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Objective
To identify the place of death and associated factors among individuals in Latin American countries, with a particular focus on chronic conditions and serious health-related suffering.
Methods
A systematic review was conducted across five databases in May 2024 following PRISMA guidelines. Eligible studies included data on the place of death of at least one Latin American country.
Results
Twenty-one studies with data from 12 Latin American countries were included. Hospital was the most frequent place of death in Argentina, Brazil, Colombia, Costa Rica, Paraguay, and Uruguay, while home deaths predominated in Ecuador, El Salvador, and Guatemala. In Chile, Peru, and Mexico, the distribution was mixed, varying by population and clinical condition. Findings showed that older individuals and lower education were associated with an increased likelihood of home death. Marital status and urban residence showed mixed associations. A meta-analysis was not feasible due to high heterogeneity among the studies.
Conclusion
The place of death of people with chronic and serious health-related conditions in Latin America varies considerably, reflecting disparities in healthcare access, sociocultural values, and health system infrastructure. Findings highlight the need for country-specific, equity-oriented end-of-life care policies.
Systematic Review Registration
https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42024553349.
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INTRODUCTION
The place of death (PoD) is considered an indicator of the quality of end-of-life care, particularly among individuals with a chronic condition who require palliative care [1]. Given this relevance, the World Health Organization (WHO) has identified the PoD as a public health priority since the possibility of choosing the PoD reflects health system responsiveness [2]. In addition to the ethical responsibility of health systems to alleviate pain and suffering at the end of life [3], PoD also carries significant economic implications [4], particularly given the high costs of end-of-life care in hospitals [5–7].
While PoD has been more extensively studied in high-income countries [1, 2], its determinants remain poorly understood in Latin America. Accounting for 8.4% of the global population, Latin America is undergoing demographic and epidemiological transitions that are expected to increase the burden of Serious Health-related Suffering (SHS) in the coming decades [8]. These transitions are likely to amplify the economic and social impact, which might vary depending on the location where care is provided [9]. Although all countries in the region offer some form of palliative care, access remains heterogeneous, reflecting inequities within national healthcare systems [10]. These disparities, along with the need for culturally sensitive services, complicate the provision of end-of-life care in the region [11].
Previous research has identified associations between PoD and several sociodemographic, clinical, and environmental factors, including sex, age, marital status, socioeconomic status, and underlying disease. Understanding how these factors affect PoD is essential for identifying inequity and optimizing end-of-life care planning to ensure that services align with patients’ needs and pRefs. [1, 12].
PoD data is typically derived from national civil registration and vital statistics (CRVS) systems, which include information from death certificates and other official records. However, the quality, completeness, and standardization of CRVS systems vary widely across Latin American countries [13].
This systematic review aims to consolidate existing evidence on the PoD of people with chronic conditions in Latin America, shedding light on cultural, socioeconomic, and healthcare system factors that influence the PoD in the region. Specifically, we address the following research questions: 1) Where do people with chronic conditions experiencing serious health-related suffering die in Latin America? and 2) What are the factors associated with the PoD among individuals with chronic conditions in Latin America? In this review, we use the term chronic conditions to refer to long-term, progressive, and life-limiting diseases commonly associated with serious health-related suffering, including HIV/AIDS, cancer, advanced organ failure, neurodegenerative disorders, and other non-communicable conditions [14].
METHODS
This systematic review explored the PoD in Latin America, following the Joanna Briggs Institute (JBI) methodological recommendations for systematic reviews [15]. The review adhered to the PRISMA 2020 reporting guidelines, and the protocol was registered in PROSPERO (ID: CRD42024553349) [16].
Search Strategy and Selection Criteria
The literature search was performed in May 2024 across five databases: EMBASE, MEDLINE, PsycINFO, LILACS, and SciELO. The search strategy included terms related to ‘place of death’ and ‘Latin America’ and was designed without restrictions on population, study type, publication date, or language. It was adapted for each database as appropriate. For LILACS and SciELO, the strategy included translations of key terms into Spanish and Portuguese to maximize sensitivity. Furthermore, a manual search of the reference lists of relevant studies was conducted to identify additional sources.
The final query string used in the selected databases was: (Latin America OR “South America” OR “Central America” OR Argentina OR Bolivia OR Brazil OR Chile OR Colombia OR “Costa Rica” OR Cuba OR Ecuador OR “Dominican Republic” OR “El Salvador” OR Guatemala OR Honduras OR Nicaragua OR Mexico OR Panama OR Paraguay OR Peru OR Uruguay OR Venezuela) AND ((place OR location OR site) AND death) OR ((place OR location OR site) AND dying). For the full query strings used in each database, please refer to Supplementary Material 1. Eligible studies included primary quantitative studies reporting PoD in at least one Latin American country. Studies explicitly focused on deaths from chronic or life-limiting conditions—such as cancer, dementia and other neurodegenerative diseases, chronic respiratory or cardiovascular disease, and HIV/AIDS—were prioritized. Studies focusing solely on preferred PoD, deaths occurring outside Latin America, or lacking sufficient detail on PoD were also excluded. Grey literature was not included.
Population-based studies using all-cause mortality data were included when they reported PoD at the national or regional level and when cause-of-death information or stratified analyses allowed interpretation relevant to chronic conditions or end-of-life care. Studies exclusively focused on acute causes of death (e.g., trauma, accidents, violence, obstetric complications, or sudden external causes) were excluded.
Selection Process
All the references were imported and managed using Covidence software [17]. Two reviewers independently screened all titles and abstracts to establish eligibility for full-text review and remove irrelevant studies. Discrepancies at any stage were discussed in research sessions until a consensus was reached. Full-text copies of all relevant articles were then retrieved and independently assessed by two reviewers against the inclusion/exclusion criteria. Disagreements during full-text screening were resolved similarly through consensus. All exclusion reasons were noted and provided in the PRISMA diagram (Figure 1).
[image: PRISMA flow diagram illustrating study selection for a review, showing records identified, screened, and excluded at each step. Twenty-one studies included after removing duplicates and assessing eligibility based on PoD data and Latin American population.]FIGURE 1 | Flow diagram of included studies according to PRISMA guidelines [18], (Latin America, 2024).Data Extraction
Two researchers processed data independently using a pretested data extraction form. Extracted information included author, year of publication, study aims, design, country of study, data source, population, missing values, eligibility criteria, exclusion criteria, and information sources.
For primary outcomes, data were extracted on sociodemographic variables (e.g., age, sex, marital status), socioeconomic factors (e.g., education, urban/rural residence), healthcare system-related factors (e.g., hospital bed density), cause of death, and proportion/frecuency of deaths by PoD. Places of death included home, hospital, and other facilities (the term “other facilities” was used to account for variability in the operational definitions of non-home and non-hospital PoD across the included studies). Healthcare system-related factors were classified as variables related to health service delivery, such as availability of hospital beds, distinct from individual-level sociodemographic or socioeconomic factors.
Quality Assessment and Grading of Evidence
We conducted a quality assessment of the included studies using the approach from previous reviews of PoD and associated factors [19]. This approach is based on the Strength of Recommendation Taxonomy (SORT) [20] and applied to PoD by Gomes et al. [19]. This tool evaluates methodological aspects of observational studies, including study design, data source reliability, sample size, and risk factor analysis, classifying evidence as low, medium, or high quality [19–21]. Quality appraisal score was attained by calculating the percentage of the sum of the scores for each item in relation to the maximum possible score [20]. The interpretation was based on SORT tool [19] method of grading (High quality ≥70%; medium quality ≥60%; low quality <60%). Two researchers independently applied the scale in Covidence, scoring each study on criteria including representativeness, data completeness, and adjustment for confounders. Discrepancies were resolved through team discussion.
Data Analysis
We conducted a descriptive synthesis of the included studies, focusing on patterns related to PoD and associated factors. The primary outcome was frequency of deaths occurring at home, in hospitals, or in other settings, reported as both absolute numbers and percentages across countries and populations.
We also identified and categorized factors influencing PoD, including sociodemographic, clinical, and environmental factors. For each factor, we recorded the direction of its association (i.e., whether it increased the likelihood of dying at home or in a hospital) and graded the strength and quality of supporting evidence. Descriptive statistics were used to identify general patterns and trends. We reported the odds ratios (OR) with 95% Confidence Interval (CI) provided by the studies.
A meta-analysis was planned in accordance with Cochrane guidelines to individually explore the OR of sex, age, marital status, education, place of residence, and cause of death on PoD, with only studies of high methodological quality being considered for inclusion. An exploratory analysis using a random-effects model was conducted to address expected heterogeneity. Studied factors were eligible if examined in at least five studies; however, an initial assessment revealed substantial heterogeneity across the included studies (I2 > 90%). The presented heterogeneity may be attributed to a considerable diversity between sample characteristics, sample sizes, data collection moments, the extended period for data collection between included studies (1990–2021), and the operational definitions used for each PoD and associated factors (e.g., “urban” and “rural” as categories for the classification of place of residence). Therefore, following methodological guidelines [22], further analysis was not conducted to avoid introducing bias and compromising the validity of the findings.
RESULTS
After removing duplicates, a total of 440 studies were identified for initial screening through database and citation searching. Of these, 21 met the inclusion criteria and were included in the final data charting, encompassing patient data from 12 Latin American countries. However, some studies drew from the same or overlapping databases. For instance, Cárdenas-Turanzas et al. used 2003 data from the Mexican Ministry of Health (‘Secretaría de Salud’), while Cárdenas-Turanzas et al. used data from 2002 to 2004 from the same source. For specific information on screening, refer to the PRISMA flow diagram [23] in Figure 1.
Overview of the Studies
Most studies (n = 12) focused on populations from Mexico [12, 24–34], followed by Brazil (n = 7) [24, 35–40], Chile (n = 5) [24, 40–43], and Peru (n = 2) [24, 40]. Additionally, data from Argentina, Colombia, Costa Rica, Ecuador, El Salvador, Guatemala, Paraguay, and Uruguay were reported in a single country study that included 12 Latin American countries [24].
The earliest dataset was collected in 1990 in Chile [41, 42], while the most recent data was from 2021 [37, 40]. The included studies reported diverse designs: Four studies reported a retrospective approach [12, 25, 32], three a cross/sectional design [28, 37, 42], two a time series analysis [40, 43], two a population level design [29, 31], one an observational design [24], and one an ecologic descriptive exploratory design [38]. Six studies did not report explicitly the study design implemented [26, 27, 30, 34, 36, 41]. In practice, all studies used data collected in a single year, except for two that used data over several years for time-series analysis [40, 43].
Regarding data sources, 11 studies relied on death certificates [12, 26–33, 37, 41], eight studies used national mortality data [34–36, 38–40, 42, 43], which typically consist of information gathered by government or international agencies in each country, differing in the data collection, refinement, and reporting processes from death certificates alone. One study used both death certificates and national mortality data [24], while another used information from a health and aging survey [25].
The quality assessment showed that most included articles had high (12 out of 21 studies) or medium (5 out of 21 studies) quality, except for four articles that received low scores [35, 39–41]. The complete charting of study characteristics is presented in Table 1.
TABLE 1 | Overview of study characteristics (Latin America, 2007–2024).	First author and year of publication	Countries where data was collected	Setting	Study design (as stated by the authors)	Data source	Study period (start - end)	Number of participants in the study	Quality appraisal score (%)
	Seitz [24]	Argentina; Brazil; Chile; Colombia; Costa Rica; Ecuador; El Salvador, Guatemala; Mexico; Peru; Paraguay; Uruguay	Country	Observational	Death certificates; national mortality data	2016–2018	2994685	83.3
	Furukawa [38]	Brazil	Region	Ecological descriptive exploratory	National mortality data	2007–2007	5834	70.8
	Leite [39]	Brazil	City	Descriptive	National mortality data	2006–2012	63343	58.3
	Lopes da Silva [37]	Brazil	Country	Cross-sectional	Death certificates	2002–2021	3677415	81.3
	Marcucci [35]	Brazil	City	Descriptive	National mortality data	1996–2010	57768	35.4
	Marcucci [36]	Brazil	Country	Not reported	National mortality data	2002–2013	12974742	68.8
	Durán [40]	Brazil; Chile; Peru	Country	Interrupted time series analysis	National mortality data	2019–2021	3753804	58.3
	Browne [42]	Chile	Country	Cross-sectional	National mortality data	1990–2014	2063615	81.3
	Leiva [41]	Chile	Region	Not reported	Death certificates	1990–2003	1102896	58.3
	Paredes [43]	Chile	Country	Time series study	National mortality data	1997–2014	1576306	77.1
	Cárdenas-Turanzas [12]	Mexico	Region	Retrospective	Death certificates	2003–2003	10561	75.0
	Cárdenas-Turanzas [33]	Mexico	Region	Retrospective	Death certificates	2002–2004	1948	77.1
	Cárdenas-Turanzas [25]	Mexico	Country	Retrospective	Mexican health and aging study	2001–2003	473	72.9
	Castillo-Guzmán [34]	Mexico	Country	Not reported	National mortality data	1999–2009	5338322	68.8
	Cohen [28]	Mexico	Country	Cross-sectional	Death certificates	2008	65812	77.1
	Cohen [29]	Mexico	Country	Population-level	Death certificates	2005–2006	27647	72.9
	Håkanson [31]	Mexico	Country	Population-level	Death certificates	2008	4653	81.3
	Harding [32]	Mexico	Country	Retrospective	Death certificates	2008	5149	79.2
	Moens [27]	Mexico	Country	Not reported	Death certificates	2008	1062	81.3
	Pivodic [30]	Mexico	Country	Not reported	Death certificates	2008	131013	81.3
	Reyniers [26]	Mexico	Country	Not reported	Death certificates	2008	2060	81.3


