PC were invited through 
social networks (WhatsApp, Facebook or email) in two 
cities in Colombia (Bogota and Popayan) in April 2022. 
Non-probabilistic snowball sampling was employed in 
order to recruit a range of AHSCPs. There is no con-
sensus about the sample size required for a World Cafe 
design, therefore we adhered to previous recommenda-
tions suggesting six to ten participants per focus group 
[29].

Data collection
The focus group topic guide was developed iteratively 
by epidemiologists, physicians, psychologists, nurses, 
and a registered dietitian nutritionist, all of them inves-
tigators of the overarching larger project “Proyecto Coli-
brí”. Proyecto Colibri is a collaborative project aimed at 
understanding patients with cancer in Colombia, and 
their relative or caregiver’s medical decision making at 
the end of life [30]. Seven questions about barriers and 
facilitators to PC were agreed upon (Supplementary 
Materials 1).

Participants provided written informed consent (which 
included permission for focus group recordings and pub-
lication of anonymised quotes) and were then scheduled 
for a two-hour focus group in Bogota. Due to travel and 
plenary meeting restrictions during a small COVID-19 
peak, the two-hour focus group in Popayan was con-
ducted virtually using the platform Microsoft Teams. The 
focus groups were recorded via audio (face-to-face meet-
ings) and audio-video (online meetings).

The focus groups included two rounds of parallel small 
group discussions, lasting around 45  min each. Partici-
pants in the focus group rotated between tables contain-
ing paper and pens to note their thoughts. Participants in 
the online focus group alternated between virtual rooms 
(using the Microsoft Teams breakout room function to 

replicate in-person discussion tables). The host stayed 
at one “table” and provided a summary of the previous 
focus group discussion to the next rotating group of 
participants facilitating the building of experiences and 
ideas from each group. Finally, a larger group discus-
sion was held, focused on building a consensus on key 
points from the summaries of smaller group discussions 
[25]. The hosts (CVM) included a PhD student in Clini-
cal Epidemiology with qualitative methods training who 
was known to participants in Bogota, but not Popayan, 
and two nurses (MEGN, AMME) with experience in 
PC and previous training in the World Cafe method 
who also hosted in Bogota and Popayan, respectively. 
MEGN was not previously known to any of the partici-
pants of Bogota. AMME knew some of the participants 
in Popayan.

Data analysis
The focus groups were transcribed verbatim in Spanish 
and translated into English by CVM, who is bilingual. The 
translation was reviewed by EdV, and thematically ana-
lysed for patterns in the data to construct the main cat-
egories and themes [31] by one of the researchers (TM). 
These themes were subsequently assessed and discussed 
by two other members of the research team (CVM, EdV). 
The research team had the opportunity to modify or add 
themes until consensus was reached to improve rigour. 
Participants were also invited to comment on the accu-
racy of the results as a member check of the validity and 
trustworthiness of the findings [31].

Ethical considerations
Formal research ethics approval was obtained from the 
Pontificia Universidad Javeriana, Bogota, Colombia 
(FM-CIE-0086-17, number 2016/53). The study was con-
ducted in accordance with the Declaration of Helsinki 
[32] and Colombian Resolution 8430 of 1993 [33]. The 
participants completed an informed consent statement 
prior to commencement of the World Cafe.

Results
One World Cafe event was organised in each city. The 
groups were attended by 18 participants: nurses [3], 
nurse assistants [2], psychologists [2], psycho-oncologist 
[1], speech therapists [6], occupational therapist [1], reg-
istered dietitian nutritionists [2], and a social worker [1]. 
In Bogota, the group was made up of nurses [2], speech 
therapists [4], registered dietitian nutritionists [2], and 
a psycho-oncologist [1], and in Popayan the group was 
made up of nurses [1], nurse assistants [2], psycholo-
gists [2], speech therapists [2], an occupational therapist 
[1], and a social worker [1]. Table 1 describes the demo-
graphic information of the participants.

Table 1 Demographic characteristics of participants
Profession
(N:18)

Bogota
n:9 (%)

Popayan
n:9 (%)

Nurses (n:3) 2 (22.2) 1 (11.1)
Nurse assistants (n:2) 2 (22.2)
Psychologist (n:2) 2 (22.2)
Psycho-oncologist (n:1) 1 (11.1)
Speech therapist (n:6) 4 (44.4) 2 (22.2)
Social worker (n:1) 1 (11.1)
Occupational therapist (n:1) 1 (11.1)
Registered dietitian nutritionist (n:2) 2 (22.2)



Page 4 of 10Mendieta et al. BMC Palliative Care          (2023) 22:149 

Participant quotes are included throughout the results 
section in order to support and illustrate interpretations 
made about the data.

An important context to note is that the majority of 
participants had experience with PC during internships, 
work experience, or through a MSc in PC nursing, and 
as such had good knowledge and understanding of this 
approach to care.

“My experience with PC has been with cancer 
patients. From the beginning of their treatment, 
from when they break the news to the end of their 
treatment or the moment of death. So, it really goes 
hand in hand” [Nursing: Masters in Oncology Nurs-
ing. Bogota].
“My experience in this area has been super reward-
ing both professionally and personally. I have had 
the opportunity to learn a lot… most of all to be 
aware of the impact that the PC approach has 
on people with oncological or chronic diseases… 
the importance of having an interdisciplinary 
approach… PC that aims to improve the quality of 
life” [ Nursing: Master student in PC 3. Bogota].

Five key themes emerged from the data in relation to 
both facilitators and barriers to accessing PC:

1. Humanising care.
2. Normalising PC: Referral at point of diagnosis.
3. Misunderstandings related to PC.
4. Barriers within the health care system.
5. Geographical barriers.

Humanising Care
All participants agreed that the benefits of PC out-
weighed any disadvantages for both patient and family, as 
it helped to humanise this aspect of health care.

