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“Fighting cancer is a lifelong mission. It implies a long struggle which enhances our 
humanity and teaches us humility, solidarity and hope.” 
 

HRH Princess Lalla Salma of Morocco 
 
 

MOROCCO TODAY: THE PARAMETERS OF THE PROBLEM 
 
Morocco (population 32.52 million people) is a country in Northern Africa that covers an 

area of 700.000 square kilometers. Its boundaries border the North Atlantic Ocean and the 
Mediterranean Sea, between Algeria and Mauritania. The capital of Morocco is Rabat. 
(Figure 1) 

According to the United Nations human development index (HDI), Morocco is ranked 
125/177 countries worldwide (value 0.620) and 6/45 African countries for which an index is 
available. [1] 

This places Morocco in the group of countries with medium human development. 
The age distribution of the Moroccan population is as follows: 0-15 years, 27.85%; 16-59 

years, 64,54% ; and 60 years and above, 7,61%. 
Population living in urban areas 57% and 43% lives in rural Morocco. The estimated life 

expectancy at birth is 72 years (for males, 70 years and for females, 74 years). Literacy rate 
among adults aged 15 years or more is 56,10%. GDP per capita is $3082,4. [2] 

Morocco is currently in an epidemiological transition marked by a double burden due to 
the coexistence of infection and chronic diseases. While the prevalence of infectious diseases 
and the malnutrition is progressively declining, there is an increase in the prevalence of non 
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communicable diseases, such as cardiovascular diseases, chronic diseases and cancers, 
accountable for 56% of total morbidity. In particular, cancer burden is getting more and more 
overwhelming for the health system. 

The main factors contributing to these changes are: 
 
− The increasing live expectancy which rose from 47 years in 1962 to 72 years in 

2008; 
− The rapid socioeconomic development; 
− The environmental change; 
− The lifestyle changes: sedentary lifestyle, greater and quicker adoption of western 

diet, and high prevalence of smoking. 
 
The only source of epidemiological information currently deemed valid on the 

epidemiology of cancer in Morocco is the Grand-Casablanca-Region Cancer Register 
(CCRCR). This register is based on a population sample accounting for 10% of the Moroccan 
population. [3] 
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Figure 1. Map of Morocco. 

In 2007, the extrapolation of the results to the total Moroccan population leads to a global 
35.000 new cases of cancer registered each year. Unfortunately, treatment reaches only near 
25.000 of those, leaving many with no treatment and significant pain. Moreover, 60% to 70% 
of all patients are metastatic and incurable at the time of diagnosis. Cancer is responsible for 
8% of death each year. 

The most common cancers are breast (36.1%), lung (31.5%), cervix (13.3%), colorectal 
(12.2%) and prostate (3.7%). 

Regarding cancer in children, estimated crude incidence according to the CCRCR is 
11.34 for 100.000 children. In children, each year, approximately 1.000 new cases of cancer 
are registered. This figure accounts for 3.2% of all cancer cases collated. Girls are greater in 
numbers with a proportion of about 53.8% versus 46.2% for boys. The most frequent cancers 
in children are malignant hemopathies (19.8%), followed by tumors of the brain and 
meninges (17.1%), then cancers of bones (12.33%), adrenal glands (11.3%) and eye (10.4%). 
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CURRENT MOROCCAN NATIONAL PLAN OF PREVENTION 
AND CARE OF CANCER 

 
Cancer has only recently emerged as a public health problem in Morocco. The cost of the 

management of cancer is high and the situation is all more worrying that more than two thirds 
of the population has no medical coverage. The results of impact studies on the costs related 
to cancer care are sufficient proof of the heavy burden incurred by households as well as the 
severe social and economic repercussions of cancer disease; up to 90% of the cost of certain 
cancers are incurred by patients [3]. As a result, cancer contributes inevitably to making 
families poorer. 

Hence, under the guidance of HRH Princess Lalla Salma, President of the Lalla Salma 
Foundation for Prevention and Care of Cancer (FLSPCC) [3], and WHO Goodwill 
Ambassador for Promotion of Cancer Prevention and Care, Morocco has adopted the 
“International Strategic Approach” and has rallied efforts by the Minister of Health (MoH), 
civil organizations and other stakeholders, to design of the National Plan of Cancer 
Prevention and Control (NPCPC). 