Place of Death
At the country level, hospitals were the most frequent PoD in Argentina (69.5%), Brazil (65.9%–88.2%), Colombia (64.7%), Costa Rica (53.7%), Paraguay (58.6%), and Uruguay (53.6%). Regional analysis within Brazil further confirmed this trend [35, 38, 39]. In contrast, in Ecuador (48.9%), El Salvador (50.7%), and Guatemala (67.9%), home death was more common.
Two studies reported minimal differences (less than 5%) between hospital and home deaths in the general population in Mexico [24, 25]. However, six national studies found that home deaths were more common among adults with cancer and chronic conditions [26–30, 34]. This trend was further supported by a study in Mexico City showing a higher prevalence of home deaths among adults aged 18 and older with cancer [12]. In contrast, two studies reported a higher prevalence of hospital deaths among children [31, 34], a finding reinforced by a focused analysis conducted in Mexico City [33]. Additionally, one national study found that hospital deaths were more frequent among people living with HIV [32].
In Chile, two studies identified home as the most frequent PoD [24, 40]. However, another study found a higher prevalence of in-hospital mortality among adults aged 85 and older. PoD for cancer patients was predominantly outside the hospital, with no substantial change in trend over the analyzed period [42]. Another study reported similar frequencies of hospital and home deaths, aligning with the national trend [43]. Data from a regional study in Chile observed a slight increase in hospital deaths, particularly among children and adults under 60 years old in this region. The authors of that study attributed this pattern to the limited availability of home-based care services in that area during the study period [41]. The results are shown in Table 2.
TABLE 2 | Distribution of place of death by country, context, and population characteristics in Latin America (Latin America, 1990–2021).	First author and year of publication	Country and context of data collection	Sample characteristics	Additional study characteristics	Home death (%)	Hospital death (%)	Other (%)
	Seitz [24]	Argentina
Country	>1 year	N/A	22.9	69.5	7.6
	Marcucci [35]	Brazil
City	N/A	1996	16.1	76.1	7.9
	Marcucci [35]	Brazil
City	N/A	2010	17.4	74.1	8.6
	Leite [39]	Brazil
City	Cancer; >60 years	N/A	9.0	88.2	N/A
	Furukawa [38]	Brazil
Region	>45 years	N/A	27.0	73.0	0.0
	Lopes da Silva [37]	Brazil
Country	>20 years	N/A	17.7	82.3	N/A
	Marcucci [36]	Brazil
Country	>60 years	2002	23.5	66.7	1.5
	Marcucci [36]	Brazil
Country	>60 years	2013	19.8	66.7	4.2
	Durán [40]	Brazil
Country	Malignant neoplasms	N/A	19.1	75.4	5.6
	Seitz [24]	Brazil
Country	>1 year	N/A	20.0	65.9	14.1
	Leiva [41]	Chile
Region	Children	Rest of the country	46.6	44.8	8.6
	Leiva [41]	Chile
Region	Children	Sixth Region	44.3	46.0	9.7
	Browne [42]	Chile
Country	>1 year	N/A	N/A	43.6	56.4
	Paredes [43]	Country	>1 year	N/A	46.2	44.2	9.6
	Durán [40]	Chile
Country	Malignant neoplasms	N/A	47.4	45.6	7.0
	Seitz [24]	Chile
Country	>1 year	N/A	49.7	40.0	10.4
	Seitz [24]	Colombia
Country	>1 year	N/A	26.5	64.7	8.8
	Seitz [24]	Costa Rica
Country	>1 year	N/A	37.1	53.7	9.2
	Seitz [24]	Ecuador
Country	>1 year	N/A	48.9	42.9	8.2
	Seitz [24]	El Salvador
Country	>1 year	N/A	50.7	35.4	13.9
	Seitz [24]	Guatemala
Country	>1 year	N/A	67.9	22.3	9.9
	Cárdenas-Turanzas [12]	Mexico
Region	>18 years	N/A	54.0	46.0	N/A
	Cárdenas-Turanzas [33]	Mexico
Region	Children with cancer	N/A	15.0	85.0	N/A
	Cárdenas-Turanzas [25]	Mexico
Country	Adults born before 1951	N/A	52.9	47.1	N/A
	Reyniers [26]	Mexico
Country	Dementia-related deaths	N/A	69.3	26.2	4.5
	Moens [27]	Mexico
Country	Parkinson’s	N/A	73.0	24.1	2.9
	Cohen [28]	Mexico
Country	Cancer	N/A	57.3	39.9	2.7
	Pivodic [30]	Mexico
Country	>1 year	N/A	53.0	44.4	2.7
	Håkanson [31]	Mexico
Country	>1 year	N/A	31.7	65.3	3.0
	Cohen [29]	Mexico
Country	Lung cancer and COPD	COPD	55.4	41.8	2.8
	Cohen [29]	Mexico
Country	Lung cancer and COPD	Lung cancer	57.1	40.1	2.8
	Harding [32]	Mexico
Country	HIV/AIDS	N/A	26.3	71.0	2.8
	Castillo-Guzmán [34]	Mexico
Country	Cancer; >85 years	N/A	55.7	39.1	5.3
	Seitz [24]	Mexico
Country	>1 year	N/A	47.0	44.0	9.1
	Seitz [24]	Paraguay
Country	>1 year	N/A	30.7	58.6	10.8
	Durán [40]	Peru
Country	Malignant neoplasms	N/A	40.2	55.4	4.5
	Seitz [24]	Peru
Country	>1 year	N/A	43.0	48.9	8.1
	Seitz [24]	Uruguay
Country	>1 year	N/A	39.1	53.6	7.2


