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Wednesday, 28 February 2018 
 

09.00 - Opening address and introduction 

 Archbishop Vincenzo PAGLIA 

 President of the Pontifical Academy for Life. Vatican City 

 

FIRST SESSION: The value of palliative care 

 

Chairs: Carlos CENTENO 

 University of Navarra, Pamplona, Spain. 

 Liliana DE LIMA 

 International Association for Hospice & Palliative Care. 

 Houston, Texas, USA 

09.20 - Palliative care improves symptoms  

 Eduardo BRUERA 

 University of Texas MD Anderson Cancer Center, Houston, Texas, USA 

09.50 - Palliative care improves society 

 David CLARK 

 University of Glasgow, Glasgow, UK 

10.20 - Palliative care improves health 

 Marie-Charlotte BOUESSEAU 

 Service Delivery and Safety, World Health Organization, Genève, Switzerland 

10.50 - Coffee Break 

11.20 ς Palliative care improves medicine 

 Kathleen FOLEY 

 Memorial Sloan-Kettering Cancer Center, New York, USA 

11.50 - Palliative care requires communication 

 Christoph FUHR 

 Department of Health Policy, Springer Medizin, Aerzte, Zeitung, Germany 

12.10 - Discussion  

12.45 - Conclusion  

 

SECOND SESSION: Palliative care everywhere  

 

Chairs: M.R. RAJAGOPAL 

 Pallium India, Thiruvananthapuram, India 

Daniela MOSOIU 

IƻǎǇƛŎŜ ά/ŀǎŀ {ǇŜǊŀƴǘŜƛέΣ .ǳŎŀǊŜǎǘΣ wƻƳŀƴƛŀ 

14.00 - The way to integration: palliative care in Europe 

 Philip LARKIN 
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 University College Dublin, Dublin, Ireland 

14.20 - Research and evidence to improve medicine: palliative care in North America 

 Egidio DEL FABBRO 

 Virginia Commonwealth University, Richmond, Virginia, USA 

14.40 - Poverty, development, and human rights: palliative care in South America 

 Tania PASTRANA 

 Latin American palliative Care Association, San Nicolás, Argentina 

15.00 - Spirituality and professional awareness: palliative care in Asia 

 Jinsun YONG 

 Catholic University of Korea, Seoul, South Korea 

15.20 - Excellence and originality from necessity: palliative care in Africa 

 Emmanuel LUYIRIKA 

 African Palliative Care Association, Kampala, Uganda 

15.40 - Coffee Break 

16.10 - Cultural factors enriching palliative care: palliative care in Arabic Countries 

 Azza HASSAN 

 National Center for Cancer Care and Research, Doha, Qatar 

16.30 - The involvement of the community: palliative care in India 

 Joby KAVUNGAL 

 Catholic Health Association of India, Cochin, Kerala, India 

16.50 - The work of international institutions advocating for palliative care as a human right 

 Katherine PETTUS 

 International Association for Hospice & Palliative Care, Houston, Texas, USA 

18.10 - Discussion 

18.30 - Conclusion  

 

Thursday, March 1, 2018 
THIRD SESSION: Palliative Care by Everyone 

 

Chairs: Ferdinando CANCELLI 

 Fondazione F.A.R.O. Onlus, Torino, Italy 

 Daniela MOSOIU 

 IƻǇǎƛŎŜ ά/ŀǎŀ {ǇŜǊŀƴǘŜƛέΣ .ǳŎŀǊŜǎǘΣ wƻƳŀƴƛŀ 

09.00 - The graceful gift of mercy: Christian perspective  

 Monika DÜLLMANN 

 Saint Louis Hospital, Jerusalem, Israel 

09.20 - Sanctity of Life: Islam perspective 

 Dariusch ATIGHETCHI 

 University of Lugano, Lugano, Switzerland 

09.40 - Embracing life, facing death: Hindu perspective 
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 Vidya VISWANATH 

 Pallium India, Andhra Pradesh, India 

10.00 - A good life, a good death: Hebrew perspective 

 Barry M. KINZBRUNNER 

 Vitas Healthcare Corporation, Miami, Florida, USA 

10.20 - Coffee Break 

10.50 - The cherry or the yeast? Contributions of the chaplain in spiritual care 

 Anne F. VANDENHOECK 

 Catholic University of Leuven, Leuven, Belgium 

11.20 - Integrating spiritual care into palliative care 

 Christina PUCHALSKI 

 The George Washington University, Washington D.C., USA 

11:50 - The vision behind the Religions of the World Charters for Palliative Care for Children 

and for Older People of the Maruzza Foundation.  

Franca BENINI  

Paediatric Palliative Care - tŀƛƴ {ŜǊǾƛŎŜΣ 5ŜǇŀǊǘƳŜƴǘ ƻŦ ²ƻƳŜƴΩǎ ŀƴŘ /ƘƛƭŘǊŜƴΩǎ IŜŀƭǘƘΣ 

University of Padua, Italy 

12.00 - Discussion 

13.00 - Conclusion  

 

FOURTH SESSION: Policy and Financial perspective 

 

Chairs: Eduardo BRUERA 

 University of Texas, MD Anderson Cancer Center, Houston, Texas, USA 

 Thomas SITTE 

 Deutsche PalliativStiftung, Fulda, Germany 

14.30 - Charles NORMAND 

 Trinity College, Dublin, Ireland 

14.50 - Fr. Thomas VAIKATHUPARAMBIL 

 Lisie Hospital, Kerala, India 

15.10 - Howard KOH 

 Harvard T.H. Chan School of Public Health, Boston, Massachusetts, USA 

15.30 - Frank NIGGEMEIER 

 Federal Ministry of Health, Germany 

15.50 ς Discussion 

 

FIFTH SESSION: PAL-LIFE activities and perspectives 

 

Chairs: Rev. Renzo PEGORARO 

 Pontifical Academy for Life, Vatican 
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 Nunziata COMORETTO 

 Pontifical Academy for Life, Vatican 

16.00 - White paper for global palliative care advocacy 

 Liliana DE LIMA & Carlos CENTENO 

16.15 ς Social capital and community participation in palliative care 

 M.R. RAJAGOPAL 

 Pallium India, Thiruvananthapuram, India 

16.30 ς Conclusion 
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Eduardo BRUERA 

University of Texas MD Anderson Cancer Center, Houston, 

Texas, USA 

 

PALLIATIVE CARE IMPROVES SYMPTOMS 

Patients with chronic progressive diseased develop a number of devastating physical, 

psychosocial and spiritual symptoms. Their primary caregivers and family members suffer 

severe emotional distress.  Hospitals, universities and health care systems are organized and 

funded around disease treatment they have not developed the structures and processes to care 

for the persons affected by those diseases. 

Palliative care teams have emerged as a response to the unmet need to patients and 

families. Interdisciplinary teams led by palliative care specialists have demonstrated efficacy in 

the inpatient, outpatient, and home care settings. 