The NPCPC development project was prepared by the Lalla Salma Foundation for 
Prevention and Care of Cancer (FLSPCC) in 2005, validated by a steering committee and a 
joint panel made up of FLSPCC and MoH (joint committee). An ad hoc commission was 
created for follow-up and monitoring the project. 

 
 

Situation Analysis 
 
The NPCPC development project began with a situation analysis, carrying out 15 studies 

and collecting of data in all fields associated with incidence data, behavioral and professional 
factors, demographics, health care, information on prevention and early detection activities, 
diagnosis and therapeutic practices, management of pain and palliative care, information on 
applicable legislation and regulation of substances under the International Board Control, 
information on the needs of patients and their families, the needs of healthcare practitioners 
and individuals exposed to risk, population perceptions, knowledge, attitudes and practices 
toward cancer. 

The NPCPC development project, launched in 2010 by the HRH Lalla Salma Foundation 
began the situation analysis making palliative care as part of the project. It revealed a series of 
major problems: the lack of a prevention policy and screening program; the absence of a 
health map; inadequate coverage and a high cost for management, causing treatment to 
become unaffordable for many patients; inadequate core training of healthcare practitioners in 
palliative care and a comprehensive patient approach; inadequate linkage between the 
psychological and ethical fields, a marked separation between health system and social 
organizations; understaffing of physicians, nurses, attendants, health care aides; and a lack of 
relief care hospitals adapted to general palliative care and lack of supportive care and cultural 
good assistance regarding end of life and death. 

With regard of leadership of HRH Princess Lalla Salma, the existence of a political will, 
the recognition of cancer as a priority public health issue, the existence of a dynamic civil 
society, the availability of human skill potential, this situation requires specific objectives: 
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The development of pain management and the organization of palliative care networks (in 
hospital, ambulatory care and at home); define family, close social support activities, and 
research axes. 

A number of important measures in the field of palliative care were defined specifically 
in the situation analysis in order to make this humane project available and realizable: 

A beginning must be made to institutionalize pain management at all health system 
levels, develop palliative care access legislation, and provide pain management training. 
“Morphinophobia” must be fought through protocolization and the decentralization of pain 
management activity, as well as by ensuring close familial and social support during cancer 
illness and the agonizing death phase. Palliative care must be developed and extended into a 
nationwide network with management structures and defined standards and norms. An 
information system and the development of research in the field of palliative care must be 
created. 

To make this project a reality, the Minister of Health (MoH) must assume leadership, 
necessitating social mobilization and partnership at all levels. 

Given the incidence and magnitude of its associated suffering, cancer is the logical entry 
point to begin implementing pain relief and palliative care in Morocco 

 
 

PALLIATIVE CARE SERVICE PROVISION 
 

Current Service 
 
An initial sensitization to the magnitude of cancer pain occurred in 1990 when the first 

author of this report became head of the department of anesthesiology and intensive care at 
the National Institute of Oncology in Rabat. He was deeply affected by the severe pain that 
the majority of patients endured, not only in the post-operative period but also in large 
numbers of cancer patients coming for out-patient consultation. At that time, only injectable 
morphine was available and was used to treat emergencies and actually suffering inpatients. 
The problem was that after this relief, only Buprénorphine was prescribed after patient 
discharge because of the unavailability of morphine tablets in external pharmacies. We 
realized that patients soon returned to the department because the Buprénorphine relief was 
insufficient.  

Facing this dilemma, we invited a friend from France, Dr Philippe Poulain, who was at 
the Institute Gustave Roussy - a famous hospital in Paris dedicated to cancer and palliative 
care, to come in Rabat to head a conference about how to manage cancer pain with morphine 
tablets correctly. Thereafter, we urged the hospital administration to buy slow- and 
immediate-release morphine tablets, and within a few weeks we were able to manage the 
most of the cancer out-patients correctly. In mars 1995, slow- and immediate- release 
morphine tablets became available in Morocco and it was easier for us to manage pain in the 
department and for out-patients. 