This table uses a heat map to highlight the distribution of PoD percentages across studies. Higher values appear in red to indicate more frequent PoD in that setting, while lower values appear in green for easy comparison between studies.
Associated Factors
Several individual-level and contextual factors were associated with PoD. Individual-level determinants included age, marital status, educational attainment, and cause of death, while contextual and health-system-related determinants included place of residence and access to services. Table 3 summarizes these associations, their direction, and the quality of supporting evidence. A comprehensive synthesis of these factors, including direction and strength of association, statistical significance, number of supporting studies, and quality of evidence, is presented in Table 4.
TABLE 3 | Factors associated with the place of death, according to the quality of evidence (Latin America, 1990–2021).	Factor	High quality of evidence	Moderate quality of evidence
	Death more likely at	Sources of evidence	Death more likely	Sources of evidence
	Older agea	Home	[25, 37, 38, 43]	Home	[34, 42]
	Marital status	Contradictory findings	[24, 37, 43]	Contradictory findings	[36]
	Residence urban	Contradictory findings	[24]	Contradictory findings	[34]
	Non-cancer	Home	[24, 29, 31]	​	​
	Hematological malignanciesb	Hospital	[12, 33, 34]	​	​


a Overall, a higher age was associated to home death, although age cut points vary across studies.
b Primary Leukemia.
TABLE 4 | Individual-level and contextual determinants associated with place of death in Latin America (Latin America, 1990–2021).	Determinant	Level	Direction of association (home vs. hospital death)	Strength of association (OR, 95% CI)	Statistically significant	Supporting studies (n)	Quality of evidence	References
	Age (older age)	Individual	Home death more likely	OR range: 1.02–7.62	Yes	6	High	[33, 34, 37–39, 41, 42]
	Marital status – Married vs. single	Individual	Contradictory	OR range: 0.84–1.15	Yes	3	Moderate–High	[24, 39, 43]
	Marital status – Widowed vs. married	Individual	Contradictory	OR range: 0.93–1.38	Yes	2	Moderate	[24, 43]
	Educational level – Low education	Individual	Home death more likely	OR range: 1.07–3.38	Yes	3	High	[37, 38, 43]
	Educational level – Secondary or university	Individual	Hospital death more likely	OR: 0.36	Yes	1	Moderate	[34]
	Cause of death – Non-cancer conditions	Individual	Home death more likely	Narrative	Yes	3	High	[24, 29, 31]
	Cause of death – Solid tumors	Individual	Home death more likely	Narrative	Yes	3	High	[24, 29, 31]
	Cause of death – Hematological malignancies	Individual	Hospital death more likely	Narrative	Yes	4	High	[12, 33, 34, 39]
	Children (pediatric deaths)	Individual	Hospital death more likely	Narrative	Yes	3	High	[31, 33, 34]
	Rural residence	Contextual/Health-system	Home death more likely	OR range: 1.39–2.53	Yes	3	High	[24, 34, 43]
	Distance from major urban centers	Contextual/Health-system	Home death more likely	OR = 1.33	Yes	1	Moderate	[38]


Direction of association indicates whether the determinant was associated with a higher likelihood of home or hospital death. Strength of association is reported as odds ratios (OR) using the range reported in the studies; when quantitative estimates were not provided, associations are reported narratively. Quality of evidence was assessed using a Strength of Recommendation Taxonomy (SORT)-based approach adapted for place-of-death studies. Associations are derived from observational population-level studies and should not be interpreted as causal.
Direction of association indicates whether the determinant was associated with a higher likelihood of home or hospital death. Quality of evidence was assessed using a Strength of Recommendation Taxonomy (SORT)-based approach adapted for place-of-death studies. Associations are derived from observational population-level studies and should not be interpreted as causal.
Age
Six studies found a positive association between advanced age and increased likelihood of home death. Specifically, studies found that being over 60 (OR = 1.66; 95% CI = 1.65–1.67) [37], over 65 (OR = 1.99; 95% CI = 1.7–2.33) [38], over 70 (OR = 1.02; 95% CI = 1.02–1.02) [43], over 75 (OR = 1.03; CI = 95% = 1.01–1.05) [33], over 85 (OR = 2.52; 95% CI = 2.49–2.55) [34, 42] and over 90 (OR = 7.62; 95% CI = 7.30–7.95) [39] were more likely to die at home. It is worth noting that most studies presented different reference points for age. Specific measures of association are reported in Table 5.
TABLE 5 | Age associated with the place of death (Latin America, 1990–2021).	First author and year of publication	Age threshold	Odds ratio (OR)	95% CI
	Lopes da Silva [37]	>60 years	1.66	1.65–1.67
	Furukawa [38]	>65 years	1.99	1.70–2.33
	Paredes [43]	>70 years	1.02	1.02–1.02
	Cárdenas-Turanzas [33]	>75 years	1.03	1.01–1.05
	Castillo-Guzmán [34]	>85 years	2.52	2.49–2.55
	Leite [39]	>90 years	7.62	7.30–7.95