“Especially the PC specialist, Doctor X. He was 
always a very human person, so he always talked 
to the family. That is, the important thing is giving 
quality of life to the person, as a human being. And 
I think that, if one can help people to have quality of 
life in their last moments, then it would seem very 
important to me that we come together and work 
together as a team to reach that purpose” [Speech-
Language Therapist D. Bogota].
“It is important to treat the family nucleus, not 
just the patient because the disease will not only be 
borne by the patient, the economic expenses, but the 
family will also go through situations of hunger, anx-
iety, need, displacement, difficulties. It (PC) really 
must be something integrative and that the whole 
family benefits from” [Nutritionist 3. Bogota].

In fact, the only disadvantages related to PC reported 
were not regarding the participants perspectives of PC as 
a specialty, but rather in relation to the barriers they had 
experienced in relation to referring patients to PC, as dis-
cussed later in this paper.

Normalising PC: referral at point of diagnosis
Most of the participants described the reaction of 
patients and relatives being referred to PC as an event of 
uncertainty, fear, and hopelessness.

“Generally, they take it badly, it is like when they are 
diagnosed with cancer – the patient collapses, the 
family too, it is very difficult to face the diagnosis, 
and the same thing happens when they are referred 
to PC” [Nursing: Master’s Degree in Oncology Nurs-
ing. Bogota].
“But it always is related with the idea that they (the 
doctors) are not going to do anything anymore, and 
I feel that it is the opposite, it is that we are going to 
try to find […] what we can do to maintain or facili-
tate or favour […] People think that it is the opposite, 
it is that they send you over there to tell you ´bye, 
they don’t have anything anymore´, that you’re going 
to die” [Speech-Language Therapist D. Bogota].
“The surprise, the uncertainty, and the fear of “why 
am I being sent to PC”?” [Nursing: Master of Oncol-
ogy Nursing. Bogota].

However, participants reported that patients who have 
experience with PC integrated into their routine care ser-
vices had positive experiences of PC which transformed 
their uncertainty, fear and hopelessness to relief and hope 
that their needs would be met.

“Now people understand what they are going to 
treat, that, at least the pain symptom, when it was 
only palliative (referring to the specialty names such 
as Pain and PC) was more difficult to understand” 
[Speech-Language Therapist 2. Bogota].
“They receive it with relief, clearly there is uncer-
tainty, fear, and the question “- I’m going to die, 
right?” is always present (Sighs). But…, already 
with all the explanation, the patients receive it with 
more, with more encouragement than fear” [Speech 
Therapist 2. Bogota].

Although it was an uncommon opinion, only one profes-
sional in the rural area (Popayan) described referral to PC 
as an approach exclusively focused on the end of life.

“I know that PC applies in the last moments, eh, like 
in the last, let’s say instances, of the person’s life.“ 
[Nursing assistant B. Popayan].
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However, the majority of participants believed that PC 
referral should be made at the early point of a patient’s 
cancer diagnosis, so that it is seen as a natural part of the 
patient’s cancer-care pathway as and when needed.

“I totally agree with the others. It (PC referral) has 
to be from the beginning and it has to be a constant 
accompaniment… As well as supporting the patient 
it is very necessary to support families, understand 
that PC (sighs) is not for the terminal, on the death-
bed, but that it is from the beginning (snaps fingers) 
that it is a constant process of support.” [Nutritionist 
3. Bogota].

Early referral is not only crucial for normalising PC, but 
also to provide care in all areas that cancer affects the 
person and their family, and avoid the fear and feelings of 
abandonment that the negative stigma caused by misun-
derstanding of PC can generate among patients.

“We agreed that PC should be included from the 
diagnosis… All those stereotypes are going to be 
knocked down” [Speech-Language Therapist D. 
Bogota].

Participants alluded to the importance of a public health 
approach to normalising conversations around death and 
dying, so that having an advance directive and planning 
ahead is seen as everyone’s business, not just those with 
terminal illness.

“This issue of advance directives seems key to me! 
Even without having a disease, even without having 
a diagnosis of disease, it must be something that as 
a community and as a culture we should be able to 
talk about, but we are still very afraid to talk about 
death… We need to normalise advance directives 
and plan ahead” [Psychologist J. Bogota].

Misunderstandings related to PC
AHSCPs feel it is their responsibility to educate patients 
on what PC is as they had witnessed first-hand the huge 
change in attitude and sense of peace this understand-
ing gave both patients and their families. Without this 
information, families could often represent a key barrier 
to palliative referral, creating a “conspiracy of silence” 
[Nurse (1) Popayan], around the non-curative nature of a 
patient’s condition, and resulting in what staff viewed as a 
violation of the patients´ right to information.

“And it is the responsibility, I believe, that the health 
personnel who refers you explains what PC is going 
to be about, that it is not an end-of-life process. 

Rather, it will help you with pain management, with 
symptom management, with certain events that 
occur during the course (of your cancer). So, I think 
we should be clear in explaining what it is for refer-
ral to PC and not simply leave that referral to the 
imagination of the family member and the patient.” 
[Speech Therapist (2) Bogota].
“There must be continuity of care, not only an 
appointment at the beginning and it is over and it 
is never seen again. There must also be promptness, 
if I refer the patient to PC and the first available 
appointment is three or six months later, the patient 
may feel a total abandonment, while if PC comes in 
right from the start and he [the patient] receives a 
good explanation of what PC is, that he is not neces-
sarily going to die, that one is going to treat the pain, 
that it will improve his quality of life, then people 
can have a different response… Because otherwise 
patients can fall into many lies, into many myths” 
[Nutritionist (3) Bogota].

However, the importance of education was also recog-
nised at the level of the AHSCPs in order to improve 
PC provision, especially at undergraduate level within 
health-related programs.

“Our training in undergraduate programs is some-
times very short, very limited, even in many, many 
institutions there is no palliative training” [Nurse 1. 
Popayan].

In the same line of reasoning, participants recognised 
that they, as AHSCPs, can only do so much to overcome 
myths and misunderstandings around PC. Without a 
public health approach, it is very difficult to address the 
historical misinformation on social media and in the 
public domain.