The first data on the prevalence and management of pain in Morocco became available in 
late 1994 and revealed a high prevalence of pain (64%) in general practice. Surprisingly, not a 
single doctor prescribed morphine. More importantly, 2/3 of the Moroccan oncologists were 
unaware of the 3 steps in the WHO Recommendations for treating cancer pain. This data was 
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presented in Paris in a conference organized by the French Society of Pain (September 1994). 
In a meeting with Professor Alain Serrie, the founding president of the NGO “Douleurs Sans 
Frontiers” (DSF) “Pain without Frontiers” based in Paris, he proposed to the first author of 
this report that he would help us train and support the implementation of pain management 
and palliative care in Morocco. 

The Moroccan Society of Pain and Palliative Care was created (July 1996), located in 
Rabat. 

With the goal of disseminating more information about the burden of pain, the necessity 
for treatment, and the promotion of palliative care, we organized the 1st Moroccan conference 
on Pain and Palliative Care (December 1996) in the presence of the past Minister of Health, 
the Dean of the Medical University in Rabat, and eminent international personalities : 
Professor Jean-Marie Besson (past président of IASP) ; Professor Charles S. Cleeland (past-
president of the American Pain Society), and the president and vice president of “Douleurs 
Sans Frontières” (Professor Alain Serrie and Doctor Philippe Poulain). The media (TV and 
journalists) were also invited. This conference constituted the first Moroccan advocacy of the 
need to manage pain generally, and the treatment of cancer pain and the implementation of 
palliative care specifically. 

Initial pain and palliative care training and education in Morocco was undertaken by the 
Moroccan Society of Pain and Palliative Care. In 1999, the 3rd Euro-Maghrebin conference on 
Pain and Palliative Care was held in Marrakech, attended by 300-400 healthcare 
professionals, Moroccan doctors and nurses, and all the North African health care leaders 
involved in this field. A panel of international health care leaders from France, Belgium and 
Switzerland also attended. Significantly, nurse educator Françoise Porchet and other 
European colleagues were invited to provide two full days of training. They reported: 

 
“This opportunity allowed us to provide our nursing colleagues in the Maghreb with 

up-to-date knowledge on palliative care through a process of exchange and constructive 
learning. It is very gratifying to note that the spirit of palliative care can transcend 
borders, cultures and languages. It is also important to realize all the possibilities that can 
arise from a training initiative put together between colleagues from the European 
countries and the extent to which this is a unifying event.” [4] 
This initiative has been repeated every two years and conferences have also been 

organized with other Moroccan Societies (Oncology, Internal Medicines, Anesthesia, 
Neurology and Nurses). Our organization prepares trainers in the field of disseminating 
palliative skills around the country.  

In 2002, our department, in collaboration with a team headed by Prof. C.S. Cleeland (of 
Houston Texas), translated the “MD Anderson Symptom Inventory” into Arabic, with the 
goal of demonstrating the validity and reliability of an Arabic version of the M.D. Anderson 
Symptom Inventory (MDASI-A) - a multi-symptom assessment tool for use with cancer 
patients - to describe symptoms related to cancer and its treatment in patients being evaluated 
at the major cancer center in Morocco. We enrolled a sample of 165 Arabic-speaking patients 
with different types of cancer who were undergoing various treatments and experiencing pain 
and other symptoms. The majority of the patients in the sample (68%) had advanced cancers. 
The average age was 49 (+/-) years of age, 56% were females. 95% were educated below a 
high school level, and only 4% were employed at the time of the survey. Breast, gastro-
Intestinal, lung and gynecologic cancers affected about 68% of the patients. Sixty-two percent 



Moroccan Experience 7 

of sample had an ECOG performance at level 3 or 4. Cancer-specific treatments were being 
given to 24% of these patients, with 8%, and 14% of the sample undergoing chemo and 
radiation therapy, respectively, in the month preceding their enrollment in the study. The most 
severe symptoms were pain, fatigue, poor appetite, sadness, sleep disturbance, shortness of 
breath and distress. Patient-reported fatigue, sadness, numbness, and poor appetite were most 
predictive of average interference with patient’s daily life. 

Based on this study, we concluded that the Arabic version of the MDASI is a valid and 
reliable patient-reported outcome instrument which can be used to evaluate patient’s multiple 
symptoms in clinical practice for symptom management or in clinical research among Arabic-
speaking cancer patients in Morocco. Furthermore, this assessment tool could be used by all 
stakeholders who are involved in cancer pain and palliative care in the Arab countries. [5] 
The findings regarding the majority of patients in severe pain were so important and dramatic, 
and the utility of MDASI-A for research in palliative care so evident, that the publication of 
the study won the Moroccan Medical Research award in 2002.  