Marital Status
The findings regarding marital status vary across the region. One study in Chile indicated that being married (OR = 1.15; 95% CI = 1.14–1.16) and being widowed (OR = 1.38; 95% CI = 1.37–1.40) had a higher likelihood of dying at home in comparison to single people [43]. However, when comparing being widowed to being married, being a widow was associated with a lower likelihood of home death (OR = 0.93; 95% CI = 0.89–0.97). In contrast, another study in Brazil found that married people had a lower likelihood of dying at home (OR = 0.84; 95% CI = 0.77–0.92) compared to those who were single [39]. A multicentric study compared eight Latin American countries, examining these associations using married individuals as the reference group, showed that being single, widowed, or divorced was consistently associated with a higher likelihood of home death in most countries studied [24]. The results of this multicenter study [24] are presented in Table 6.
TABLE 6 | Marital status as a factor for increased likelihood of home death [24], (Latin America, 2016–2018).	Country	Divorced vs. Married
Odds ratio (95% CI)	Married vs. Single
Odds ratio (95% CI)	Single vs. Married
Odds ratio (95% CI)	Widowed vs. Married
Odds ratio (95% CI)	Widowed vs. Single
Odds ratio (95% CI)
	Brazil (2017)	1.24 (1.21–1.26)	0.84 (0.77–0.92)	1.37 (1.35–1.38)	1.13 (1.12–1.14)	​
	Chile (2016)	​	1.15 (1.14–1.16)	​	0.93 (0.89–0.97)	1.38 (1.37–1.40)
	Colombia (2017)	1.22 (1.16–1.28)	​	1.29 (1.26–1.33)	1.18 (1.14–1.21)	​
	El Salvador (2017)	​	​	1.18 (1.12–1.24)	​	​
	Mexico (2017)	​	​	1.48 (1.46–1.50)	1.17 (1.16–1.19)	​
	Paraguay (2017)	​	​	1.24 (1.17–1.24)	1.22 (1.12–1.32)	​
	Peru (2017)	1.39 (1.25–1.56)	​	​	1.52 (1.45–1.60)	​
	Uruguay (2018)	​	​	​	1.2 (1.12–1.28)	​


