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CONTRAST!




Feru:-snmge of countries with palliative care reported as being "generally available” in a primary health-care setting or
community- or home-based care, by WHO region and World Bank income group
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Result of poverty, not able to get
treatment which was expensive

Prevent at all costs
More money can help

Reinforced in many domains







Death is in retreat

Life expectancy of women in country of
highest life expectancy.

There is no fixed maximum
human lifespan!
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Heart disease: 1:2 men; 1:3 women (age 40+)
Alzheimer's: 1:2.5-1:5 by age 85

Diabetes: 1:5

Parkinson’s 1:40



Meaning of life

» “The meaning of life Is that it
stops.” -- Franz Kafka



» Heart attack =2 Heart failure.
» Stroke 2 Vascular dementia.

» Diabetic death - Diabetic
Ife.

» HIV death = HIV life.




How do people die?



Sudden death,
unexpected cause

» < 10%, MI, accident, etc

Death

" Health Status



Steady decline, short
’rermino\ phase

Decline

Health Status

- Time



Slow decline, periodic
crises, sudden deatr

Decline

Health Status

Crises
Death

Time



Big hospitals
and facilities
can save
the person

Palliative care
means No active
freatment- not
comfortable with
that approach



Am | causing problems
to my familye

Do | get bettere

Will they pay money for
my caree¢

| am scared

If | am not in hospital
what will happene






Too many priorities, not heard
from senior clinicians as a need!



Elements of
palliafive
care seen
by groups...




WHO Definition of
Palliative Care

>

Palliative care Is an approach

that improves the quality of life of

oatients and their families facing

the problem associated with life-

threatening iliness, through the

prevention and relief of suffering
by means of early identification
and impeccable assessment and
treatment of pain and other
problems, physical, psychosocial
and spiritual.
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Problems of patients with
advanced diseases

» Physical problems —
Pain, Dyspnoea etc

» Social problems —
Financial problems,
social isolation etc

» Emotional problems
— Sadness, anger,
worries, anxieties
efc

» Spiritual problems —
Religious or
otherwise
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Distribution of adulis in need of
Palliative Care

Nephritis and nephrosis 2.08%- fAlzheimer and other dementias 1.49%
Cirrhosis of the liver 2.29%- Hepatitis B 0.31%
Tuberculosis 3.44%- Parkinson disease 0.30%
Diabetes mellitus 3.45% Hepatitis C 0.17%
HIV/AIDS 3.72%

Rheumatoid arthritis 0.10%
Chronic obstructive
pulmonary disease 9.05%

Multiple sclerosis 0.05%

Malignant neoplasms 25.93%J

Cardiovascular diseases 47.62%



Children iIn need of Palliative
care

Neuropsychiatric conditions 1.92%- Respiratory diseases 1.31%
Cardiovascular disease 2.18% ndocrine disorders 0.94%
r\JEephritis and nephrosis 0.57%

e [Cirrh::rsis of the liver 0.52%
Meningitis 5.58%

HIV/AIDS 6.35%

Malignant neoplasms S.DE“,-*T

Congenital anomalies 9.84% Perinatal conditions 67.72%




Simplistic view
of the sifuation




No support
systems
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Mindset-
nothing but
curative
freatment
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Diabetes
plan

I

cervical
cancer

Physical
activity plan |




Tools- which one to use for what and when¢
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with some
facts

Keep it
short and
sweet

Assess the
situation
and adapt

s

Think
Context through
specific the mind
response of the
employer




Get your hands dirty with the ground reality
Get firsthand experience of many areas

ASSUME can intern make an ASS of U and ME
Talk from experience

Don't get carried away by documents and jargon
Decode the jargon

Be the subject matter expert in some areas

Stay up to date

Publish regularly

Teach or provide seminars

Make new slides for every session

Remember three Ts
Things Take Time




A roadmap
for
sustainable
palliafive
care




https://www.thelancet.com/journals/lancet/article/P11IS0140-6736(21)02347-3/fulltext#%20
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Ischaemic heart disease - 1
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Chronic respiratory diseases -
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Haemorrhagic stroke -

Yearly percentage
change in cause-specific
probability of dying

Ischaemic stroke = 10 . Less than -4%

4% t0 -2%
Lung cancer - 8 -
=27 10

Breast cancer- 9 10 14
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All other cardiovascular diseases -

Upper aerodigestive tract cancers =
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0% to 1%
Stomach cancer- 10 9 4 . Over 1%

Colon and rectum cancers - - 12 -

Cervix uteri cancer= 12 11 9 13
Liver cancer- 13 1

All other cancers -
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Planning and implementing
palliative care services:
a guide for programme managers

Integrating palliative care and
symptom relief into primary
health care

AWHO guide for planners, implementers

and managers

AWHO guide for health care planners,
implementers and managers

Integrating palliative care and
symptom relief into the
response to humanitarian
emergencies and crises

AWHO quide




WHO GUIDELINES FOR THE MANAGEMENT OF CANCER PAIN

The main components of the WHO Guidelines are:

MAMAGEMENT OF PAIN RELATED 1O
ADIUVANT MEDICINES BONE METASTASES

for cancer pan (Steroids)
(Baphotphonates and radotherapy)
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Palliative Care In the
Communit

Specialist care

Primary Health Care

Care in the community by
volunteers

The proposed model for Long Term Care (LTC) and Palliative Care (PC)
Adapted with permission from S$tjernsward 2003 (Indian Journal of
Palliative Care 11 (2)
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th the patient

front of his house

Team w
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Social Worker with the
core’roker(mo’rher of the










Palliative Care

21/04/2004

AR

» Aims at improving the
quality of life of the
iIncurably ill, bedridden
and dying patients

»|s fotal care of the
patient and support
for the family by a
team of health care
professionals and non
professionals



Only 10 to 15 % of people die suddenly.
The rest, have a slow and gradual end of life.

Most people suffer enormously in the last phase
of life.



It’'s Aboutf How You
LIVE!

earn about your options, choices and
decisions

mplement your advance directive plans

oice your decisions about hospice and
palliative care

ngage others to learn more about
hospice and palliative care



3Our last days in this world
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» IT is not going to

be easyl!

Most people will suffer
from physical pain

There will be limitations in
mobility

Likely to have various
other disabilities

Social isolation
Emotional problems
Financial problems
Bed sores



t the end of life

iNng @
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»Is universallll

religious,

’

»Has no social

geographical boundaries

»Life threatening incurable
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End of Life Care

»The only
guarantee
for comfort
In suffering
at the end
of life Is
meaningful
relationships
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IT ALWAYS SEEMS

L 'IMPOSSIBLE
UNTIL IT'S DONE.
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