Patients report improved control of physical symptoms, psychosocial and spiritual 

symptoms and quality of life after palliative care encounters. Institutions with palliative care 

services have better end of life care quality outcomes. These outcomes are better when 

patients are referred early as outpatients. Palliative care decreases the cost of care for 

inpatients and outpatients. Although the clinical and financial outcomes strongly support 

palliative care, there has been very limited adoption of these services by health care systems 

and universities. 

The adoption of palliative care by organized health care will require a major cultural change. 

Some of the cultural challenges and how to address them will be discussed in this presentation. 
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David CLARK 

Welcome Trust Investigator, School of Interdisciplinary 

Studies, University of Glasgow, Glasgow, UK 

 

 

PALLIATIVE CARE IMPROVES SOCIETY 

Can palliative care improve society? Cicely Saunders thought it could.  In 1961 she observed:  

Ψ! ǎƻŎƛŜǘȅ ǿƘƛŎƘ ǎƘǳƴǎ ǘƘŜ ŘȅƛƴƎ Ƴǳǎǘ ƘŀǾŜ ŀƴ ƛƴŎƻƳǇƭŜǘŜ ǇƘƛƭƻǎƻǇƘȅΩΦ    

For Saunders, palliative care spoke to things forgotten and neglected in medicine, matters 

diminished within modern culture and issues eroded within contemporary values. She believed 

palliative care could be a beneficial force not only for patients and families, but also for the 

wider good. Today palliative care is much expanded, but at times appears undecided about its 

core purpose. Not only are there debates about where it begins, ends and to whom it applies, 

but palliative care also seems torn between two broad orientations: that of a medical specialty 

on the one hand, and that of a social movemŜƴǘ ƻƴ ǘƘŜ ƻǘƘŜǊΦ  Lǘ ƛǎ ŎƻƴŦǊƻƴǘŜŘ ōȅ ŀ ΨȊŜǊƻ ǎǳƳΩ 

game. If palliative care gains ground as a specialty, it is eroded as a movement. If it seeks the 

expanded influence of a movement, it loses credibility as a specialty.  

What conditions are necessary for the relationship between palliative care and society to 

ōŜŎƻƳŜ ŀ Ψǿƛƴ ǿƛƴΩ ƎŀƳŜΚ  ¢ƻ ōƻǊǊƻǿ ǇƘƛƭƻǎƻǇƘŜǊ WƻƘƴ wŀǿƭǎΩǎ ŜǾƻŎŀǘƛǾŜ ǇƘǊŀǎŜΣ ǘƘŜ ŀƴǎǿŜǊ 

might lie in an overlapping consensusi that identifies the principles and concepts of palliative 

care that all stakeholders can share, when thinking through the complex challenges we now 

face. I take the view that palliative care can improve society, but not until it is clearer in its 

messaging and more confident of its efficacy.  
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Marie-Charlotte BOUËSSEAU 

 

Adviser, Service Delivery and Safety World Health 

Organization, Genève, Switzerland 

 

 

PALLIATIVE CARE IMPROVES HEALTH 

 

άtŀƭƭƛŀǘƛǾŜ ŎŀǊŜ ƛǎ ŀƴ ŀǇǇǊƻŀŎƘ ǘƘŀǘ ƛƳǇǊƻǾŜǎ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ ƭƛŦŜ ƻŦ ǇŀǘƛŜƴǘǎ ŀƴŘ ǘƘŜƛǊ ŦŀƳƛƭƛŜǎ 

facing the problem associated with life-threatening illness, through the prevention and relief of 

suffering by means of early identification and impeccable assessment and treatment of pain and 

ƻǘƘŜǊ ǇǊƻōƭŜƳǎΣ ǇƘȅǎƛŎŀƭΣ ǇǎȅŎƘƻǎƻŎƛŀƭ ŀƴŘ ǎǇƛǊƛǘǳŀƭΦέ 

 

There is an ethical duty of all health professionals to take care of the most vulnerable, a 

responsibility in alleviating suffering even when the curative treatments are not effective 

anymore. However in the definition of palliative care, it is clear that this responsibility starts 

very early in the evolution of the disease and is not limited to the end of life care. Palliative care 

aims to address the needs of all patients with life-threatening illnesses, it is a pillar of health 

care; in complement to curative interventions, palliative care improves physical health 

(symptom control), it also addresses psychological and spiritual needs. In that sense, palliative 

care is emblematic of integrated people centred care; illustrating the responsibility to take care 

of a person in an holistic manner and not only to treat diseases. People are not isolated and the 

support provided to families during the disease and for the bereavement is a key component. 

The specificities of palliative care are related to the complexity of the needs it aims to address; 

the provision of palliation to people suffering from life-threatening diseases represents a crucial 

cultural change for health services and health care workers, probably also for societies. Because 

it is not based on a disease approach, palliative care has to answer very different kinds of needs 

and expectations, sometimes contradictory, of children or adults, during months. The 

strengthening of palliative care programs is a challenge for health systems, around the globe 

and there is not a unique model to be promoted but good and bad experiences to learn from. 

Palliative care aims to improve health as defined by WHO i.e. the physical, mental and social 

well-being and not merely the absence of disease or infirmity. To do so health systems must 

work on different components. The resolution adopted in 2014 by the World Health Assembly 
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is the first global commitment calling for the strengthening of palliative care as a component of 

comprehensive care throughout the life course ( 

http://apps.who.int/gb/ebwha/pdf_files/WHA67/A67_R19-en.pdf ); it provided an important 

tool to the WHO 194 Member States in their work to consolidate palliative care programs under 

the umbrella of the Universal Health Coverage. 

Building strong palliative care programs is like building a house. The basement of the house, 

the first requirement, is a clear policy on access to medicines; regulations have to be in place to 

allow the availability, equitable access and appropriate use of controlled medicines. It is 

estimated that more than 80% of the people around the world do not have access to pain relief, 

while more than 40,000 people die every year from opioids overdoses in the US. This situation 

is not acceptable and requires urgent actions as indicated in the WHA resolution. The walls of 

ǘƘŜ άǇŀƭƭƛŀǘƛǾŜ ŎŀǊŜ ƘƻǳǎŜέ ŀǊŜ ƳŀŘŜ ǿƛǘƘ ƎƻƻŘ ŜŘǳŎŀǘƛƻƴŀƭ ǇǊƻƎǊŀƳǎ ŦƻǊ ƘŜŀƭǘƘ ŎŀǊŜ ǿƻǊƪŜǊǎ 

ŦƛƎƘǘƛƴƎ ŀƎŀƛƴǎǘ άƻǇƛƻǇƘƻōƛŀέ on one hand preventing over prescriptions of opioids in some 

countries. Beyond the capacity to prescribe medicines health professionals need to be trained 

in many other aspects: managing symptoms of the disease and complications of the 

treatments, addressing psychological and spiritual needs of the patient and his/her family, 

providing information and facilitating advance care planning with an active participation of the 

patient and his/her family, coordinating interventions at all levels of care and task shifting 

within care providers, including family members. The door ƻŦ ǘƘŜ άǇŀƭƭƛŀǘƛǾŜ ŎŀǊŜ ƘƻǳǎŜέΣ ǘƘŜ 

entry point, is mde of national policies ensuring that palliative care is not limited to some 

specific programs but delivered across disease and age groups. The house of palliative care also 

has many windows, multiple approaches to the complex needs and expectations of patients 

have to be addressed on the basis of a multidisciplinary  approach; chaplains working with 

nurses, family care givers interacting with pain specialists, physicians collaborating with 

psychologists, etc. Finally the roof of the palliative care house could be represented with the 

public debate which has to be fostered to take on board cultural, societal and ethical issues. 