Education
Lower educational level was consistently associated with a higher likelihood of home death. Specifically, no formal education (OR = 3.38; 95% CI = 3.35–3.41) [37], less than 3 years of schooling [38] (OR = 1.7; 95%, CI = 1.33–2.18), or achieving only basic education (OR = 1.07; 95% CI = 1.06–1.08) [43] were more likely to die at home. In line with these findings, individuals with either secondary (OR = 0.36; 95% CI = 0.35–0.37) or university-level education (OR = 0.38; 95% CI = 0.37–0.39) were less likely to die at home [34].
Place of Residence
Death in rural areas was generally more likely to occur at home, as reported in Colombia (OR = 1.39; 95% CI = 1.35–1.43), Ecuador (OR = 1.52; 95% CI = 1.46–1.58), and El Salvador (OR = 2.53; 95% CI = 2.42–2.65) [24]. The same trend was confirmed in Mexico by three separate studies [24, 34, 43].
While not a direct indicator of urbanization, one study in Brazil found that residing in municipalities far from the main city in the region increases the likelihood of dying at home (OR = 1.33; 95% CI = 1.18–1.50) compared to cities with a high rate of urbanization [38].
Cause of Death
The underlying cause of death was also associated with the PoD. Individuals with non-cancer conditions or with solid tumors were more likely to die at home. Three high-quality studies found it more likely to die at home if the cause of death was non-cancer; this was also observed in children [24, 29, 31]. In contrast, death due to hematological malignancies was consistently associated with a higher likelihood of hospital death, compared to those due to solid tumors [12, 33, 34, 39].
DISCUSSION
Summary of Main Findings
This systematic review aimed to consolidate existing evidence on the PoD of people with chronic conditions in Latin America, shedding light on cultural, socioeconomic, and healthcare system factors that influence the PoD in the region. The PoD is a public health priority because it influences the quality of death and the costs to the healthcare system [2]. It also indirectly reflects how well a health system supports people’s values and needs at the end of life. This systematic review included 21 peer-reviewed manuscripts on PoD in Latin America, of which 57% were deemed high-quality studies.
The evidence only includes 12 countries in the region, and the findings reveal that PoD trends vary significantly. For instance, hospital deaths are more frequent in Argentina, Colombia, Brazil, Costa Rica, and Uruguay. These countries often have more developed healthcare systems and more accessible hospital facilities in urban areas [44, 45]. Conversely, for Ecuador, Mexico, El Salvador, and Guatemala, the most common site of death was at home. Cultural attitudes toward dying and death may significantly influence PoD; in some Latin American countries, there may be a strong cultural preference for dying at home surrounded by family, aligning with traditional values that emphasize familial support and care [46, 47].
Factors Influencing Place of Death
This section delves on the sociodemographic factors that may be linked to PoD in this region. Given the socioeconomic context in many countries, these associations should be explored with an equity lens. Age was a consistent factor, with older individuals showing a higher chance of dying at home. These results align with existing literature [48], which suggests that older adults may be more likely to accept death at home and are often perceived as appropriate candidates for non-institutional end of life. Conversely, younger individuals, particularly children, often die in hospital settings [49]. This trend may reflect a tendency towards more aggressive life-extending treatments, frequently requiring hospitalization in the pediatric population [50]. A clinical consideration is the patient’s performance status; children with advanced illnesses often require intensive medical support that may not be feasible at home due to limited resources. In such cases, hospitalization is seen as the only option for palliative care, especially in rural areas where geographic gaps in service coverage restrict access to home-based care, leading to urban migration in search of care [51]. As a result, despite families’ preferences for home death, hospital-based care becomes the only choice [52]. An additional contributing factor is the delayed integration of pediatric palliative care, resulting from systemic challenges such as limited availability of home-based services, a lack of trained personnel, and insufficient awareness among healthcare providers and families [53]. Trends in the PoD of children should be analyzed separately, because mortality is concentrated at the extremes of age. However, pediatric and adult deaths differ in underlying causes, care trajectories, and typical places of death.
Findings on marital status were heterogeneous across countries. For instance, in comparison with married people, being single or divorced is associated with increasing odds of home death [24]. Similarly, in Brazil, a study found that being married reduces the odds of dying at home in comparison with being single [39]. In Chile, being married or widowed increases the odds of dying at home, although widowed people had lower odds than those who were married [43]. This variability in the results may be attributed to other factors that interact with marital status, such as age, cultural background [54], and access to various resources, including informal care and community-based care [55]. This is especially relevant in Latin America, where multigenerational living arrangements and extended family support are common in many countries. Married individuals often reside in households that include spouses, children, and other relatives; this structure reinforces mutual care and family cohabitation [56]. Single individuals, especially those in rural areas or vulnerable situations, may live with relatives rather than alone due to economic and practical constraints [57]. Family networks often ensure that married older adults remain in their family homes or under the care of direct relatives rather than living alone or in institutions. In addition, widowed women in Latin America tend to reside with family members, such as adult children, due to cultural norms that prioritize family care [57].
A factor contributing to extended family involvement in end-of-life care is the sense of social obligation [47]. Family members, usually women, often assume caregiving roles, whether out of love for their relatives and a desire to give back for the care they once received, mainly when supporting aging parents. This sense of duty and emotional connection reinforces the tradition of family-centered care during the end of life [11]. Although extended families have historically been dominant in the region, social transitions such as urbanization, migration, and changes in cultural values are gradually increasing the number of people living alone, even among those previously married. We hypothesize that the civil status as recorded on the death certificate is an imperfect proxy for the deceased’s living arrangements and does not reliably indicate whether the deceased lived alone or had access to informal or familial support networks [58].
Other factors, such as educational attainment and place of residence, were less studied and showed differences between countries. The level of education is often considered a proxy for socioeconomic status in research and policy analysis. Studies evaluating the effect of the educational level on PoD show that achieving only basic education is related to an increased probability of home death [24]. Conversely, people who had achieved preparatory or university-level education showed a decreased likelihood of dying at home [19]. This highlights an inverted social gradient in PoD that operates in the opposite direction to that observed in Western Europe and North America, where resources such as wealth, knowledge, and social connections are often utilized to facilitate dying at home. In contrast, in many Latin American countries, these same resources are leveraged to secure access to hospital care at the end of life, and a better ability to navigate complex medical systems. Access to resources and healthcare may mediate the relationship between education and PoD, with higher education potentially correlating with better access to institutional care; and, in contrast, lower education levels may align with limited access to healthcare facilities, making home death more common not by preference, but by circumstance, likely in the absence of adequate care provision [59].
Residence area was also deemed an influential factor, as residing in less populated or rural areas was associated with an increased likelihood of dying at home [24, 25, 34, 38, 43]. This trend is likely driven by limited access to health-related resources in rural areas [46] and not specifically a decision for home as PoD. Furthermore, these trends may reinforce lower health literacy in rural areas, limiting the knowledge of available services, the ability to navigate the healthcare system, or the means to afford costs [60], further reinforcing non-institutional deaths by default rather than by choice.
Both factors, level of education and place of residence, appear to be connected, as they are associated with limited access to healthcare resources and with lower household income, particularly among economically disadvantaged populations. A factor often overlooked in studies is family income, which can significantly influence healthcare access and decision-making. Additionally, informal healthcare expenses, such as out-of-pocket costs for medications, transportation, and home care, exacerbate disparities, disproportionately affecting low-income families, and limiting their ability to seek adequate medical care [61]. Data on the causes of death were scarce in the reviewed studies; therefore, future studies could place greater emphasis on the inclusion of diagnostic and comorbidities to better understand the context around the death as a consequence of a specific condition. Additionally, this lack of diagnostic detail limits the ability to compare the influence of specific health conditions on PoD.
Policy Implications and Future Research Priorities
Considering the influence that social factors have on end-of-life care, public policies should be strengthened to expand access to professional healthcare and proper death registration for the most socially vulnerable population. Underreporting and misclassification are more common in rural and underserved areas, particularly for deaths occurring outside of health facilities. The person responsible for certifying PoD varies depending on circumstances, ranging from hospital physicians to family members or civil authorities in the event of community deaths, which can affect data reliability [62]. These inconsistencies may introduce misclassification, selection bias, and urban–rural disparities. For instance, between 15% and 20% of rural deaths in Colombia go unregistered in areas with limited healthcare access, a trend also reported in Mexico [63, 64].
Additionally, the results regarding factors associated with PoD of people with chronic and HRS conditions suggest that PoD is a marker of unmet needs and social inequality. Thus, policy and investment should aim to transform the underlying factors that limit access to both institutional and home-based support, such as integrating palliative care into primary healthcare in rural and urban areas and creating caregiver support laws that address the burden of informal caregiving and promote trained and supported care.
Finally, there is a need to strengthen the evidence used for decision-making and research. Healthcare professionals should be properly trained to provide community-based end-of-life care, and research should opt to maintain standardized methodologies to minimize heterogeneity and facilitate meaningful cross-country comparisons. This includes developing or adapting indicators of quality of care and indicators to distinguish between planned home or institutional death, as well as possible consequences of a lack of access to resources or proper care. Additionally, it is essential to include intersectional data and underrepresented countries and populations to promote a more comprehensive understanding of PoD across Latin America’s diverse sociocultural and healthcare contexts. Moreover, existing literature would benefit from including information on the place of care and PoD preference. In addition, longitudinal and qualitative research are also needed to capture the cultural and contextual nuances that influence PoD. These efforts will provide more accurate, equible and regionally relevant insights to inform policy and practice.
Limitations
This review has several limitations. The data reviewed and presented were not standardized or adjusted for inter-study comparisons, and several studies did not report having considered cofounding variables in their analyses. This may cause an overestimation of reported results. High heterogeneity between studies may diminish the ability to compare associations; therefore, accounting for generalization and causal inferences is not possible. Research in Latin America regarding end-of-life care could benefit from more replicable and transparent studies, as well as from a wider use of standardized and validated data collection tools.
On the other hand, the quality and completeness of CRVS systems across Latin America influence the accuracy and comparability of PoD data. Although death certificates served as the foundational source, national mortality datasets vary in how information is accessed, processed, and categorized. Variations in coding practices, inclusion criteria, and the classification of PoD may affect comparability across studies. While most countries require the inclusion of PoD in death certificates, the implementation and enforcement of these systems vary substantially. Countries such as Chile, Uruguay, and Costa Rica have relatively robust death registration systems, characterized by high data completeness. In contrast, other countries, including Honduras, Bolivia, and Guatemala, experience challenges related to underreporting [13]. Previous research has noted that the validity of PoD as an indicator of access to palliative care depends largely on the robustness of national CRVS systems [24].
The association between cause of death and PoD has been scarcely studied in the region. Most studies focused on a few countries, such as Brazil and Mexico, leaving many others underrepresented. As a result, the regional generalizability of the findings is limited. Nevertheless, these two countries account for more than half of Latin America’s population, which may partially explain their overrepresentation in PoD studies. Most studies provided diagnostic information only for cancer-related deaths, preventing comparisons across other conditions (e.g., dementia or heart failure). Additionally, the analysis of sociodemographic factors such as age, education, and marital status was often conducted without adjustment for covariates or (potential) interactions between variables, which could lead to oversimplified interpretations of complex relationships and to incorrectly estimating the effect of an isolated factor.
Furthermore, most studies lacked data on modifiable determinants of PoD, such as timely access to health services, palliative care coverage, or availability of essential medications. These structural factors are crucial to understanding disparities in end-of-life care, but they are rarely captured in administrative datasets. Finally, the methodological rigor and data quality varied across studies. As the specific sample size and characteristics used in each study are not reported, results from these manuscripts should be interpreted with caution, as the pooled sample may include duplicated data. In addition, it is worth noting that the included data were collected from 1990 to 2021, a period that encompasses the COVID-19 pandemic. As this review does not account for temporal variability, future studies should include a time-series analysis to detect time-related influences on factors associated with PoD.
CONCLUSION
PoD in Latin America exhibits significant variability in both distribution and associated factors. Hospitals were the predominant PoD in most of the included Latin American countries (6/12), while some report a higher frequency of home deaths (3/12) and others (3/12) show mixed results. This may reflect disparities in health system accessibility, cultural preferences, and resource availability. Factors such as age, education level, marital status, and cause of death influence PoD, yet the direction and magnitude of these associations vary across contexts. Other key determinants, such as residential settings, household income, informal care costs, and comorbidities, remain understudied and yield contradictory findings, necessitating further investigation to clarify their role in PoD. Moreover, mortality patterns and PoD among children differ considerably from those of adults; therefore, disaggregated analyses are necessary to ensure accurate interpretation and age-appropriate recommendations. Future research should consider these results to ensure more accurate analyses and targeted policy recommendations. Furthermore, studies should explore the preferred PoD and the factors associated with achieving it.
DATA AVAILABILITY STATEMENT
The original protocol can be found in PROSPERO (ID: CRD42024553349) https://www.crd.york.ac.uk/PROSPERO/view/CRD42024553349. All data generated or analyzed during this study are included in this published article.
AUTHOR CONTRIBUTIONS
TP designed the work, all authors contributed to data collection and analysis, MC-N and AU-L were responsible for data interpretation and drafting the results. All authors contributed to the article and approved the submitted version.
FUNDING
The author(s) declared that financial support was received for this work and/or its publication. Funding for the current study was provided by a scholarship awarded to PHA in the program “Research Stays for Academics and Scientists, 2023” of the German Academic Exchange Service (DAAD, ID: 57681226). Universidad de Las Américas, Quito, Ecuador covered all article processing charges. The funders had no role in the study design, data collection and analysis, decision to publish, or preparation of the manuscript.
AUTHOR DISCLAIMER
The views and opinions expressed in this study are those of the authors and do not necessarily reflect the official policies or positions of the respective funding organizations.
CONFLICT OF INTEREST
The authors declare that they do not have any conflicts of interest.
GENERATIVE AI STATEMENT
The author(s) declared that generative AI was not used in the creation of this manuscript.
Any alternative text (alt text) provided alongside figures in this article has been generated by Frontiers with the support of artificial intelligence and reasonable efforts have been made to ensure accuracy, including review by the authors wherever possible. If you identify any issues, please contact us.
ACKNOWLEDGEMENTS
We want to thank Cochrane Argentina for guiding us in handling incomplete information and in calculating effect sizes for extracted data in a meta-analysis.
SUPPLEMENTARY MATERIAL
The Supplementary Material for this article can be found online at: https://www.ssph-journal.org/articles/10.3389/phrs.2026.1609006/full#supplementary-material
REFERENCES
	Broad, JB, Gott, M, Kim, H, Boyd, M, Chen, H, and Connolly, MJ. Where Do People Die? An International Comparison of the Percentage of Deaths Occurring in Hospital and Residential Aged Care Settings in 45 Populations, Using Published and Available Statistics. Int J Public Health (2013) 58(2):257–67. doi:10.1007/s00038-012-0394-5

