EDITORIAL VIEW

Initiating palliative care in developing countries

Morte than one billion people (85% of world papulation)
live in the ..'ll:'m:-,'|-:1|:'9-ir||!_rl countmies wirth 20%% g'lrl-bnl ATEISS
resources only, Hence, most of the developing countries
remiin prossly inadequate intheir healtheare systems, Ever
singe the independence of our country, we are struggling
to develop a healtheare system. During the lasr mwo
:Lt:r.'u:'::i,_ a 1“.4.]1i.1:| [rroaEress has been aitnessed in chis FI|:||:l,
bur it largely remained confined o private sector health
institations, with limited progress made by public sector.
Yer palliatve care (PC) remained a highly neglected area
and even big academic institunions, private or government,
have no PC scrvices or programs '

Supportive care helps the patients and their families o
cope with their condition and s reatment — from pre-
diagnosis, through the process of diagnosis and reatment,
B Cure, ﬁ::nfinuing itll‘ll:!'i!'i rrr-dn:nﬂ'l .'lm:| i1'|n::| bl:n:urr.‘m::nf.
It helps the patient to maximise the benefits of mearment
and o live with the after-cifeces of the disease. It is given
equal privooty alongside diagnosis and treatment, PC s part
of supportve care. It embraces many elements of
supportive care. It has been defined by NICE ag: "Palliative
care is the active holiste care of patients wich advanced
progressive illness. Management of pain and ather
symptoms and  provizion of peychologieal, soeal and
spiritual support 1s paramount, The goal of palliaove care
is achievement of the bese quality of life for paticots and
their familics',

Many aspecrts of PC are also applicable earlierin the course
of the illness in conjunction with other reatments, C s
an emerging medical specialty which enhances the pacent's
overall gquality of life by providing a wide range of scrvices,
In current makdern pracrice the concept of PO has been
changed. It does not mean the end-of-life care for a dving
paticnt only, but rather it is an approach that improves
cuuality of Tife for patients suffenng from incurable chronic
and life threarening illness and o provide support for
patent's families .

In many developed countries, due tooan ever-inereasing
ratin of ageing populatgon, more people are now suffering
from serious chronic diseases wavards the end of life eg
chromic renal and liver digseases and cardize failure et The
World Health Organization (WHO)  has  recently
highlighted the importance of PC in the develaping world
as many of them have lmited or no PC settings, Thie level
of funding required to provide I are usually far bevond
the available imited resources of these countries.

Chver the last tan decade these PC seitings have steadily
increased not in the developed world bur also in many

fesolfce-pond colnties cp Mongalia, Polamd, Boimania,
Serbia, India, Bangladesh, Sourth Africa and Ugandn. As
the prevalence of chronic diseases and the cancer nses at
an alarmning rate worldwide, these PO programs play an
extremely important mle in redwcing the overall disease
burden in the sociery. Recently, in Bangladesh the first PC
SCtup was ingrodueed with the hugr_‘ financial support h}
the government. This semup is currently lead by
ancsthesiologiss, who are supposedly expert in the
EJTI'IP["TI'IHTiE m.‘-mngem-l:nt.

The PC team is usually a multidisciphnary one and includes
doctoes of different disciplines, nueses, pharimacises, social
workers, psychiatosts or psychologists, ethicists and
religious scholars, who help panents in addressing several
ko] Tinge issues, The l.IJI:.II"I'IH.tI.'_h"I::Ii:I] of P s o ]1|.'||'.| the
recipients lead a comfortable life, which can wsually be
achieved by controlling or managing symptoms such as
pain, shortmess of breath, navses, vomiting, facgoe,
anxicty and somnolence by a mulodisciphnary team.
Taking eare of chronically il and dying patients can ciuse
several problems among  family  members, mental
exhavsnon, anxiery and depression being the most
common ones . In addigon families are often not very
well e as horar to provide physical care and o cope with
the imminent loss of their near & dear ones, Many
carcgivers  may  develop some  phwsical  illncsses in
themselves e.g low back or neck pain, that may affect their
ability tor care for the patient