The tension between universal principles such as the respect of human dignity, the imperative 

to optimize the risk/benefit ratio in all interventions, the requirement to provide equitable 

access to medicines and quality health services, might be in tension with particular values 

depending on the cultural setting and singular aspects of the decision to be taken. This tension 

has to be managed through prudent decision making processes from an early stage, until the 

ŜƴŘ ƻŦ ƭƛŦŜ ŀƴŘ ŜǾŜƴ ŀŦǘŜǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŘŜŀǘƘ όōŜǊŜŀǾŜƳŜƴǘ ύΦ IŜŀƭǘƘ ǘŜŀƳǎ Ƴǳǎǘ ōŜ ǇǊŜǇŀǊŜŘ 

to go through this processes ensuring the active involvement of patients and family caregivers. 

WHO has a role in supporting its Member States in the strengthening of all the components 

of palliative care programs. To do so, it provides guidance documents such as the guide for 

programme managers published in 2016 (see 

http://apps.who.int/iris/bitstream/10665/250584/1/9789241565417-eng.pdf?ua=1&ua=1) . In 

2018 three new publications will be available: the first one will describe palliative care at 

primary care level, the second one is dedicated to paediatric palliative care and the third one to 

palliative care in the context of humanitarian emergencies and crisis. During the year a pilot 

study will be conducted in Uganda, Zimbabwe and India to evaluate the potential use of mobile 

http://apps.who.int/gb/ebwha/pdf_files/WHA67/A67_R19-en.pdf
http://apps.who.int/iris/bitstream/10665/250584/1/9789241565417-eng.pdf?ua=1&ua=1
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application to facilitate the communication between family care givers and palliative care 

teams. WHO is also developing tools to facilitate the exchange of experience between countries 

and experts and the dissemination of information. The Organization is also working with 

experts on the development of indicators for the monitoring of the quality of palliative care 

programs. 

Palliation is a key component of health systems and access to palliative care is a 

fundamental right; it is thus a shared responsibility for health providers, at all levels of care, to 

ensure that good palliative care is available everywhere for everyone. 
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Kathleen M. FOLEY  

 

Emeritus Professor of Neurology, Weill Cornell Medical 

College and Emeritus Member, Memorial Sloan-Kettering 

Cancer Center, New York, USA 

 

 

PALLIATIVE CARE IMPROVES MEDICINE 

  

There is increasing evidence from a clinical, ethical and moral perspective to support   a 
positive response to the question ά5ƻŜǎ  ǇŀƭƭƛŀǘƛǾŜ ŎŀǊŜ ƛƳǇǊƻǾŜ ƳŜŘƛŎƛƴŜΚέ CƻǊ ǇǳǊǇƻǎŜǎ ƻŦ 
this discussion the term   medicine includes the principles and practice of medical care and 
those who provide such care. Palliative care which embraces a bio-psycho-social-spiritual 
approach ƛǎ ŘŜŦƛƴŜŘ ōȅ ǘƘŜ ²ƻǊƭŘ IŜŀƭǘƘ hǊƎŀƴƛȊŀǘƛƻƴ ŀǎ άŀƴ ŀǇǇǊƻŀŎƘ ǘƘŀǘ ƛƳǇǊƻǾŜǎ ǘƘŜ 
quality of life of patients and families facing those problems associated with life-threatening 
illness through the prevention and relief of suffering by means of early identification and 
impeccable assessment and treatment  of pain and other symptoms, physical, psychological 
ŀƴŘ ǎǇƛǊƛǘǳŀƭΦέ tŀƭƭƛŀǘƛǾŜ aŜŘƛŎƛƴŜ Ƙŀǎ ŘŜǾŜƭƻǇŜŘ ƻǾŜǊ ǘƘŜ ƭŀǎǘ ол ȅŜŀǊǎ ǿƛǘƘ ǎǘŀƴŘŀǊŘǎΣ 
protocols and guidelines that describe primary and specialist palliative care and, in a number of 
countries, is recognized with specialty certification for physicians, nurses, social workers, 
chaplains.  Palliative  Medicine as a new field is still evolving and  it is now partnering with 
specialty and primary care medicine in resource rich and resource poor countries to show that 
when used  concurrently  with old and new technologies, like standard therapies in cancer, such 
as lung cancer  chemotherapy  or  stem cell transplant for leukemia  or  in Phase I trials and  in 
patients with advanced cardiac disease receiving implanted cardiac devices or in HIV/AIDS 
patients receiving  antiviral therapy, such  a model of care  improves quality of life for patients 
and their and families, improves symptom control and mood, addresses spiritual concerns,  
facilitates communication about goals of care, and supports  shared decision making and  
bereavement support.  In some studies, palliative care may provide a survival benefit and 
reduce healthcare costs. The interdisciplinary team of physician, nurse, social worker, chaplain, 
psychologist, and pharmacist embrace the domains of whole person and patient- centered care  
emphasizing the need to be present  to the sick person and their loved ones, providing 
unconditional support and solidarity, helping the patient achieve a sense of completion in life 
and finding opportunities for reconciliation, forgiveness, intimacy and  peacefulness. Palliative 
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medicine is focused on treating those suffering with compassion and competence in an ethical 
ŀƴŘ ŘƛƎƴƛŦƛŜŘ ǇŀǊŀŘƛƎƳ ǘƘŀǘ ŦƻŎǳǎŜǎ ƻƴ ǇŀǘƛŜƴǘǎΩ  ƭƛǾƛƴƎ ǿŜƭƭ ǿƛǘƘ ǎŜǊƛƻǳǎ ƛƭƭƴŜǎǎΣ ƳƻŘŜƭƛƴƎ  ŀ 
way of caring that embodies the professionalism of medicine and constantly  challenging 
medicine to be better.      
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Christoph FUHR 

 

Department of Health Polity, Springer Medizin, Aerzte 

Zeitung, Germany 

 

 

 

 

PALLIATIVE CARE REQUIRES COMMUNICATION 

 

Palliative Care requires communication 

 

- What does the media say about PC? 