	Davies, E, and Higginson, IJ. Better Palliative Care for Older People. World Health Organ Reg Off Europe (2004). Available online at: https://iris.who.int/handle/10665/107563 (Accessed September 23, 2024).

	World Health Assembly. Strengthening of Palliative Care as a Component of Comprehensive Care Throughout the Life Course. In: Sixty-Seventh World Health Assembly . Geneva: World Health Organization (2024). p. 30–4. Available online at: https://iris.who.int/handle/10665/162863 (Accessed September 23, 2024).

	Cohen, J, Bilsen, J, Miccinesi, G, Löfmark, R, Addington-Hall, J, Kaasa, S, et al. Using Death Certificate Data to Study Place of Death in 9 European Countries: Opportunities and Weaknesses. BMC Public Health (2007) 7(1):283. doi:10.1186/1471-2458-7-283

	Higginson, IJ, and Koffman, J. Public Health and Palliative Care. Clin Geriatr Med (2005) 21(1):45–55. doi:10.1016/j.cger.2004.08.003

	Luce, JM, and Rubenfeld, GD. Can Health Care Costs Be Reduced by Limiting Intensive Care at the End of Life?Am J Respir Crit Care Med (2002) 165(6):750–4. doi:10.1164/ajrccm.165.6.2109045

	Miller, SC, Intrator, O, Gozalo, P, Roy, J, Barber, J, and Mor, V. Government Expenditures at the End of Life for Short- and Long-Stay Nursing Home Residents: Differences by Hospice Enrollment Status. J Am Geriatr Soc (2004) 52(8):1284–92. doi:10.1111/j.1532-5415.2004.52357.x

	Sleeman, KE, De Brito, M, Etkind, S, Nkhoma, K, Guo, P, Higginson, IJ, et al. The Escalating Global Burden of Serious Health-Related Suffering: Projections to 2060 by World Regions, Age Groups, and Health Conditions. The Lancet Glob Health (2019) 7(7):e883–92. doi:10.1016/S2214-109X(19)30172-X

	Gomes, B, Calanzani, N, Curiale, V, McCrone, P, Higginson, IJ, and De Brito, M. Effectiveness and Cost-Effectiveness of Home Palliative Care Services for Adults with Advanced Illness and Their Caregivers. Cochrane Pain, Palliative and Supportive Care Group, Editor. Cochrane Database Syst Rev (2022)(7) CD007760. doi:10.1002/14651858.CD007760.pub2

	Pastrana, D, Lima, L, Sánchez-Cárdenas, M, Van Stejin, D, Garralda, E, Pons, JJ, et al. Atlas De Cuidados Paliativos En Latinoamérica 2020. 2 edition. Houston: IAHPC Press (2020).

	Dittborn, M, Turrillas, P, Maddocks, M, and Leniz, J. Attitudes and Preferences Towards Palliative and End of Life Care in Patients with Advanced Illness and Their Family Caregivers in Latin America: A Mixed Studies Systematic Review. Palliat Med (2021) 35(8):1434–51. doi:10.1177/02692163211029514

	Cárdenas-Turanzas, M, Carrillo, MT, Tovalín-Ahumada, H, and Elting, L. Factors Associated with Place of Death of Cancer Patients in the Mexico City Metropolitan Area. Support Care Cancer (2007) 15(3):243–9. doi:10.1007/s00520-006-0152-4

	Seitz, K, Deliens, L, Cohen, J, Cardozo, EA, Tripodoro, VA, Marcucci, FCI, et al. Feasibility of Using Death Certificates for Studying Place of Death in Latin America. Rev Panam Salud Publica (2021) 45:e149. doi:10.26633/RPSP.2021.149

	Kwete, XJ, Bhadelia, A, Arreola-Ornelas, H, Mendez, O, Rosa, WE, Connor, S, et al. Global Assessment of Palliative Care Need: Serious Health-Related Suffering Measurement Methodology. J Pain Symptom Manage (2024) 68(2):e116–37. doi:10.1016/j.jpainsymman.2024.03.027

	Aromataris, E, and Munn, Z (Editors). JBI Reviewer’s Manual. JBI. (2017). doi:10.46658/JBIRM-19-01

	Cordoba, MA, Hidalgo-Andrade, P, Marcucci, FCI, Rodrigues, LF, Unda-López, A, and Pastrana, T. Place of Death in Latin America: A Systematic Review (Protocol) (2024). Available online at: https://www.crd.york.ac.uk/prospero/display_record.php?ID=CRD42024553349 (Accessed June 24, 2024).

	Veritas Heatlh Innovation LTD. Covidence (2024). Available online at: https://www.covidence.org/ (Accessed June 24, 2024).

	Page, MJ, McKenzie, JE, Bossuyt, PM, Boutron, I, Hoffmann, TC, Mulrow, CD, et al. The PRISMA 2020 Statement: An Updated Guideline for Reporting Systematic Reviews. BMJ (2021) n71. doi:10.1136/bmj.n71

	Gomes, B, and Higginson, IJ. Factors Influencing Death at Home in Terminally Ill Patients with Cancer: Systematic Review. BMJ (2006) 332(7540):515–21. doi:10.1136/bmj.38740.614954.55

	Ebell, MH, Siwek, J, Weiss, BD, Woolf, SH, Susman, J, Ewigman, B, et al. Strength of Recommendation Taxonomy (SORT): A Patient-Centered Approach to Grading Evidence in the Medical Literature. The J Am Board Fam Med (2004) 17(1):59–67. doi:10.3122/jabfm.17.1.59

	Ferreira, PH, Ferreira, ML, Maher, CG, Refshauge, K, Herbert, RD, and Latimer, J. Effect of Applying Different “Levels of Evidence” Criteria on Conclusions of Cochrane Reviews of Interventions for Low Back Pain. J Clin Epidemiol (2002) 55(11):1126–9. doi:10.1016/s0895-4356(02)00498-5

	JP Higgins, J Thomas, JE Chandler, M Cumpston, T LI, and MJ Page, editors. Cochrane Handbook for Systematic Reviews of Interventions. Version 6.5 (2024). Available online at: https://training.cochrane.org/handbook/current (Accessed March 6, 2024).