“Patients have more and more access to information 
and clearly they’re going to search for something, on 
Google: what is PC? There they see the definitions of 
PC, and it’s like end of life, look for images on Google 
and it’s people crying and sad people, so they say, no, 
this is serious, my family member is going to die, so I 
think it has the disadvantage that the name [of PC] 
is very stigmatised” [Speech-Language Therapist 2. 
Bogota].

Barriers within the health care system
Participants also reported several barriers to PC referrals 
at the health system level.

The lack of time to educate patients on PC was cited as 
a major barrier to PC referrals.
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“You do not convey in 20 minutes, really what is nec-
essary, is a little more dedication and a little more 
time. But we were talking about how the health 
system really doesn’t allow it, even though it’s com-
pletely necessary.” [Nutritionist 3. Bogota].
“We live in a, in a time, of no time, right? Where 
they require productivity, where they tell you, you 
have to see so many patients per shift, you have to 
invoice so many patients per shift. So, I think that 
something we all agree on, is that we have to refor-
mulate our health system” [Speech-Language Thera-
pist 2. Bogota].

Participants also described a triangular model of suffer-
ing for the patient, their family and their health care pro-
vider caused by the administrative burden of the patients’ 
health insurance who lack knowledge around PC and the 
importance of comfort care during a terminal illness.

“Starting from what the patient has to face in these 
situations that cause so much stress… Even those 
administrative barriers, which I think it is more 
difficult to fight, because we can have the interdis-
ciplinary team within the institution, but when the 
patient leaves, the suffering and the ordeal begins for 
these patients. We do not talk about a comprehen-
sive PC in that case, because the patient will go out 
many times to, to suffer all these consequences of the 
poor administration at the level of the health insur-
ance entities” [Psychologist 2. Popayan].
“With patients in the terminal phase it seems espe-
cially painful to me … when you don’t… You can’t 
prescribe them supplements because basically they 
[the insurance] won’t authorise it because of the 
patient’s situation, but it’s basically condemning 
them [the patients] to starve, especially when there 
is a tumour in the gastric tract… and to think that 
the family has to see this happening.” [Nutritionist 3. 
Bogota].

A medicalised curative-based model of health care train-
ing also appeared to pose a barrier to PC referrals.

“Many times, we discussed it in the group. We were 
trained, in my case I am a nutritionist, to prescribe 
diets, calculate nutritional eating requirements…” 
[Nutritionist (A) Bogota].
“To take care of life, in the case of us nurses to take 
care of life and not to take care of death” [Oncology 
Nurse Specialist (B) Bogota].

Furthermore, as gatekeepers for decision-making, phy-
sicians could pose a barrier to AHSCPs referrals to PC 
unless the doctor considers it pertinent.

“I don’t refer for a doctor to see the patient, I, on 
the contrary, respond to the referral that the doctor 
gives for the patient” [Speech-Language Therapist. 
Bogota].
“How to approach the patient, but it is always lim-
ited by a filter, which is the doctor” [Nutritionist C. 
Bogota].

Geographical barriers
Professionals described geographical differences in PC 
referrals, with those in urban areas having greater access 
to PC services compared to those living in more rural 
areas.

“Let’s say in Bogota, where there is an interdisci-
plinary program and these patients are diagnosed 
have a great advantage […] just as they start their 
oncological management with chemotherapy, radio-
therapy and all this, they start, at the same time, PC 
management. I mean having an appointment with a 
palliative doctor, an appointment with a palliative 
nurse, an appointment with physiotherapy, speech 
therapy, psychology, and social work” [Nurse: Mas-
ters student in PC 3. Popayan].
“In fact, with PC, it should be at all levels of care, 
not only those institutions of high complexity but 
even in rural areas” [Nurse 1. Popayan].

Another evident barrier appeared to be in relation to 
inadequate resources in rural areas and the community 
to provide consistency and equity of care across settings.

“Another disadvantage could be the lack of offer… 
That is, wanting to refer a patient, but that there is 
no access by the providers or by the health institu-
tions” [Nurse: Masters student in PC 3. Popayan].
“Outpatient accompaniment is a very complicated 
issue” [Nutritionist A. Bogota].
“It is practically impossible I would say… People who 
go out for homecare… There is no longer a psycholo-
gist, who follows both the patient and his environ-
ment… On that side we are already with a great fail-
ure” [Psychologist C. Popayan].

This lack of rural and community/home-based PC 
provision also has implications on repeated hospital 
admissions.

“The administrative part of the EPS [health insur-
ance companies]… The patient often re-enters [the 
hospital] for emergencies, because there is no deliv-
ery of pain medications [Social work G. Popayan].
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Discussion
This study identified multiple difficulties in effective and 
equitable access to PC for patients who need it, ranging 
from misconceptions, fears of PC among patients and 
families, lack of undergraduate PC education for pro-
fessionals, lack of equitable access to PC in rural areas 
and in the community setting, and having to navigate a 
burdensome and complicated health insurance system 
that does not cover comprehensive PC provision [34]. 
AHSCPs also reported barriers in terms of gatekeeping, 
with final decisions around initiation or not of PC resting 
with physicians and specialists [35], and the perspectives 
of other health care professionals involved in the care 
process commonly excluded. Similar findings have been 
reported previously [36].

However, experiencing and observing the humanisa-
tion of care that underlies the ethos of PC, to address 
physical, psychological and spiritual needs of patients, 
and which views patients as human beings, that are more 
than their illness [37] was a key facilitator in conveying 
the benefits of this approach to care to AHSCPs. This 
suggests that experiential learning, which as its name 
suggests, involves learning about PC via direct experi-
ence (such as shadowing specialist PC providers), is 
important for building staff competence, understanding 
and appreciation of PC for improving patient and family 
outcomes [38].

Participants in this study reported benefits of early PC 
provision for the patient and whole family. However, the 
wider research shows that caregivers in Colombia rarely 
receive psychological support during a terminal illness, 
thus compromising their physical health and increasing 
their risk of depressive symptoms [39, 40]. On the other 
hand, timely PC provision for the family nucleus is asso-
ciated with early detection and management of caregiver 
burden, grief management, and return to working life 
[39], highlighting the importance of early referral.