- Problems and strategies to increase public awareness 

- PC and social media 

- PC and health professionals: awareness of the benefits of PC and how and when to 

access it. 
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Philip LARKIN 
 
University College Dublin, Dublin, Ireland 

 
 

 
THE WAY TO INTEGRATION: PALLIATIVE CARE IN EUROPE 
 
There is evidence that palliative care is becoming increasingly integrated into health care 

systems across Europe. The data from ( for example),  the EAPC ATLAS on Palliative Care, soon 
to be in its third edition, demonstrates how the vision and scope of palliative care is becoming 
more visible with positive outcomes for all European citizens. The WHA 69.14 resolution and 
WHO leadership in embedding palliative care as a public health issue at a global level provides a 
strong framework for better outcomes for those in need of palliative care across the European 
region. Key to this is a belief in the value of integration and how partnership and collaboration 
can make the difference for optimal palliative care. There are also quality demonstration 
projects which show the potential of integration for palliative care. 

  
However, there are challenges to this, not least the fact that Europe is not a single entity, 

but a conglomeration of nations, cultures, beliefs and systems which global health ideals need 
to understand. Issues of social inequality, rural isolation, access to essential medications and 
immigration/migration are equal challenges for some European countries as the wider 
international community. The future integration of palliative care needs to be mindful of the 
future generation of practitioners to deliver on this particularly in terms of opportunity of 
education and training and employment in the field.  

 
This presentation will consider the issues that integration raises for palliative care in Europe 

and consider what solutions may be possible to support this important development into the 
future. 
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Egidio DEL FABBRO 

 

Virginia Commonwealth University, Richmond, Virginia, 

USA 

 

 

 

RESEARCH AND EVIDENCE TO IMPROVE MEDICINE: PALLIATIVE CARE IN NORTH AMERICA 

 

Over the past 30 years, Palliative Care researchers in North America have produced 

landmark studies that affirm the importance of Palliative Care (PC) in improving the medical 

care experienced by patients and their families. Palliative care is an interdisciplinary approach 

that improves the quality of life of patients and their families when facing life-threatening 

illness. Preventing and relieving suffering due to physical pain, burdensome symptoms, 

psychosocial and spiritual distress are the foundation of the discipline. The delivery of palliative 

care to patients during any period of their illness and in all settings is another important 

objective. PC research has led to advances in management of symptoms such as pain, nausea, 

fatigue, poor appetite, and delirium. PC researchers also identified the risks of an opioid-centric 

approach to pain management, underscoring the need for a multidimensional assessment and 

interdisciplinary management in PC. Additionally, evidence shows patients with greater spiritual 

support may experience improved quality of life and fewer non-beneficial medical procedures 

near the end of life; skilled clinician communication regarding goals of care results in greater 

patient satisfaction and avoidance of mechanical ventilation and intensive care units; and a 

comprehensive clinical model of care that includes inpatient palliative care units and outpatient 

clinics improves patient and family satisfaction, quality of life, and decreases symptom burden. 

Studies have also identified challenging areas that will require increased resources, including a 

future PC workforce shortage and regions where access to PC is currently lacking, such as rural 

areas and those serving minorities. 
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Tania PASTRANA 
 

Latin American Palliative Care Association, San Nicolás, 
Argentina 

 
 

 
POVERTY, DEVELOPMENT, AND HUMAN RIGHTS: PALLIATIVE CARE IN SOUTH AMERICA 
 
People living in extreme poverty are one of the most vulnerable groups and often have 

limited or no access to health services, including palliative care and the relief of severe heath 
related suffering. The poorest have a shorter life expectation and often die with excruciating 
pain and suffering. Access to pain treatment is a component of the right to health and the 
denial to the access to the pain relief ŎƻƴǎǘƛǘǳǘŜǎ ά/ǊǳŜƭΣ LƴƘǳƳŀƴ ƻǊ 5ŜƎǊŀŘƛƴƎ ¢ǊŜŀǘƳŜƴǘέΦ  
Latin America is one of the regions with the largest economic and social development gaps, 
including those related to access to health. In this presentation I will explore and describe the 
inequities in access to palliative care in the Region and the strategies and possible solutions to 
meet these challenges. 
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Jinsun (Julianna) YONG 
 

The Catholic University of Korea; WHO Collaborating 
Centre for Training in Hospice & Palliative Care, Seoul, 
South Korea 
 
 
 

PALLIATIVE CARE DEVELOPMENT IN ASIA:  RAISING PROFESSIONAL AWARENESS 
THROUGH SPIRITUALITY   
 
The level of hospice & palliative care development in Asia remains low. A survey conducted 

by the WHO CC for Training in Hospice & Palliative Care in four countries of the Asia-Pacific 
(Mongolia, Vietnam, Solomon Islands, and South Korea) revealed that the healthcare 
ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǇŜǊŎŜǇǘƛƻƴ ƻŦ ƘƻǎǇƛŎŜ ϧ ǇŀƭƭƛŀǘƛǾŜ ŎŀǊŜ ƛǎ ǊǳŘƛƳŜƴǘŀǊȅΣ ǿƘƛƭŜ ǘƘŜ ŎŀƴŎŜǊ ǇŀǘƛŜƴǘǎΩ 
ƴŜŜŘǎ ǊŜƳŀƛƴ ƘƛƎƘΦ Lǘ ƛǎ ǘƘǳǎ ƴŜŎŜǎǎŀǊȅ ǘƻ ǘǊŀƴǎŦƻǊƳ ǘƘŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŀǿŀǊŜƴŜǎǎ ǘƻ ŀŘŜǉǳŀǘŜƭȅ 
address these needs, especially since cancer patients reported a high level of emotional and 
spiritual needs that are often neglected.  

 
 While a top-down approach to development requires much time and effort to materialize, 

professional training can bring some immediate changes within healthcare settings. In the Asia-
Pacific, however, there is a general lack of such training. An attempt has thus been made to 
offer a spirituality-based training program to Korean middle manager nurses, which showed 
significant improvemeƴǘǎ ƛƴ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǎǇƛǊƛǘǳŀƭ ŀƴŘ ǇǎȅŎƘƻǎƻŎƛŀƭ ǿŜƭƭ-being. The 
meditation program also showed positive effects on cancer patients, demonstrating that 
ŜƴƘŀƴŎƛƴƎ ǎǇƛǊƛǘǳŀƭƛǘȅ Ŏŀƴ ƛƳǇǊƻǾŜ ōƻǘƘ ǘƘŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŀƴŘ ǇŀǘƛŜƴǘǎΩ ǉǳŀƭƛǘȅ ƻŦ ƭƛŦŜΦ  

 
By trainiƴƎ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ǘƻ ŘŜǾŜƭƻǇ ŀǘǘƛǘǳŘŜǎ ŀƴŘ ǉǳŀƭƛǘƛŜǎ ǘƻ ŀŘŘǊŜǎǎ ǇŀǘƛŜƴǘǎΩ 

multi-dimensional needs through self-care and spiritual intervention, quality care can be 
provided despite limited resources and lack of policies. In the Asia-Pacific, where most 
countries remain under such situation, providing holistic training to foster professional 
awareness on holistic care will have fundamental and sustainable effects for future 
development.    
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EXCELLENCE AND ORIGINALITY FROM NECESSITY: PALLIATIVE CARE IN AFRICA 
 
Africa has 54 countries and a population of over 1 billion people. It has the highest burden 

of palliative care need. This is happening when health budgets in most countries have not 
reached 15% of the national budgets as they committed in the Abuja Declaration. Despite this 
challenges some progress is being made on the continent. 