The Matonal Consensus Project for Qualiny Palliarive
Core [Nl.-T"] s 1'L"d.'|";'l‘|1'|}' |:||:'.'-|:|-|||1L"-:1 amnil puhl:ikhu:l the
Clinical Practice Guidelines for Quality Palliative Care’.
This NCP report defines terms and identifies essenmal
clements of PO o promdaote qualisy, foster consistency of
practice and comtinuity of care scross settings, expand
access, and encourage performance measurement and
quality improvement, The principles slentified in this
regard are as folloars;

* The unit of cane c:Jr‘l’lpri.‘iL‘ﬁ ) |'r.t|:i-|'.':'|.-t with his or her
farmly.

For clinical purposes, family can be considered o
include the people who most matter to the patient and

those forwhom the patent matters,

¢ Symproms muost be routinely assessed  and
effectively managed. Symptoms management is a
central goal and fundamental principle. Suffering
frivm p::in and ather I'hh:,'!jiq‘..‘ll. SV E &
assaciated with advanced disease 15 not inevieable, Iris
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cofe practice in PO programs o asscss cach
symptom and manage sceordingly

¢ Deasions regarding medical treatments must be made
in an ethical manmer., Deciziong
regarding medical reatments should be made in
ethical manner with all honesty and considering the
patient’s rights, Always ask the patientsabout their
wishes after letting them know the overall

pmgm:naisL

s PCis provided through a multidisciplinary team. PC
programs should be amulidisciplinaryream o f
professionals and trained volunteers. Each member
brings particular experience including knowledge and
skills vo this area.

s  PC coordinates and provides for continuity of care.
Coordinaion of care is a crdcal funcion of
'F"l:sqzl;ﬁng._ Knnwing rheee n:mplexit:,' il l;lin.!_.mr:-!sl;ii;
workups and treatments o this populaton of
patient this coordination is muost w provide
continuity of care,

*  Dwingisanormal partof life, and qualitvof  life is
o central clinical poal, Death of  indieiduals s
undersisodin PCas normal and indirecely
achoowledges that death comes at the end of every
life,

o PCanends 1o spiritual aspects of paticnt and family
distress and well-being, The dving pasents may have
questions and concerns about the meaning of life
which are not answered always through religious
belicve, It is a common observaton that spiritual
issues are central to the quality of parients' lives near
thie dearh.

s PO perther hastens death nor prolongs dyving, [t means
B0 allow a patent o die of nateral coorse while
providing whatever PC is necessary for comfort and
mod 1o have intention of ending life.

* PO extends bereavement support too patients'
familics. This principle recognizes that the experience
b dllmess does not end with the death of the patent
and so PC also supports patent's relatives or close
fricnds who are gricving.

™ s I;I:]I‘I:\:il.‘ll:l'l:tl i m:iﬂr iﬁ.‘il.l.-: for |'m'|1]i|:,: |'|t:.:|.'|l.'|': all CWET th-:

world [ The imporrance of this emerging area will further

expand with increasing number of ageing population and

highly prevalent incurable chronie and cancer diseases™.

In developing countries, unformnately lack of awareness
or recegrition of TR is the most important factor in
addinen o imited financial resources

We need oo raise public awareness and influence the policy
m:ill-u,:r:i of instiruﬁrms an.-ﬂ rI-u.-; g_:n'l.'t;rnmq:.nl; frar r|'|r:.i1' T
proactve role in building basic infrastrucrure under this
umibrella. Diespite fimancial constraings, many national,
internatiomal and non  government  organizatons  are
willing to provide funding for PC in the developing
countries with potential capacity. We need o move
foraard to idenafy our needs and approach naticnal as well
as international funding agencies 1o develop this service in
developing countries. Larger healthcare institutions must
take the initiative now and take appropriate steps to start
PL programs within the sphere of  their healtheare
activitics. We must realize that the need of PC will grow
exponentally with the current mend of smaller families,
menning therehy that less and less caregivers will he
available o chronically or terminally sick or aged
[ropulaticd.
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