Whereas access to PC is reported to be associated with 
better quality of life, stress management, family involve-
ment, and even higher life expectancy, particularly when 
patients are referred early in the disease process, previ-
ous research indicates that referral to PC often occurs 
late: on average 30 to 60 days before death or in the late 
course of the illness [34].

In 2019, three out of 10 Colombians died while wait-
ing to receive PC [13]. Though most of the participating 
AHSCPs in this study, from both rural and urban areas, 
described the importance of receiving PC early, one par-
ticipant from the rural area still believed that PC services 
are exclusively oriented towards end of life care.

Early referral is complex for physicians because they 
must consider the disease process, and possible remis-
sion, alongside the challenges of having PC conversations, 
which require adequate time that is not always available 

to busy physicians [34]. In previous studies, some phy-
sicians mentioned that they always want to avoid elimi-
nating “hope” among their patients, and therefore they 
usually keep offering any other treatment option before 
referring to PC [36].

Furthermore family members can hamper conversa-
tions regarding PC between all those involved as they 
may misunderstand that PC means that their loved one 
is imminently dying [36]. AHSCPs in this study therefore 
emphasised the importance of explaining what PC is to 
patients and their families in order to demystify errone-
ous beliefs that pose barriers to PC conversations and 
referrals. A recent randomised controlled trial supported 
this finding in demonstrating that simple information 
or short educational video can do much to improve PC 
understanding among the public, which may in turn 
reduce patient and family level barriers to PC referrals 
[41].

The importance of education for AHSCPs was also 
raised in this study’s findings. Participants reported what 
they termed a “conspiracy of silence”. This concept refers 
to an agreement sometimes unspoken to withhold infor-
mation about the patient’s health condition and disease 
progression which has also been reported in the wider 
literature [42]. This lack of communication between 
AHSCPs, patients and their families around PC could 
also be related to the limited PC education found in 
Colombia’s undergraduate medical, nursing and AHSCPs 
curriculum [13].

Previous studies suggest that many health profession-
als associate PC exclusively with pain management, or 
the end of life. Such perceptions cause a passive attitude 
and indifference to PC among AHSCPs which may gen-
erate anxiety, fear, confusion, anger, and unnecessary suf-
fering in the patient and their relatives if PC referrals are 
not made or made too late [42]. Participants from Bogota 
reported that the use of social media by patients and rela-
tives to find information regarding PC is common, but 
often results in erroneous impressions of PC, that it is 
only end of life care or even other related concepts like 
euthanasia. However, social media can also represent a 
tool to disseminate a positive perception of PC [43]. For 
example, social networks, such as twitter and Facebook 
have contributed to opening a more positive, open dia-
logue around PC among patients, relatives, and health 
professionals [44].

In addition, participants felt that some of the miscon-
ceptions that patients and their families have about PC 
are associated with inadequate communication with 
AHSCPs. Thus, AHSCPs require effective communica-
tion skills that focus on patient needs, preferences, and 
their individual history. In a similar approach, Busch et al. 
described important aspects that influence the relation-
ship between AHSCPs and patients, including respect for 
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patient’s dignity, uniqueness, individuality and humanity, 
empathy, holistic approach, respect for patient’s auton-
omy and patient involvement, and verbal and non-verbal 
communication [45].

The findings from this study highlighted geographical 
barriers that resulted in inequity of palliative care provi-
sion for patients with non-curable cancer in more rural 
areas of Colombia. This is a persistent problem despite 
public policies [12] and local guidelines recommending 
integration of PC delivered by multi-disciplinary teams 
that intervene from the point of diagnosis to assess and 
resolve patient and family needs [46]. PC programs are 
mainly located in the capital cities (i.e., Bogota, Antio-
quia, Valle del Cauca, and Atlántico) [17]. Although rural 
departments, such as Cauca have similar numbers of 
patients requiring PC, Cauca only has 1.8% of services 
compared to widespread availability in urban areas of 
Colombia and has no home care service provision [13].

In Colombia, the coverage of PC services varies from 
between 0 and 72% [47]. These differences in PC provi-
sion are associated with the socio-economic develop-
ments of the regions: less developed regions, including 
most rural areas, have a more limited offer of PC services 
[47]. According to the WHO, this constitutes one of the 
biggest gaps in PC provision [48].

Provision of professional PC care in remote areas is 
very difficult on a practical level too: geographical and 
road conditions mean that a distance of perhaps 20  km 
could imply 3 or more hours of travel time. This has huge 
resource implication as it is not viable to have profession-
als spend that much time travelling to deliver PC. There-
fore, informal caregivers should be provided with the 
tools (educational and practical) to provide basic PC to 
their loved ones, so that less intensive professional sup-
port is required.

To compound this yet further, health professionals with 
training in PC are commonly located in highly special-
ised health centres, excluding those focused on primary 
health care and again centred in larger cities [47]. To 
tackle these barriers, the WHO promotes the updating 
and creation of public policies on PC, that include the 
integration of PC in all health systems and primary care, 
recognizing holistic care needs (physical, social, psycho-
logical, spiritual) [48].

Policies in Colombia also need to address the inequity 
of PC education across all regions, and across all speci-
alities involved in PC provision. Although the specialty 
of Pain Medicine and PC exists in Colombia since 1998, 
only 9.1% of medical schools have an independent cur-
riculum subject on PC, and the educational offer of PC 
is even lower in nursing (5.3%), and psychology (3.4%) 
training [49]. Of note, the social work curriculum pres-
ents the largest educational offer (13.3%) [49].

In 2012, only three of the 57 medical faculties in 
Colombia included PC in their undergraduate curricu-
lum [17]. Ten universities offered postgraduate training 
in PC, but only one of these had a multi-disciplinary pro-
gram, the others were exclusively for physicians, nurses, 
and psychologists [13]. According to the latest report 
(2021) on the Current Status of PC in Colombia for 
undergraduate medicine, only six of the 32 departments 
had specific training on PC [13]. In nursing, the offer cov-
ers 14 departments out of 32, concentrated in the main 
capitals of the country [13].