According to the 2017 APCA Palliative Care Atlas, at least 38 countries have some sort of 
palliative care service using different models. Uganda had 229 such services, South Africa 160 
and Kenya 70. Only 16 countries have pediatric palliative care services. Swaziland has 10.88 
hospice services per million of population, Uganda 5.87, Gambia 5.02 while South Africa 2.91 
per million of population.  

28 countries have home-based palliative care services with South Africa topping with 109 
home-based services, Tanzania 26, Zimbabwe with 25, and Uganda with 13 and Kenya 12.  

For the countries that have the data, the number of patients in palliative care services per 
year, South Africa stood at 40,000, Zimbabwe at 5000, Zambia 4000, Botswana at 3210 and 
Kenya at 3000. 

25 countries have hospital based PC services with highest coverage being Swaziland at 100% 
of all hospitals, Gambia 83%, Uganda 20% Kenya 14% and Senegal, Tanzania and Botswana at 
10%. 

The challenges facing palliative care in Africa are inadequate to no funding in most 
countries, poor access to controlled medicines including morphine, few trained palliative care 
providers, not including palliative care professionals in the health establishment and lack of 
universal health coverage schemes including palliative care. 

Opportunities exist through partnerships to expand the discipline and access to palliative 
care on the continent where the governments, the church and other religious bodies, the 
private sector and civil society can work together to improve access. 
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CULTURAL FACTORS ENRICHING PALLIATIVE CARE: PALLIATIVE CARE IN ARABIC 
COUNTRIES 

 
Each year, an estimated 40 million people are in need of palliative care, 78% of them people 

live in low- and middle-income countries. Worldwide, only about 14% of people who need 
palliative care currently receive it. Overly restrictive regulations for morphine and other 
essential controlled palliative medicines deny access to adequate pain relief and palliative care. 
Lack of training and awareness of palliative care among health professionals is a major barrier 
to improving access. Palliative Care is focused on improving quality of life for patients and their 
families. For most clinicians and patients, the discussion of palliative care is a difficult topic. It is 
complicated by both the clinician's and patient's belief systems, which are frequently heavily 
influenced by cultural and religious upbringing.  Several different religions and cultures have 
been evaluated for their impact on perceptions of palliative care including end of life 
discussions. The effect of religion, sense of destiny, quality of life, and process preferences 
regarding end-of-life decision-making varies from nation to nation. Although the need for 
comfort, peace, dignity, and the presence of loved ones at the end of life is universal. Still, 
unique aspects of culture & beliefs can play a significant role in how the palliative team handles 
ǘƘŜ ŘȅƛƴƎ ǇǊƻŎŜǎǎΦ aŀƴȅ ŦŀŎǘƻǊǎ ƛƴŦƭǳŜƴŎŜ ŀ ǇŜǊǎƻƴΩǎ ŎǳƭǘǳǊŜ ŀƴŘΣ ǘƘŜǊŜŦƻǊŜΣ ŎƘƻƛŎŜǎ ŀōƻǳǘ ŜƴŘ-
of-life care: worldview, ethnicity, geography, language, values, social circumstances, 
religion/spirituality, and gender. For example, there are certain culture influencing the choices 
about types of support at the end of life, such as whether or not to use resuscitation measures, 
medications, medical interventions, or feeding tubes or whether or not to withhold nutrition 
and fluids. The culture can influence who is with the one at the time of death and whether the 
patient wants to die at home, in the hospital, or in a hospice facility. Some cultures treat death 
with the utmost reverence while others prefer to celebrate the life before it. Other cultures 
fear death. Communicating with the patient and the family regarding their cultural beliefs will 
help the palliative care team to provide more efficient support.  
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The Eastern Mediterranean region as defined by the World Health Organization includes 22 
countries that extend from Pakistan in the east to Morocco in the west. These countries have 
significant variability in population, size, income, Human Development Index (HDI), health 
outcomes, and health expenditure. 

 
In many of the developed countries in North America, Western Europe and Oceania, great 

strides have been made in the treatment of cancer. Public awareness has increased, treatment 
modalities improved and consequently the number of survivors is rapidly increasing. 
Concomitantly, advances in palliative care have also taken place, albeit at a slightly lower pace. 
Unfortunately, that is not the case in most of the low- and middle-income countries. Most of 
the countries in the Middle East belong to the latter category, where the majority of cancer 
patients are diagnosed with advanced stage disease. For these patients, the only realistic 
treatment option is pain relief and palliative care. In Western societies death has become 
ƳŜŘƛŎŀƭƛȊŜŘ ŀƴŘ ŎǳǊŀǘƛǾŜ ǇǊƻŎŜŘǳǊŜǎ ŀǊŜ ƻŦǘŜƴ ǇǊƛƻǊƛǘƛȊŜŘ ŀƘŜŀŘ ƻŦ ǇŀƭƭƛŀǘƛǾŜ ŎŀǊŜΦ ¢ƘŜ ΨŎǳǊŜ ŀǘ 
ŀƭƭ ŎƻǎǘΩ ŀǘǘƛǘǳŘŜ ƻŦ ǇƘȅǎƛŎƛŀƴǎΣ ŀƭƻƴƎ ǿƛǘƘ ǘƘŜ ǎǘǊƻƴƎ ǊŜƭƛƎƛƻǳǎ ǾƛŜǿǎ ǘƘŀǘ Ƴŀƴȅ ŦŀƳƛlies hold on 
the sanctity of life often complicate end-of-life management. Also, in Western culture there is a 
recognizable lack of acceptance of death, leading to reluctance in seeking end-of-life care; as 
Western culture often tries to deny death as a natural process. This may create an atmosphere 
where some people are unprepared for their own death or the death of a loved one. By 
contrast, Islamic societies, unlike several Western societies, are more death accepting, and live 
in coexistence with the realization of the inevitability of death. Such an attitude has an impact 
as to how a patient and his family may view death, also knowing what lies beyond it.  