Attending this ceremony, the Minister of Health was so moved, that he decided to build 
the first National Center of Pain and Palliative Care in the National Institute of Oncology in 
Rabat. HRH Princess Lalla Salma, who laid the cornerstone for the Center, thereby 
demonstrated her support for the implementation of palliative care and the management of 
relieving pain for cancer patients. (See photo) 

 
 

Implementation 
 
Opened in 2005, this first National Center of Pain and Palliative Care (NCPPC) in 

Morocco provides the only palliative care service in the country, with 10-beds hospital 
inpatient unit and an outpatient clinic. At the time, the staff consisted of a coordinator (first 
author), an assistant, three physicians, one psychologist and four nurses. A median of 800 
patients were hospitalized each year for cancer pain and palliative care and 7.000 patients 
have been treated following pain consultations in 2008. (Figure 2) 
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Photo: HRH Princess Lalla Salma laying the first cornerstone of the National Center of Pain and 
Palliative Care in Rabat. 

 

 

Figure 2. Number of patients in out-patients consultation. 
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The main objectives of the NCPPC are: care, training and research in palliative care. 
A pilot project was launched in 2012 in Rabat and the surrounding region, covering a 

population of 657.000 inhabitants. A Mobile team cares for cancer patient emergencies. A 
team of 4 doctors and 4 nurses trained in pain and palliative care respond to emergency calls 
from patient’s homes. If necessary, they travel by medical ambulance to the home and 
evaluate the situation. If relieving the patient at home is possible, they provide all the 
necessary medications to continue treatment. If not, the patient is brought to the NCPPC and 
is hospitalized. A decision about the patient’s condition is determined by the entire team by 
mobile consultation. This is the first project launched in Morocco to link the NCPPC with 
families and general practitioners in managing cancer or palliative care emergencies. It will 
be evaluated in terms of efficacy, and may be duplicated in other big cities in Morocco 
country as soon as possible. 

 
 

INTERMEDIATE AND LONG-TERM OUTCOMES 
 

Drug Availability 
 
Morocco suffered from outdated prescription rules and opioid regulation that did not 

allow for adequate pain control. The consequence was restricted availability and accessibility 
of opioids. While injectable morphine was used in a very few hospitals, only a seven-day 
supply of morphine tablets could be prescribed to out-patients. 

Fortunately, this excessive regulation was changed by the Moroccan parliament in July 
2013, amending the obsolete and restrictive law of 1922. Now, morphine could be prescribed 
for 28 days without maximal doses, and is available as necessary for patients. Nevertheless, in 
a country where only 35% of the population is insured, the cost of medications for a month of 
freedom from pain should be minimal. In practice and ideally, morphine must be given free of 
charge to the suffering in the same way that chemotherapy is delivered to cancer patients by 
the FLSPCC. 

All physicians are allowed to prescribe opioids according to proper medical practice. The 
problem is that the prescription must be done on a “special book” for only opioids and all the 
physicians must ask and obtain it from the Health Ministry Division of Medicine and 
Pharmacy. The process is so problematic that many physicians are reluctant to ask for this 
“special book”. This obstacle must be removed if we want to allow physicians to prescribe 
more morphine for pain medications. The “special book” must be replaced by immediate 
accessibility of the prescribed drug. Moreover, if a patient cannot come to the hospital in 
person, a reliable person should be entitled to receive the prescription and purchase the 
morphine on behalf of the patient. These simplifications will contribute to the elimination of 
the practitioners’ opiophobia and encourage them, after proper training, to prescribe morphine 
as needed. 

Prior to 1995, the International Narcotics Control Board (INCB) importation quota was 
extremely low. It began to progressing annually after 1996, but so slowly that the actual quota 
of 7.7 kg each year is totally insufficiency (Figure 3 and Figure 4). 
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Sources: 
Consumption – International Narcotics Control Board   Pain & Policy Studies Group 
Population – World Health Organization    University of Wisconsin 
ME Conversion factors – WHO CC Centre for Drug Statistics Methodolgy Carbone Cancer Center 
         WHO Collaborating Center 

Figure 3. Morocco. Opioid Consumption in Morphine Equivalence (ME), Mg/person. 