The academic offer for PC education and training is 
even more limited for AHSCPs [13] with only one PC 
program available for AHSCPs [13]. Again, this program 
is centralized and located mainly in capital cities such as 
Bogota (67%), Cundinamarca (8%), and Antioquia (25%) 
[13]. Participants in our study also highlighted this lack 
of access to PC education [13] which results in a lack of 
knowledge regarding chronic pain and the use of opioid 
medications among health professionals, administrative 
personnel, and patients or relatives [13].

Limitations and strengths
The limitations of this study include the non-probabilistic 
snowball sampling approach which could limit the rep-
resentativeness of the participants, and thus the findings. 
Additionally, the majority of AHSCPs that participated 
in this study had experience with PC during internships, 
work experience, or through a MSc in PC nursing, and 
as such had good knowledge and understanding of this 
approach to care. As the wider literature and findings 
from this study have shown, this is not typical of AHSCPs 
in Colombia which further impacts on the transferability 
of the findings. However, a strength of this study was the 
Word Cafe Method to establish a structured discussion 
with a wide range of AHSCPs in both rural (Popayan) 
and urban areas (Bogota) to ensure diversity of partici-
pants and settings. To the best of our knowledge, this is 
also the first study to gather the perspective of AHSCPs 
about referrals to PC in Colombia. Future studies are 
required to analyse perspectives of other populations, 
for instance, primary health care, patients and caregivers. 
Moreover, it might be relevant knowing the barriers of 
other relevant issues in the legal framework of Colombia, 
such as the implementation of euthanasia and the recent 
approval of assisted suicide.

Conclusions
This study has provided valuable insight into the per-
spectives of AHSCPs in Colombia in relation to barriers 
pertaining to equitable access to PC which to date has 
been missing. The main barriers lie in the misconcep-
tions of patients, caregivers, relatives, and even health 
and AHSCPs that PC equates to end of life care only. This 
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can be explained by the lack of PC education for health 
and AHSCPs, and negative connotations surrounding PC 
in the public domain. Access to PC is further challenged 
by lack of equitable access to PC in rural areas and in the 
community setting, and having to navigate a burdensome 
and complicated health insurance system that does not 
cover comprehensive PC provision [34].

This is a call for action starting at (1) a societal level for 
a public health approach in Colombia to tackle misper-
ception’s around PC, (2) at a higher education author-
ity level to ensure integration of PC education pre and 
post graduate level for all health and AHSCPs, (3) health 
insurance system level to ensure comprehensive PC pro-
vision, (4) health and social care board level to ensure 
adequate staffing levels for PC provision in primary/com-
munity care and rural areas. It is only by taking a whole 
systems level approach such at this, that takes due cog-
nizance of all parts of the problem, that real change can 
happen.

List of abbreviations
PC  Palliative Care
AHSCPs  Allied Health and Social Care Professionals

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12904-023-01267-5.

Supplementary Material 1

Supplementary Material 2

Acknowledgements
We would like to thank Socorro Moreno from the Department of Clinical 
Epidemiology and Biostatistics of Pontificia Universidad Javeriana for her 
perspectives and suggestions on the choice of qualitative methods and the 
AHSCPs who kindly share their experiences with us.

Authors’ contributions
CVM, EdV, and TM conceptualised the study, developed the methodology 
and analytical plan. CVM, MEGN, AMME, JAC undertook data collection and 
preliminary analysis assisted by TM, CVM, and EdV who also contributed to 
final analysis and interpretation of the data. All authors read and approved the 
final manuscript.

Funding
This project received no external funding. Time of the researchers was kindly 
paid for by their employers.

Data availability
The datasets used and/or analysed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethical considerations
Ethics approval was obtained from the ethics committee of Pontificia 
Universidad Javeriana, Bogota, Colombia (FM-CIE-0086-17, number 2016/53).

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1PhD Program in Clinical Epidemiology, Department of Clinical 
Epidemiology and Biostatistics, Faculty of Medicine, Pontificia Universidad 
Javeriana, Bogota, Colombia
2Department of Nutrition and Biochemistry, Faculty of Sciences, Pontificia 
Universidad Javeriana, Bogotá, Colombia
3Department of Clinical Epidemiology and Biostatistics, Faculty of 
Medicine, Pontificia Universidad Javeriana, Bogota, Colombia
4Department of Nursing Clinical, Faculty of Nursing, Pontificia Universidad 
Javeriana, Bogota, Colombia
5Department of Nursing, Faculty of Health Sciences, Universidad del 
Cauca, Popayán, Colombia
6Department of Anesthesiology, Faculty of Health Sciences, Universidad 
del Cauca, Popayán, Colombia
7Department of Anesthesiology, Erasmus University Medical Center, 
Rotterdam, The Netherlands
8Marie Curie Hospice Belfast, Belfast, UK
9Queen’s University Belfast School of Nursing and Midwifery, Belfast, UK

Received: 18 January 2023 / Accepted: 21 September 2023

References
1. World Health Organization. Palliative care. 2020. [Available from: https://www.

who.int/news-room/fact-sheets/detail/palliative-care] accessed 23.05.22.
2. Morgan DD, Rawlings D, Moores CJ, Button L, Tieman JJ. The changing nature 

of Palliative Care: implications for Allied Health Professionals’ Educational 
and Training needs. Healthcare. 2019;7(4):112. https://doi.org/10.3390/
healthcare7040112.

3. National Health Service Professionals. Allied Health Professionals (AHPs). 
[Available from: https://www.nhsprofessionals.nhs.uk/campaigns/ahp-hub/
allied-health-professionals] accessed 20.08.23.

4. Zimmermann C, Swami N, Krzyzanowska M, Hannon B, Leighl N, Oza A, et al. 
Early palliative care for patients with advanced cancer: a cluster-randomised 
controlled trial. Lancet. 2014;383(9930):1721–30. https://doi.org/10.1016/
S0140-6736(13)62416-2.

5. Bakitas M, Lyons KD, Hegel MT, Balan S, Brokaw FC, Seville J, et al. Effects of a 
Palliative Care intervention on clinical outcomes in patients with Advanced 
Cancer. JAMA. 2009;302(7):741. https://doi.org/10.1001/jama.2009.1198.