 
Islam is the dominant religion in the Middle East, and observant Muslims believe that 

having an illness represents an opportunity to enhance the Muslim's degree or expiating 
personal sins. Yet, Islamic teaching encourages Muslims to seek treatment when they fall sick, 
as it is believed that Allah did not send down a sickness but rather a medication for it. Example: 
The concept of euthanasia which is a accepted practice in the west is not a acceptable practice 
ŀƴŘ ǎŜŜƴ ǿƛǘƘ ƎǊŜŀǘ ŘƛǎǘǊŜǎǎ ƛƴ ǘƘŜ ǊŜƎƛƻƴ aǳǎƭƛƳΩǎ ōŜƭƛŜŦǎ ŀǘǘǊƛōǳǘŜ ǘƻ ƻŎŎǳǊǊŜƴŎŜ ƻŦ ǇƭŜŀǎǳǊŜ 
and suffering to the will of Allah, and that every effort should be made to relieve suffering. 
Moreover, Islamic teaching considers the relief of suffering to be highly virtuous. According to 
Islam, adults of both genders are granted the full right to accept or decline medical 
intervention. In reality, close family members are more often directly involved with the 
decision-making process. Generally, parents, spouses and older children, in descending order, 
have greater decision-making power than the other members of the family. Islamic teaching 
encourages the community members to visit the sick and the sick to welcome their guests. 
Patients, therefore, may entertain a larger number of visitors during their hospitalization. The 
use of drugs that might affect consciousness is strictly prohibited in Islam. However, medically 
prescribed opioids are generally permissible because of their necessity. Usually, patients and 
families accept the use of opioids for symptom management, provided the rationale for their 
use is clearly explained to them. Of great importance is to explain patients and their relatives 
the possible side effects, as there are great concerns about an imposed drowsiness. Issues that 
relate to end-of-life are compounded spiritually and ethically, and are open for interpretations. 
While discussing the prognosis of the loved one, Muslim families are often skeptical about 
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receiving clear cut massages from the treating physician. The former are for the most part more 
ŎƻƳŦƻǊǘŀōƭŜ ǊŜŎŜƛǾƛƴƎ ƭŜǎǎ ŎƻƴŎǊŜǘŜ ƛƴŦƻǊƳŀǘƛƻƴ ŀƴŘ ǉǳƛǘŜ ƻŦǘŜƴ ǿƻǳƭŘ ǊŜǎǇƻƴŘ ǿƛǘƘΥ Ψ¢Ƙƛs is in 
!ƭƭŀƘϥǎ όDƻŘϥǎύ ƘŀƴŘǎΣ ŀƴŘ ǿŜ ŀǊŜ ƴƻǘ ǘƻ ǇǊŜŘƛŎǘ ǘƘŜ ŦŀǘŜ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩΦ {ǳŎƘ ŀ ǊŜǎǇƻƴǎŜ ƛǎ 
largely due to the Islamic belief that the life expectancy of every person is only up to Allah, who 
is the one to determine the timing of death. Families, however, are very appreciative being 
updated as to the patient's condition, in order to enable them to carry out the traditional 
funeral rites. Taking all of the above into consideration, caregivers in Middle East exercise all 
the precautions and sensitivity while talking to terminally ill patients and their families. 

 
Finally, as per WHOΩs recommendation for Palliative Care (PC) development, the country 

should start by asking where they are now. It is important to assess the number of people in 
need of cancer PC, the needs of patients, health-care providers and family caregivers, the 
existing PC plan and activities and finally, understand its social context. 2 Secondly, the country 
should decide where they want to be, i.e. the end goals of its PC program. It is important to 
define the target population for PC, identify gaps in PC services, set goals and objectives for PC, 
assess feasibility of intervention and consider ethical and religious issues. Last but not least, the 
country should determine how they could reach these goals. To be more exact, this can be 
broken down into smaller questions such as: how to bridge the gaps in PC, how to raise the 
necessary resources, how to create PC teams, how to educate caregivers, how to educate the 
general public and policy-makers, how to ensure the availability of essential drugs, how to 
develop PC standards and how to evaluate and monitor the PC plan and activities. 
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THE INVOLVEMENT OF THE COMMUNITY: PALLIATIVE CARE IN INDIA 

 
WŜǎǳǎ ŜƭǳŎƛŘŀǘŜŘ Ƙƛǎ Ƴƛǎǎƛƻƴ ƛƴ ǘƘƛǎ ǿƻǊƭŘΣ ŀǎ ƘŜ ǎŀƛŘΣ άL ƘŀǾŜ ŎƻƳŜ ǘƘŀǘ ǘƘŜȅ Ƴŀȅ ƘŀǾŜ ƭƛŦŜ 

ŀƴŘ ƘŀǾŜ ƛǘ ƛƴ ŦǳƭƭƴŜǎǎΦέ όWƻƘƴ млΥмлύΦ [ƛŦŜ ǿƛǘƴŜǎǎ ŀŎŎƻƳǇŀƴƛŜŘ WŜǎǳǎΩ ǾŜǊōŀƭ ŎƻƳƳǳƴƛŎŀǘƛƻƴ 
i.e., he brought fullness of life through his words, and actions: through healing, washing of the 
ŦŜŜǘ ŀƴŘ ŜǾŜƴ ǘƻ Ǉƻƛƴǘ ƻŦ ŘȅƛƴƎ ƻƴ ǘƘŜ ŎǊƻǎǎΦ CǊƻƳ ǘƘƛǎ aƛǎǎƛƻƴ WŜǎǳǎΩ ƻǇǘƛŎǎΣ ΨIŜŀƭǘƘΩ ƛǎ ƘƻƭƛǎǘƛŎ - 
a harmony of the physical, psychological, spiritual and social faculties of a person. Therefore, in 
Pratyasha, we approach palliative care from this holistic standpoint. 

 
Genesis & Current Status of CHAI: 
 
In 1940s, the health indicators across the country, especially among the marginalized 

communities and the vulnerable were appalling. There existed not even minimum accessible 
maternal and child health services. Soaring maternal and infant mortality, acute malnutrition, 
diseases burden due to Tuberculosis, Malaria, gastrointestinal diseases like Cholera and 
diarrhea, etc., lack of health literacy/preventive awareness combined with abject poverty and 
famine among the masses, ruled the day. The number of qualified women (nurses and doctors) 
working in health sector, especially among women religious, was negligible. These factors 
intertwined with superstitions and socio-cultural-religious taboos and gross inequalities in 
distribution of social health determinants made the health context even worse. The sheer 
shortage of women health professionals resulted in preventable deaths of women and children 
in thousands as many of the communities do not permit women to be medically examined by 
male doctors.  