	Page, MJ, Moher, D, Bossuyt, PM, Boutron, I, Hoffmann, TC, Mulrow, CD, et al. PRISMA 2020 Explanation and Elaboration: Updated Guidance and Exemplars for Reporting Systematic Reviews. BMJ (2021) 372:n160. doi:10.1136/bmj.n160

	Seitz, K, Cohen, J, Deliens, L, Cartin, A, Castañeda De La Lanza, C, Cardozo, EA, et al. Place of Death and Associated Factors in 12 Latin American Countries: A Total Population Study Using Death Certificate Data. J Glob Health (2022) 12:04031. doi:10.7189/jogh.12.04031

	Cárdenas-Turanzas, M, Torres-Vigil, I, Tovalín-Ahumada, H, and Nates, JL. Hospital Versus Home Death: Results from the Mexican Health and Aging Study. J Pain Symptom Manage (2011) 41(5):880–92. doi:10.1016/j.jpainsymman.2010.07.007

	Reyniers, T, Deliens, L, Pasman, HR, Morin, L, Addington-Hall, J, Frova, L, et al. International Variation in Place of Death of Older People Who Died from Dementia in 14 European and Non-European Countries. J Am Med Directors Assoc (2015) 16(2):165–71. doi:10.1016/j.jamda.2014.11.003

	Moens, K, Houttekier, D, Van Den Block, L, Harding, R, Morin, L, Marchetti, S, et al. Place of Death of People Living with Parkinson’s Disease: A Population-Level Study in 11 Countries. BMC Palliat Care (2015) 14(1):28. doi:10.1186/s12904-015-0021-3

	Cohen, J, Pivodic, L, Miccinesi, G, Onwuteaka-Philipsen, BD, Naylor, WA, Wilson, DM, et al. International Study of the Place of Death of People with Cancer: A Population-Level Comparison of 14 Countries Across 4 Continents Using Death Certificate Data. Br J Cancer (2015) 113(9):1397–404. doi:10.1038/bjc.2015.312

	Cohen, J, Beernaert, K, Van Den Block, L, Morin, L, Hunt, K, Miccinesi, G, et al. Differences in Place of Death Between Lung Cancer and COPD Patients: A 14-Country Study Using Death Certificate Data. Npj Prim Care Resp Med (2017) 27(1):14. doi:10.1038/s41533-017-0017-y

	Pivodic, L, Pardon, K, Morin, L, Addington-Hall, J, Miccinesi, G, Cardenas-Turanzas, M, et al. Place of Death in the Population Dying from Diseases Indicative of Palliative Care Need: A Cross-National Population-Level Study in 14 Countries. J Epidemiol Community Health (2016) 70(1):17–24. doi:10.1136/jech-2014-205365

	Håkanson, C, Öhlén, J, Kreicbergs, U, Cardenas-Turanzas, M, Wilson, DM, Loucka, M, et al. Place of Death of Children with Complex Chronic Conditions: Cross-National Study of 11 Countries. Eur J Pediatr (2017) 176(3):327–35. doi:10.1007/s00431-016-2837-0

	Harding, R, Marchetti, S, Onwuteaka-Philipsen, BD, Wilson, DM, Ruiz-Ramos, M, Cardenas-Turanzas, M, et al. Place of Death for People with HIV: A Population-Level Comparison of Eleven Countries Across Three Continents Using Death Certificate Data. BMC Infect Dis (2018) 18(1):55. doi:10.1186/s12879-018-2951-x

	Cárdenas-Turanzas, M, Tovalín-Ahumada, H, Carrillo, MT, Paéz-Aguirre, S, and Elting, L. The Place of Death of Children with Cancer in the Metropolitan Areas of Mexico. J Palliat Med (2008) 11(7):973–9. doi:10.1089/jpm.2008.0042

	Castillo-Guzmán, S, Palacios-Ríos, D, Nava-Obregón, TA, Torres-Pérez, JF, and González-Santiago, O. Home Versus Hospital Mortality from Cancer in México (1999-2009). Am J Hosp Palliat Care (2013) 30(3):249–52. doi:10.1177/1049909112448228

	Marcucci, FCI, and Cabrera, MAS. Death in Hospital and at Home: Population and Health Policy Influences in Londrina, State of Paraná, Brazil (1996-2010). Ciênc Saúde Coletiva (2015) 20(3):833–40. doi:10.1590/1413-81232015203.04302014

	Marcucci, F, Cabrera, M, Rosenberg, JP, and Yates, P. Tendências Nos Locais De Óbito No Brasil E Análise Dos Fatores Associados Em Idosos De 2002 a 2013. Geriatr Gerontol Aging (2017) 11(1):10–7. doi:10.5327/z2447-211520171600068

	Lopes, DSJ, Gomes, SA, Costa De Oliveira, L, Zanetti De Albuquerque, L, Moura, LM, Santos Thuler, LC, et al. Exploring Factors and Trends in Place of Death by Cancer: A Population-Based Study in Brazil, 34. The Lancet Regional Health - Americas (2024).100764. doi:10.1016/j.lana.2024.100764

	Furukawa, TS, Mathias, TADF, and Marcon, SS. Mortalidade Por Doenças Cerebrovasculares Por Residência E Local De Ocorrência Do Óbito: Paraná, Brasil, 2007. Cad Saúde Pública (2011) 27(2):327–34. doi:10.1590/s0102-311x2011000200014

	Leite, AKF, and Ribeiro, KB. Idosos Com Câncer No Município De São Paulo: Quais Fatores Determinam O Local Do Óbito?Rev Saúde Pública (2018) 52:66. doi:10.11606/S1518-8787.2018052016410

	Durán, D, Calderon Anyosa, R, Nicolau, B, and Kaufman, JS. Uncovering the Impact of COVID-19 on the Place of Death of Cancer Patients in South America. Cad Saúde Pública (2023) 39(11):e00057423. doi:10.1590/0102-311XEN057423

	Leiva, H, and León, F. Cobertura De La Atención De La Enfermedad Que Causa La Muerte Y Lugar De Ocurrencia Del Deceso, En Chile Y La Sexta Región, 1990-2003. Rev Méd Chile (2007) 135(8). doi:10.4067/S0034-98872007000800010

	Browne, J, Castro, I, and Pavlovic, A. Lugar De Muerte En Chile: Un Estudio Descriptivo De Serie Temporal Entre 1990-2014. Rev Méd Chile (2019) 147(6):727–32. doi:10.4067/S0034-98872019000600727

	Paredes, MC, Faustino, A, and Nazzal, NC. Tendencia De Las Defunciones Ocurridas En Mayores De 1 Año Según Lugar De Ocurrencia Y Su Relación Con Características Sociodemográficas, Chile 1997-2014. Rev Méd Chile (2019) 147(3):322–9. doi:10.4067/s0034-98872019000300322

	Muñoz, N. COVID-19 in Latin America: A First Glance to the Mortality. Colomb Med (2020) 51(2):e4366. doi:10.25100/cm.v51i2.4366

	Gilardino, RE, Valanzasca, P, and Rifkin, SB. Has Latin America Achieved Universal Health Coverage Yet? Lessons from Four Countries. Arch Public Health (2022) 80(1):38. doi:10.1186/s13690-022-00793-7