6. Dionne-Odom JN, Azuero A, Lyons KD, Hull JG, Tosteson T, Li Z, et al. Benefits 
of early Versus delayed Palliative Care to Informal Family Caregivers of 
patients with Advanced Cancer: outcomes from the ENABLE III Randomized 
Controlled Trial. J Clin Oncol. 2015;33(13):1446–52. https://doi.org/10.1200/
JCO.2014.58.7824.

7. Gomes B, Calanzani N, Curiale V, McCrone P, Higginson IJ, de Brito M. Effec-
tiveness and cost-effectiveness of home palliative care services for adults 
with advanced illness and their caregivers. CDSR. 2013;2022(7). https://doi.
org/10.1002/14651858.CD007760.pub2.

8. Temel JS, Greer JA, Muzikansky A, Gallagher ER, Admane S, Jackson VA, et al. 
Early Palliative Care for Patients with Metastatic non–small-cell Lung Cancer. 
NEJM. 2010;363(8):733–42. https://doi.org/10.1056/NEJMoa1000678.

9. Departamento Administrativo Nacional de Estadística. Resultados Censo 
Nacional de Población y Vivienda 2018. [Available from: https://www.dane.
gov.co/index.php/estadisticas-por-tema/demografia-y-poblacion/censo-
nacional-de-poblacion-y-vivenda-2018] accessed 23.05.22.

10. Mendieta CV, Gómez-Neva ME, Rivera-Amézquita LV, de Vries E, Arévalo-
Reyez ML, Rodriguez-Ariza S et al. Cancer as a Chronic Illness in Colombia: A 
Normative Consensus Approach to Improving Healthcare Services for those 
Living with and beyond Cancer and Its Treatment. Healthcare. 202;9(12):1655. 
https://doi.org/10.3390/healthcare9121655.

11. Ministerio de Salud y Protección Social. Comportamiento del aseguramiento. 
2017. [Available from: https://www.minsalud.gov.co/proteccionsocial/Regi-
mensubsidiado/Paginas/coberturas-del-regimen-subsidiado.aspx.] accessed 
23.05.22.

https://doi.org/10.1186/s12904-023-01267-5
https://doi.org/10.1186/s12904-023-01267-5
https://www.who.int/news-room/fact-sheets/detail/palliative-care
https://www.who.int/news-room/fact-sheets/detail/palliative-care
https://doi.org/10.3390/healthcare7040112
https://doi.org/10.3390/healthcare7040112
https://www.nhsprofessionals.nhs.uk/campaigns/ahp-hub/allied-health-professionals
https://www.nhsprofessionals.nhs.uk/campaigns/ahp-hub/allied-health-professionals
https://doi.org/10.1016/S0140-6736(13)62416-2
https://doi.org/10.1016/S0140-6736(13)62416-2
https://doi.org/10.1001/jama.2009.1198
https://doi.org/10.1200/JCO.2014.58.7824
https://doi.org/10.1200/JCO.2014.58.7824
https://doi.org/10.1002/14651858.CD007760.pub2
https://doi.org/10.1002/14651858.CD007760.pub2
https://doi.org/10.1056/NEJMoa1000678
https://www.dane.gov.co/index.php/estadisticas-por-tema/demografia-y-poblacion/censo-nacional-de-poblacion-y-vivenda-2018
https://www.dane.gov.co/index.php/estadisticas-por-tema/demografia-y-poblacion/censo-nacional-de-poblacion-y-vivenda-2018
https://www.dane.gov.co/index.php/estadisticas-por-tema/demografia-y-poblacion/censo-nacional-de-poblacion-y-vivenda-2018
https://doi.org/10.3390/healthcare9121655
https://www.minsalud.gov.co/proteccionsocial/Regimensubsidiado/Paginas/coberturas-del-regimen-subsidiado.aspx
https://www.minsalud.gov.co/proteccionsocial/Regimensubsidiado/Paginas/coberturas-del-regimen-subsidiado.aspx


Page 10 of 10Mendieta et al. BMC Palliative Care          (2023) 22:149 

12. Pastrana T, de Lima L, Knaul F, Arreola-Ornelas H, Rodriguez NM. How 
Universal is Palliative Care in Colombia? A Health Policy and Systems Analysis. 
J Pain Symptom Manage. 2022;63(1):e124–33. https://doi.org/10.1016/j.
jpainsymman.2021.07.007.

13. Observatorio colombiano de cuidados paliativos. Estado Actual de los 
Cuidados Paliativos en Colombia. 2021. [Available from: https://repositorio.
unbosque.edu.co/handle/20.500.12495/6132] accessed 23.05.22.

14. Rosa WE, Ahmed E, Chaila MJ, Chansa A, Cordoba MA, Dowla R et al. Can You 
Hear Us Now? Equity in Global Advocacy for Palliative Care. J Pain Symptom 
Manage. 2022;64(4):e217–26. https://doi.10.1016/j.jpainsymman.2022.07.004.

15. Ministerio de Salud y Protección Social. Resolución 971 de 2021. [Available 
from: https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/
DIJ/resolucion-971-de-2021.pdf.] acccessed 23.05.22.

16. Taylor L. Colombia becomes first latin american country to decriminaliseas-
sisted suicide. BMJ. 2022;376:o455. https://doi.org/10.1136/bmj.o1219.

17. Calvache JA, Gil F, de Vries E. How many people need palliative care for can-
cer and non-cancer diseases in a middle-income country? Analysis of mortal-
ity data. Colombian J Anesthesiology. 2020;48(4). https://doi.org/10.1097/
CJ9.0000000000000159.

18. World Health Organization. Planning and Implementing palliative care ser-
vices: a guide for programme managers. 2016. [Available from:.https://apps.
who.int/iris/handle/10665/250584-] accessed 8.08.22.

19. Barawid E, Covarrubias N, Tribuzio B, Liao S. The benefits of Rehabilitation for 
Palliative Care Patients. Am J of Hosp Palliat Med. 2015;32(1):34–43. https://
doi.org/10.1177/1049909113514474.