 

 
Sources: International Narcotics Control Board: World Health Organization population data. 
By: Pain & Policy Studies Group, University of Wisconsin/WHO Collaborating Center, 2012. 

Figure 4. 

In December 2010, the Moroccan Society of Pain and Palliative Care organized a 2-days 
“Workshop on Availability and Accessibility of Opioids”in Marrakech with the support Dr 
Willem Scholten representant of WHO; Dr Martha Maurer of Pain and Policy Study Group; 
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Prof. Alain Serrie of DSF; Dr Henry Dungu of African Palliative Care Association; 
representants of the Governmental Division of Control Substances and the Center of 
Pharmaco-Supervision in Morocco. During the sessions, size of the situation of cancer and 
HIV were discussed. Then the Barriers to Opioid Availability Test (BOAT) and the Self 
Assessment Checklist (SAT) in Morocco were evaluated, demonstrating the high burden of 
cancer in Morocco and the need for an action plan on an emergency basis. 

A recent 2012 report from the Pain and Policy Studies Group at the University of 
Wisconsin, and Human Rights Watch pointed this failure. In 2009, a total of 14.278 cancer 
and 708 HIV patients were died. The opioids quota was at this time only sufficient to relieve 
pain from 31.6% of these patients. The result was that 11.777 patients died in unnecessary 
moderate-to-severe pain. The morphine necessary to meet the minimum demand of deaths 
due to HIV and cancer is 73 kg annually [6], which means that Morocco’s 7.7 kg quota 
provides for only a tenth of those in need. Clearly, this is an insufficient amount. The main 
barriers to necessary availability and accessibility are the fear of addiction and the high cost 
of opioids. 

This dramatic situation must be evaluated by the Governmental Division of Medicine and 
Pharmacy as soon as possible. WHO guidelines could help formulate a national drug control 
policy, estimate annual requirements, report consumption statistics to be submitted to the 
International Narcotics Control Board (INCB), and administer an effective distribution 
system to patients. 

Another major problem is the unavailability of morphine both in the majority of the big 
Moroccan cities and in the rural area. Even in the big cities like Rabat and Casblanca, 
morphine is available only in the few pharmacies located near an oncology hospital or clinic. 
The major reasons for the paucity of pharmacies are the restrictive law, alongside the fear of 
robbery and misuse. We have begun sensitizing pharmacists regarding the need to make 
morphine accessible for patients, emphasizing their moral obligation to play a role in the 
humanitarian effort to improve the management of cancer pain in our country. 

 
 

Education and Training 
 
It is important that the goals of the National Plan of Cancer Prevention and Control 

(NPCPC) foundation are addressed in a coordinated way. Educational lectures on pain and 
palliative care during the conferences and seminars in the National Center of Pain and 
Palliative Care (NCPPC) have a sensitizing effect on health care professionals. 

Since 1996, all doctors studying for an Anesthesiologist diploma in the Medical 
University of Rabat must spend six months in a training period in our department of 
Anesthesiology and Intensive care, and since we opened the NCPPC in 2005, they receive all 
the necessary education on the evaluation and management of acute and chronic pain. They 
have responsibility both in the intensive care and out-patient consultations about pain. 
Palliative care is also one of the curriculum. 

Together with the Moroccan Society of Hemato-oncology and the Moroccan Society of 
Pediatrics and Hematology we participated in organizing training about pain management and 
palliative care in pediatrics in the major towns in Morocco in 2010, attended by 200 
pediatrics. 
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Figure 5. 

In 2006-2007, we organized two “Caravan of Pain” conferences in all the main cities in 
Morocco aimed at sensitizing general practitioners about problematic pain management in our 
country. The conferences focused on the physiopathology, evaluation, opioid pharmacology 
and treatment of acute and chronic pain. Palliative care was also taught. Over 2.200 general 
practitioners attended. (Figure 5) They were also urged coming to Rabat for training and 
improving them practice in the management of the unnecessary pain of our thousands 
citizens. 