	Eberhardt, MS, and Pamuk, ER. The Importance of Place of Residence: Examining Health in Rural and Nonrural Areas. Am J Public Health (2004) 94(10):1682–6. doi:10.2105/ajph.94.10.1682

	Glyn-Blanco, MB, Lucchetti, G, and Badanta, B. How Do Cultural Factors Influence the Provision of End-of-Life Care? A Narrative Review. Appl Nurs Res (2023) 73:151720. doi:10.1016/j.apnr.2023.151720

	Costa, V, Earle, CC, Esplen, MJ, Fowler, R, Goldman, R, Grossman, D, et al. The Determinants of Home and Nursing Home Death: A Systematic Review and Meta-Analysis. BMC Palliat Care (2016) 15(1):8. doi:10.1186/s12904-016-0077-8

	Gomes, B, Pinheiro, MJ, Lopes, S, De Brito, M, Sarmento, VP, Lopes Ferreira, P, et al. Risk Factors for Hospital Death in Conditions Needing Palliative Care: Nationwide Population-Based Death Certificate Study. Palliat Med (2018) 32(4):891–901. doi:10.1177/0269216317743961

	Heath, JA, Clarke, NE, Donath, SM, McCarthy, M, Anderson, VA, and Wolfe, J. Symptoms and Suffering at the End of Life in Children with Cancer: An Australian Perspective. Med J Aust (2010) 192(2):71–5. doi:10.5694/j.1326-5377.2010.tb03420.x

	Grüneberg, ES, Ramos-Guerrero, J, and Pastrana, T. Challenges in the Provision of Pediatric Palliative Care in Mexico: A Cross-Sectional Web-Based Survey. J Palliat Care (2024) 39(1):58–67. doi:10.1177/08258597211062767

	Weaver, MS, and Lindley, LC. Choiceless Options: When Hospital-Based Services Represent the Only Palliative Care Offering. Pediatr Res (2022) 91(4):1001–3. doi:10.1038/s41390-021-01909-5

	McNeil, MJ, Ehrlich, B, Wang, H, Bustamante, M, Dussel, V, Friedrich, P, et al. Ideal vs Actual Timing of Palliative Care Integration for Children with Cancer in Latin America. JAMA Netw Open (2023) 6(1):e2251496. doi:10.1001/jamanetworkopen.2022.51496

	Johnson, NJ, Backlund, E, Sorlie, PD, and Loveless, CA. Marital Status and Mortality: The National Longitudinal Mortality Study. Never Married (2000) 10(4):224–38. doi:10.1016/s1047-2797(99)00052-6

	Bjørnelv, GMW, Edwin, B, Fretland, ÅA, Deb, P, and Aas, E. Till Death Do Us Part: The Effect of Marital Status on Health Care Utilization and Costs at End-of-Life. A Register Study on all Colorectal Cancer Decedents in Norway Between 2009 and 2013. BMC Health Serv Res (2020) 20(1):115. doi:10.1186/s12913-019-4794-6

	Arriagada, I. Familias Latinoamericanas: Diagnóstico Y Políticas Públicas En Los Inicios Del Nuevo Siglo. Comisión Económica para América Latina y el Caribe [CEPAL]: División de Desarrollo Social (2001). (Serie Políticas Sociales).

	De Vos, S. Living arrangements of older people in six Latin American Countries. CDE Working Paper 87-40 . (1987). Available online at: https://cde.wisc.edu/wp-content/uploads/sites/839/2019/07/cde-working-paper-1987-40.pdf (Accessed March, 22, 2025).

	García, B, and Rojas, O. Recent Transformations in Latin American Families: A Sociodemographic Perspective. In: Brazil: CEPAL Review (2001). Available online at: https://iussp.org/sites/default/files/Brazil2001/s40/S45_01_GarciaRojas.pdf (Accessed February 05, 2025).

	Cotlear, D, Gómez-Dantés, O, Knaul, F, Atun, R, Barreto, ICHC, Cetrángolo, O, et al. Overcoming Social Segregation in Health Care in Latin America. The Lancet (2015) 385(9974):1248–59. doi:10.1016/S0140-6736(14)61647-0

	Chen, X, Orom, H, Hay, JL, Waters, EA, Schofield, E, Li, Y, et al. Differences in Rural and Urban Health Information Access and Use. The J Rural Health (2019) 35(3):405–17. doi:10.1111/jrh.12335

	Espinola, N, Pichon-Riviere, A, Casarini, A, Alcaraz, A, Bardach, A, Williams, C, et al. Making Visible the Cost of Informal Caregivers’ Time in Latin America: A Case Study for Major Cardiovascular, Cancer and Respiratory Diseases in Eight Countries. BMC Public Health (2023) 23(1):28. doi:10.1186/s12889-022-14835-w

	Costa, LFL, De Mesquita Silva Montenegro, M, Rabello Neto, DDL, De Oliveira, ATR, Trindade, JEDO, Adair, T, et al. Estimating Completeness of National and Subnational Death Reporting in Brazil: Application of Record Linkage Methods. Popul Health Metrics (2020) 18(1):22. doi:10.1186/s12963-020-00223-2

	Adair, T, Rajasekhar, M, Bo, KS, Hart, J, Kwa, V, Mukut, MAA, et al. Where There Is No Hospital: Improving the Notification of Community Deaths. BMC Med (2020) 18(1):65. doi:10.1186/s12916-020-01524-x

	Hernandez, B, Rodriguez Angulo, E, Johnson, LM, Palmisano, EB, Ojeda, R, Ojeda, R, et al. Assessment of the Quality of the Vital Registration System for Under-5 Mortality in Yucatan, Mexico. Popul Health Metrics (2022) 20(1):7. doi:10.1186/s12963-022-00284-5


Copyright © 2026 Cordoba-Nuñez, Unda-López, Hidalgo-Andrade, Rodrigues, Marcucci and Pastrana. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms. PHR is edited by the Swiss School of Public Health (SSPH+) in a partnership with the Association of Schools of Public Health of the European Region (ASPHER)+
OPS/xhtml/nav.xhtml
Table of Contents

		Cover

		Place of Death of People With Chronic Conditions in Latin America: A Systematic Review		Objective

		Methods

		Results

		Conclusion

		Systematic Review Registration

		INTRODUCTION

		METHODS		Search Strategy and Selection Criteria

		Selection Process

		Data Extraction

		Quality Assessment and Grading of Evidence

		Data Analysis





		RESULTS		Overview of the Studies

		Place of Death

		Associated Factors

		Age

		Marital Status

		Education

		Place of Residence

		Cause of Death





		DISCUSSION		Summary of Main Findings

		Factors Influencing Place of Death

		Policy Implications and Future Research Priorities

		Limitations





		CONCLUSION

		DATA AVAILABILITY STATEMENT

		AUTHOR CONTRIBUTIONS

		FUNDING

		AUTHOR DISCLAIMER

		CONFLICT OF INTEREST

		GENERATIVE AI STATEMENT

		ACKNOWLEDGEMENTS

		SUPPLEMENTARY MATERIAL

		REFERENCES









OPS/images/cover.jpg





OPS/images/phrs-47-1609006-g001.jpg
Records removed before the
screening:
Duplicate records removed
(n=11)

Records identified from:
Citation searching (n = 3)

Records identified from:
Databases (n = 437)

=
2
=
]
2
=
s
=
]
=

Reports excluded:
Did not focus on PoD or
related factors
(n = 400)

Records screened

(n =426)

Reports sought for retrieval Reports not retrieved Reports sought for retrieval

(n =26) (n=0) (n=2)

Reports assessed for eligibility Reports assessed for eligibility

(n=26) > Reports excluded: n=2) Reports excluded:
Did not included data on PoD Did not

(n=5) Included data
Did not included Latin onPoD (n=1)
American population (n = 2)

Reports not
retrieved
(n=0)

Screening

Studies included in review
(n=21)









OPS/images/crossmark.jpg
©

|





OPS/images/logo.jpg