20. Booth S, Cambridge Breathlessness Intervention Service (CBIS). Prog Palliat 
Care. 2013;21(4):224–8. https://doi.org/10.1179/1743291X13Y.0000000058.

21. Morgan DD, White KM. Occupational therapy interventions for breathlessness 
at the end of life. Curr Opin Support Palliat Care. 2012;6(2):138–43. https://doi.
org/10.1097/SPC.0b013e3283537d0e.

22. Halkett GKB, Ciccarelli M, Keesing S, Aoun S. Occupational therapy in 
palliative care: is it under-utilised in western Australia? Aust Occup Ther J. 
2010;57(5):301–9. https://doi.org/10.1111/j.1440-1630.2009.00843.x.

23. Gillespie L, Raftery AM. Nutrition in palliative and end-of-life care. Br J Com-
munity Nurs. 2014;19(Sup7):15–20. https://doi.org/10.12968/bjcn.2014.19.
Sup7.S15.

24. Bosma H, Johnston M, Cadell S, Wainwright W, Abernethy N, Feron A, et al. 
Creating social work competencies for practice in hospice palliative care. 
Palliat Med. 2010;24(1):79–87. https://doi.org/10.1177/0269216309346596.

25. Kasl-Godley JE, King DA, Quill TE. Opportunities for psychologists in palliative 
care: working with patients and families across the disease continuum. Am 
Psychol. 2014;69(4):364–76. https://doi.org/10.1037/a0036735.

26. Taels B, Hermans K, van Audenhove C, Boesten N, Cohen J, Hermans K, 
et al. How can social workers be meaningfully involved in palliative care? 
A scoping review on the prerequisites and how they can be realised in 
practice. Palliat Care Soc Pract. 2021;15:263235242110588. https://doi.
org/10.1177/26323524211058895.

27. O’Reilly AC, Walshe M. Perspectives on the role of the speech and 
language therapist in palliative care: an international survey. Palliat Med. 
2015;29(8):756–61. https://doi.org/10.1177/0269216315575678.

28. Brown JID. The world café: shaping our futures through conversations that 
matter. Francisco, CA: Berrett-Koehler; 2005. pp. 1–242.

29. Löhr K, Weinhardt M, Sieber S. The World Café as a participatory method for 
collecting qualitative data. Int J Qual Methods. 2020;19:160940692091697. 
https://doi.org/10.1177/1609406920916976.

30. Pontificia Universidad Javeriana, Universidad del Cauca, Queens Belfast Uni-
versity, Hospital Universitario San José de Popayán, Universidad de Sheffield. 
Proyecto Colibri. 2022 [Available from: https://www.proyectocolibri.co/inicio] 
accessed 20.08.23.

31. de Chesnay M. Nursing research using data analysis: qualitative designs and 
methods in nursing. 1st ed. Springer; 2014.

32. World Medical Association. World Medical Association declaration of Helsinki: 
Ethical principles for medical research involving human subjects. Vol. 310, 
JAMA, American Medical Association. ; 2013. p. 2191–4. [Available from: 
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-
principles-for-medical-research-involving-human-subjects/] accessed 
27.12.22.

33. Ministerio de Salud. Resolución 8430 de 1993.[Available from: https://www.
minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/RESOLUCION-
8430-DE-1993.PDF]accessed 27.12.22.

34. Devi Ps. A timely referral to palliative care team improves quality of life. Indian 
J Palliat Care. 2011;17(4):14. https://doi.org/10.4103/0973-1075.76233.

35. de Vries E, Arroyo LI, Ortega-Lenis D, Ardila L, Leal F, Morales O, et al. Percep-
ciones médicas sobre la atención en el final de la vida en pacientes oncológi-
cos. Revista Gerencia y Políticas de Salud [Internet]. 2022;1–20. https://doi.
org/10.11144/Javeriana.rgps21.pmaf.

36. Luna-Meza A, Godoy-Casasbuenas N, Calvache JA, Díaz-Amado E, Gempeler 
Rueda FE, Morales O, et al. Decision making in the end-of-life care of patients 
who are terminally ill with cancer – a qualitative descriptive study with a 
phenomenological approach from the experience of healthcare workers. 
BMC Palliat Care. 2021;20(1):76. https://doi.org/10.1186/s12904-021-00768-5.

37. Alonso Juan Pedro. Cuidados paliativos: entre la humanización y la medical-
ización del final de la vida. Ciência & Saúde Coletiva. 2013;18(9):2541–8.

38. Glover TL, Horgas AL, Castleman J, Turpening P, Kittelson S. An Experiential 
Learning Approach to primary palliative care nursing education. J Hosp Pal-
liat Nurs. 2017;19(6):534–8. https://doi.org/10.1097/NJH.0000000000000381.

39. Arroyo Castillo L, Arango-Gutiérrez A, de Vries E. End of life of the cancer 
patient: patient, family and physician perceptions. Colombian J Anesthesiol-
ogy. 2022;50(3):1–5. https://doi.org/10.5554/22562087.e1024.

40. de Vries E, Vergara-García OE, Karduss-Preciado S, Baquero Castro V, Prieto 
Rodríguez S, Sánchez Forero M, et al. The financial impact of a terminal 
cancer on patient′s families in Colombia – A survey study. J Cancer Policy. 
2021;28:100272. https://doi.org/10.1016/j.jcpo.2021.100272.

41. Kozlov E, Reid MC, Carpenter BD. Improving patient knowledge of palliative 
care: a randomized controlled intervention study. Patient Educ Couns. 
2017;100(5):1007–11. https://doi.org/10.1016/j.pec.2016.12.022.

42. Lemus-Riscanevo P, Carreño-Moreno S, Arias-Rojas M. Conspiracy of silence 
in Palliative Care: a Concept Analysis. Indian J Palliat Care. 2019;25(1):24–9. 
https://doi.org/10.4103/IJPC.IJPC_183_18.