 
Responding to the situation, CHAI was established on 29th July 1943 by Sr. Dr. Mary 

Glowrey, an Australian medic and nun, along with 15 other sisters of various religious 
congregations, working in various hospitals. The objective was to coordinate/unite the efforts 
of various Catholic hospitals and other health care facilities to create a greater impact ς making 
quality healthcare accessible and affordable even to the poorest, especially in the rural/hard-to-
reach medically under-served areas. For CHAI, this Mission continues today responding to the 
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ƴŜǿƭȅ ŜƳŜǊƎƛƴƎ ŎƘŀƭƭŜƴƎŜǎ ƛƴŎƭǳŘƛƴƎ ǘƘŜ ƎǊƻǿƛƴƎ ŎƻƳƳŜǊŎƛŀƭƛȊŀǘƛƻƴ ƻŦ ƘŜŀǘƘ ΨƳƛƴƛǎǘǊȅΩ ŀǎ 
ΨƛƴŘǳǎǘǊȅΩΣ ŜȄǇƭƻƛǘƛƴƎ ƛƴ ǘƘŜ ƳƛŘǎǘ ƻŦ ǎǳŦŦŜǊƛƴƎΦ  

 
Currently, CHAI is one of the world's largest private not-for-profit Faith-Based Healthcare 

Networks, with a membership base of 3537 Member Institutions (MIs) - Over 90% of them are 
headed by women. Over 80% of CHAI member institutions, including 2331 health centres, 628 
small, secondary and tertiary hospitals spread across all States ς with a total of over 50,000 
beds, etc. serve in the medically underserved areas where many a time not even primary public 
health facilities exist.  

 
CHAI MIs altogether has a team of 1000 Sister-Doctors; 25,000 Sister-Nurses; 10,000 plus 

Sister-paraprofessionals and over 5,000 Sister Social Workers, along with a huge number of lay 
employees. CHAI MIs render curative services to over 21 million patients a year. These apart, 
there are rehabilitation, care and support centres for PLHIV and CLHIV, the children/youth with 
disabilities, the elderly and the terminally ill, mentally ill; schools/colleges of nursing and allied 
health  with 8700 personnel passing out annually, etc. 

 
These aforementioned efforts of CHAI and its MIs, contribute towards strengthening of 

equitable distribution of healthcare services with community participation in collaboration with 
health and various other line Depts. of Govt. and other NGOs/FBHNs. These measurers, in turn, 
contribute towards country achieving Sustainable Development Goal ς 3: "Ensure healthy lives 
and promote well-being for all at all ages", including the Universal health coverage. 

 
 
Immediate Context - Paradigm Shift to Holistic Palliative Care: 
 
The realization of the external and internal challenges faced by the Catholic Healthcare 

Network forced the Catholic Health Association of India (CHAI), to initiate the Strategic Planning 
Process ({ttύΣ ƛƴ ŎƻƭƭŀōƻǊŀǘƛƻƴ ǿƛǘƘ ǘƘŜ /ŀǘƘƻƭƛŎ .ƛǎƘƻǇǎΩ /ƻƴŦŜǊŜƴŎŜ ƻŦ LƴŘƛŀ ό/./Lύ hŦŦƛŎŜ ŦƻǊ 
Healthcare, in 2013. The goal of SPP is to strengthen the Catholic Healthcare Network at the 
National, Regional, Diocesan and Institutional levels, to foster collaboration with the other 
Christian networks and people of goodwill, towards achieving universal access to 
compassionate, affordable, rational and quality health care, with special emphasis on the socio-
economically vulnerable people. SPP is also a ǊŜǘǊƻǎǇŜŎǘƛǾŜ ǇǊƻŎŜǎǎ ƻŦ ǊŜǾƛǎƛǘƛƴƎ /I!LΩǎ ±ƛǎƛƻƴ ƻŦ 
ΨIŜŀƭǘƘ ŦƻǊ !ƭƭΩ. 

 
The key to repositioning of Catholic health ministry is to enable women religious, who 

own/manage most of the Catholic healthcare facilities, to revisit their health ministry, 
rediscover their place and role in the emerging context and reposition themselves accordingly.  

 
This repositioning also means to meet the external challenges like demographic and 

epidemiological transition. This includes mainly a paradigm shift to establish and maintain 
centres to take care of the elderly and the terminally ill, with special emphasis on the 
marginalized and vulnerable.  
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It is estimated that, in India, about 6 million people need palliative care in a year. Only less 

than 2% of these people have access to palliative care that can relieve suffering. Moreover, 
there is also a tendency to exploit in the midst of sickness and dying, due to the growing 
commercialization of healthcare.   

 
Responding to the situation, in collaboration with its member Institutions CHAI has 

launched the project Pratyasha - with a Model 25-bed Holistic Palliative Care Centre in 
Hyderabad with 6 Holistic Palliative Care Units (HPCUs) covering three states on a pilot hub & 
spokes model.  

 
Currently CHAI now plans to scale up Pratyasha model of holistic palliative care as a 

national movement through its member institutions, in order to reach maximum people who 
suffer due to lack of palliative care.  

 
In this regard, CHAI and its Member Institutions has started focusing on building a new 

ŎŀŘǊŜ ƻŦ ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ǘƻ ǊŜƴŘŜǊ ǇŀƭƭƛŀǘƛǾŜ ŀƴŘ ƎŜǊƛŀǘǊƛŎ ŎŀǊŜ ǿƛǘƘ ŀ ΨǿƘƻƭŜΩ 
person/holistic approach. So far, CHAI has capacitated over 250 sister nurses / social workers in 
holistic palliative care in collaboration with MNJ Regional Cancer Centre in Hyderabad; also, 
over 200 in geriatric care.  

 
Pratyasha - a Unique CHAI Model Of Holistic Palliative Care: 
 
Currently CHAI is in the process of developing its Holistic Palliative Care Centre (HPCC) at 

Hyderabad as the Hub of Pratyasha movement - a unique CHAI Model of holistic palliative 
care. It is a combination of palliative and end-of-life Care - ǿƛǘƘ ŀ ΨǿƘƻƭŜ ǇŜǊǎƻƴΩ - patient ς 
family centered approach, compassionate touch and communication, socially-culturally-faith 
linked psycho-spiritual support  in a pluralist context, not only confined to  Cancer but non-
malignant chronic illnesses, ensuring adding life to days and peaceful death, care for the 
caregivers and bereavement support. 

  
TƘŜ ǇǊƻƧŜŎǘ ƛƴǘŜƴŘǎ ǘƻ ǊŜǇƭƛŎŀǘŜ ΨtǊŀǘȅŀǎƘŀΩ ƳƻŘŜƭ ƛƴ Ǉŀtient homes/home-based care, 

embedded/inserted in neighboring communities / institutions, nurturing local volunteers 
(Community Home Based Care) through Ecclesia Optics (come, see and experience) involving 
local community elders & youth, PRIs & Other Govt. line depts., religious leaders / communities, 
local schools and other Institutions/organizations. 