Intensive follow-up bedside training is critical in order to provide hands-on experience in 
prescribing opioids. This is the fundamental rule that we apply when we introduced a 
University certificate “Management of pain and palliative care” in the Faculty of medicine in 
Rabat. Teaching was carried out with the support of doctors from “Douleurs Sans Frontières” 
(DSF) who came from France and gave 3-to-5 day theoretical seminars. Candidates worked 2 
days weekly in the department of Anesthesiology and Intensive care and also in the National 
Cancer of Pain and Palliative Care (NCPPC), gaining hands-on experience in understanding 
how to evaluate the intensity of pain, start a titration of morphine, and prescribe a correct 
dosage to patients when they leave the hospital and continue their treatment at home. 

During 2005-2010, each year 40 doctors took part in this training curriculum annualy. 
Once generic morphine became available in Morocco in 1996 and bedside training was 

introduced, greater confidence was built up in the use of opioids. Seeing positive effects in 
patients created enthusiasm for opioid use and helped the physicians overcome their 
opiophobia. Experience in India has demonstrated that if bedside training is not giving, 
clinicians will not use the available analgesics effectively or alter their clinical practice. 
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Moreover, introducing bedside training before drugs are available will also have little impact. 
Thus, it is imperative that training and availability of opioid analgesics be coordinated. 

Nurses from DSF were also for great help. Two nurses were present at the NCPPC every 
month, taking part in the training our nurses in pain management, the philosophy of palliative 
care, and the encounter with physical, emotional and existential problems. 

At the same time, training is offered to intern nurses in our hospital and in the Institute of 
Formation of Nurses in Rabat. Several nursing students have written papers about cancer pain 
and palliative care. 

 
 

THE WAY FORWARD 
 
Over the past 18 years, remarkable progress has been made in Morocco in overcoming 

the barriers to the integration of palliative care in cancer care, increasing knowledge and 
skills, and improving the experience of patients and families. 

Significant accomplishments by the Moroccan Society of Pain and Palliative Care 
(MSPPC), its members, and other stakeholders since the establishment of the NPPCC project 
at the initiative of HRH Princess Lalla Salma in 2005 are as follows. 

 
 

Clinical Accomplishments 
 
From its beginnings, the MSPPC understood that the supply of optimal pain and 

palliative care requires access to and availability of care rendered by skilled clinicians, 
buttressed when necessary by palliative care experts. Moreover, the integration of pain and 
palliative in the curricula of all future doctors is necessary and should be introduced in all the 
Moroccan Medical Universities and the Nursing Schools. 

 
 

Advocacy and Policy Statements 
 
Internationally, the WHO, the International Narcotics Control Board (INCB) and other 

agencies advocate for palliative care as an integral part of cancer care. The insufficient quota 
of morphine and other essential drugs by our regulatory system must be amended, as 
recommended in “Achieving Balance to Availability and Accessibility of Opioids” edited by 
the Pain and Policy Study Group and the organization of Human Rights Watch. Opioids are 
absolutely necessary for medical and scientific research needs. Estimated annual 
requirements, the report of consumption statistics, and the submission of statistical reports to 
the INCB are fundamental. Our authorities should permit and encourage the distribution of 
opioid medications throughout the country, maximizing access while maintaining adequate 
controls. 

In 2005, the 58th World Health Assembly fully integrated palliative care into its 
resolution WHA58.22 to improve cancer prevention and control. The resolution recognizes 
palliative care as an essential component of comprehensive cancer care, equal to medical, 
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surgical, and radiation oncology. It urges member nations to fully integrate palliative care into 
their national cancer control programs. 

 
 

Integration of Palliative Care 
 
Several innovative models integrating palliative care in cancer care have been developed 

in the last decade. Adopting the model at the University of Texas M.D. Anderson Cancer 
Center (Houston, Texas) since 2005, Morocco has been integrating palliative care into its 
outpatient and inpatient services. 

 
 

Educational Accomplishments 
 
Moroccan physicians have demonstrated tremendous interest in learning about the 

evaluation and management of pain, along with the philosophy of palliative care. Moroccan 
Society members are proud to be part of this noble and humane mission. 

 
 

Recognition of Palliative Medicine as a Specialty 
 
With palliative care formally recognized as a medical specialty in several countries 

(Australia, Ireland, the United Kingdom, the United States and France), we hope that in the 
next few years, it will attain this recognition in Morocco as well. 
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