43. Carrasco JM, García M, Navas A, Olza I, Gómez-Baceiredo B, Pujol F, et al. What 
does the media say about palliative care? A descriptive study of news cover-
age in written media in Spain. PLoS ONE. 2017;12(10):e0184806. https://doi.
org/10.1371/journal.pone.0184806.

44. Granger K. Death by social networking: the rising prominence of social media 
in the palliative care setting. BMJ Support Palliat Care. 2014;4(1):2–3. https://
doi.org/10.1136/bmjspcare-2013-000607.

45. Busch IM, Moretti F, Travaini G, Wu AW, Rimondini M. Humanization of care: 
key elements identified by patients, caregivers, and Healthcare Providers. 
A systematic review. The Patient - Patient-Centered Outcomes Research. 
2019;12(5):461–74. https://doi.org/10.1007/s40271-019-00370-1.

46. Ministerio de Salud y Protección Social, Instituto de Evaluación Tecnológica 
en Salud. Guía de Práctica Clínica para la atención de pacientes en Cuidado 
Paliativo (adopción). 2016 [Available from: https://www.minsalud.gov.co/
sites/rid/Lists/BibliotecaDigital/RIDE/DE/CA/gpc-completa-cuidados-paliati-
vos-adopcion.pdf ] accessed 27.12.22.

47. Sánchez-Cárdenas MA, León MX, Rodríguez-Campos LF, Correa Morales JE, 
Buitrago Reyes LA, Vargas Villanueva MA, et al. The development of Palliative 
Care in Colombia: an analysis of geographical inequalities through the appli-
cation of International Indicators. J Pain Symptom Manage. 2021;62(2):293–
302. https://doi.org/10.1016/j.jpainsymman.2020.12.010.

48. World Health Organization. Why Palliative Care is an essential function of Pri-
mary Health Care. 2018 [Available from: https://www.who.int/docs/default-
source/primary-health-care-conference/palliative.pdf ] accessed 25.12.22.

49. Pastrana T, de Lima L, Sánchez-Cárdenas MA, van Stejin D, Garralda E, Pons 
JJ et al. Atlas de Cuidados Paliativos en Latinoamérica 2020. [Available form: 
https://cuidadospaliativos.org/uploads/2021/8/Atlas%20de%20Cuidados%20
Paliativos%20en%20Latinoamerica%202020.pdf ] accessed 8.08.22.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://doi.org/10.1016/j.jpainsymman.2021.07.007
https://doi.org/10.1016/j.jpainsymman.2021.07.007
https://repositorio.unbosque.edu.co/handle/20.500.12495/6132
https://repositorio.unbosque.edu.co/handle/20.500.12495/6132
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/resolucion-971-de-2021.pdf
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/resolucion-971-de-2021.pdf
https://doi.org/10.1136/bmj.o1219
https://doi.org/10.1097/CJ9.0000000000000159
https://doi.org/10.1097/CJ9.0000000000000159
https://apps.who.int/iris/handle/10665/250584
https://apps.who.int/iris/handle/10665/250584
https://doi.org/10.1177/1049909113514474
https://doi.org/10.1177/1049909113514474
https://doi.org/10.1179/1743291X13Y.0000000058
https://doi.org/10.1097/SPC.0b013e3283537d0e
https://doi.org/10.1097/SPC.0b013e3283537d0e
https://doi.org/10.1111/j.1440-1630.2009.00843.x
https://doi.org/10.12968/bjcn.2014.19.Sup7.S15
https://doi.org/10.12968/bjcn.2014.19.Sup7.S15
https://doi.org/10.1177/0269216309346596
https://doi.org/10.1037/a0036735
https://doi.org/10.1177/26323524211058895
https://doi.org/10.1177/26323524211058895
https://doi.org/10.1177/0269216315575678
https://doi.org/10.1177/1609406920916976
https://www.proyectocolibri.co/inicio
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/RESOLUCION-8430-DE-1993
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/RESOLUCION-8430-DE-1993
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/DIJ/RESOLUCION-8430-DE-1993
https://doi.org/10.4103/0973-1075.76233
https://doi.org/10.11144/Javeriana.rgps21.pmaf
https://doi.org/10.11144/Javeriana.rgps21.pmaf
https://doi.org/10.1186/s12904-021-00768-5
https://doi.org/10.1097/NJH.0000000000000381
https://doi.org/10.5554/22562087.e1024
https://doi.org/10.1016/j.jcpo.2021.100272
https://doi.org/10.1016/j.pec.2016.12.022
https://doi.org/10.4103/IJPC.IJPC_183_18
https://doi.org/10.1371/journal.pone.0184806
https://doi.org/10.1371/journal.pone.0184806
https://doi.org/10.1136/bmjspcare-2013-000607
https://doi.org/10.1136/bmjspcare-2013-000607
https://doi.org/10.1007/s40271-019-00370-1
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/CA/gpc-completa-cuidados-paliativos-adopcion.pdf
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/CA/gpc-completa-cuidados-paliativos-adopcion.pdf
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/CA/gpc-completa-cuidados-paliativos-adopcion.pdf
https://doi.org/10.1016/j.jpainsymman.2020.12.010
https://www.who.int/docs/default-source/primary-health-care-conference/palliative.pdf
https://www.who.int/docs/default-source/primary-health-care-conference/palliative.pdf
https://cuidadospaliativos.org/uploads/2021/8/Atlas%20de%20Cuidados%20Paliativos%20en%20Latinoamerica%202020.pdf
https://cuidadospaliativos.org/uploads/2021/8/Atlas%20de%20Cuidados%20Paliativos%20en%20Latinoamerica%202020.pdf

	Barriers and facilitators to palliative care for patients with non-curable cancer in Colombia: perspectives of allied health and social care professionals
	Abstract
	Background
	Methods
	Setting, sample and recruitment
	Data collection
	Data analysis
	Ethical considerations

	Results
	Humanising Care
	Normalising PC: referral at point of diagnosis
	Misunderstandings related to PC
	Barriers within the health care system
	Geographical barriers

	Discussion
	Limitations and strengths

	Conclusions
	References