  
Pratyasha model believes that Nature has the power to heal, and hence, tries to create 

nature-rich healing ambiance  - catering to 5 senses: smell, taste, sound, touch, and sight, with 
seasonal-fruit and vegetable gardens, greenish and flowery indoor plantation, water bodies 
(sound of water flowing), aquariums, pet garden: meant for pet therapy, soothing music, biblio-
therapy ς books & audios & videos - inculcating positive thinking & meaning in life, etc. It 
encourages patients and caregivers for free self-expression through group/individual 
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sharing/counselling for patients and close caregivers in a prayerful atmosphere, painting, 
drawing, clay modeling, etc. 

  
As a Centre of Excellence, HPCC gives hands on training to doctors, nurses and local 

community volunteers ς inculcating pratyasha cadre/ΨtǊŀǘȅŀǎƘŀ !ǊŎƘƛǘŜŎǘǎΩ of holistic palliative 
care providers. As a Hub, it provides technical assistance to HPCUs/Spokes - including 
telementoring by skilled/technical experts. It intends to undertake research and advocacy 
(including  drug availability). 

  
CHAI also gradually builds Pratyasha into a national 

movement, replicating/customizing/mainstreaming CHAI brand of Holistic Palliative care, 
including Pratyasha wing in its member hospitals and health centers, facilitating the start of 
new HPCUs - with uniform standards of care, focusing on health care facilities by CHAI MIs in 
rural/remote areas. In this regard, currently it collaborates with Misereor ς Germany, 2Worlds 
Cancer Collaboration ς Canada, Pontifical Academy for Life (PAL) ς Rome, Pallium India and 
other organizations. 
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THE WORK OF INTERNATIONAL INSTITUTIONS ADVOCATING FOR PALLIATIVE CARE AS A 
HUMAN RIGHT 
 
Global advocacy for palliative care is subversive praxis, a stumbling block to health systems 

oriented towards cure, a call to metanoia, and therefore to evolutionary systems change. 
Palliative care clinicians are natural advocates for their patients in the public square: as 
witnesses to the existential distress and total pain of their patients, clinicians are their 
legitimate representatives, the voice of the voiceless. Palliative care advocacy requires clinicians 
to take the long view, the patient, faithful, eschatalogical perspective, maintained even as the 
sharp thorn of untreated patient and caregiver suffering drives us relentlessly on. It is 
quintessential mustard seed practice: leaven in the dough of health systems, international 
organisations, and of modern society itself. The palliative care ethos challenges contemporary 
global health ideology, which is fixated on making populations fit  to contribute to 
άŘŜǾŜƭƻǇƳŜƴǘΣέ ŘƛǎŎŀǊŘƛƴƎ ǘƘƻǎŜ ǿƘƻ ŘƻƴΩǘ ƳŀƪŜ ǘƘŜ ŎǳǘΣ ŀōŀƴŘƻƴƛƴƎ ǘƘŜƳ ǘƻ ŘƛŜ ƛƴ ŀƎƻƴȅΦ 
From the development perspective, which requires financial returns on investment, the 
palliative care ethos is perverse: its promises of social and spiritual returns on investment are 
unquantifiable, and therefore appear invalid. Palliative care advocacy humbly requests public 
ǊŜǎƻǳǊŎŜǎ ǘƻ ŎŀǊŜ ŦƻǊ ǇŜƻǇƭŜ ǿƘƻ ŘƻƴΩǘ ŎƻƴǘǊƛōǳǘŜ ǘƻ ǘƘŜ ōƻǘǘƻƳ ƭƛƴŜΣ ŀǎ ŀ ƳŀǘǘŜǊ ƻŦ Ƨǳǎtice, not 
ƻŦ ŎƘŀǊƛǘȅΦ ²Ŝ ǿŜƭŎƻƳŜ ƎǳŜǎǘǎ ǿƘƻ ŎŀƴΩǘ ǊŜŎƛǇǊƻŎŀǘŜ ǿƛǘƘ ǘƘŜƛǊ ƻǿƴ ǇŀǊǘȅ ƛƴǾƛǘŀǘƛƻƴΦ {ǳŎƘ 
absurd petitions fly in the face of rational public policy and budgeting, particularly in this era of 
άǎŎŀǊŎƛǘȅέ ŀƴŘ άcrisisΦΩ 
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THE GRACEFUL GIFT OF MERCY ς CHRISTIAN PERSPECTIVE 
 
Among the founders and promoters of Palliative Care all over the world are many 

Christians. 
 
Christian FAITH teaches the sanctity of life as a gift of God, a value which is not reduced by 

sickness and limitations.  It also points to the coming world, and sees the earthly death not only 
as an end, but also as a beginning. 

 
Christian ethics of LOVE urges to reduce suffering as Jesus taught and did, and to see in the 

suffering person Jesus himself. 
 
Christian spirituality of HOPE believes in God's active presence in the life of each person. It 

calls the care giver to respect the individual with his and her faith, culture and personal 
convictions, and to accompany the dying person on his or her way. 

 
Providing loving care and accompanying people on the last journey with all its physical and 

psychological limitations, sufferings and fears, is a strong witness for the Christian way of 
approaching life and death with mercy.  

 
An example for this is St. Louis Hospital in Jerusalem, one of the main Palliative Care 

providers in Israel. Patients, Families and Care Givers, may they be Jews, Christians or Moslems, 
live and work together peacefully in a society torn by conflict and violence. They share a 
common aim, and experience a unique form of interreligious and intercultural dialogue.  

 
Palliative Care accompanies people to the bridge between Life and Death, and it builds 

bridges of Peace. 
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EMBRACING LIFE, FACING DEATH:  HINDU PERSPECTIVE  
 
In the journey with a person facing grief and loss, as a palliative care physician my 

endeavour is to ease transitions, keep hope alive in the face of despair and maintain the 
delicate balance between holding on and letting go. As I counsel patients at the crossroads, I 
need to be gentle in truth -telling and firm in establishing goals of care. I do need something 
more than evidence based medicine. Growing up with stories of the Hindu pantheon, each with 
their unique attributes, I am inspired to draw parallels to deal with the turmoil around with 
ŜǉǳŀƴƛƳƛǘȅ ŀƴŘ ǎŜǊŜƴƛǘȅΦ ²ƘŜƴ ŦŀŎŜŘ ǿƛǘƘ ŜǘƘƛŎŀƭ ŘƛƭŜƳƳŀǎΣ ǘƘŜ ά.ƘŀƎǿŀŘ Dƛǘŀέ reminds me 
to do my duty to the best of my ability without expectations. It is the intention behind the 
ŀŎǘƛƻƴΣ ƴƻǘ ǘƘŜ ŦǊǳƛǘ ƻŦ ǘƘŜ ŀŎǘƛƻƴ ǎŀȅǎ ǘƘŜ άDƛǘŀέ akin to the principles of bioethics we strive to 
follow. Accepting the Hindu principles of assimilation, plurality and tolerance, it is easier to 
integrate and work as multidisciplinary teams building bridges across barriers. I have learnt life 
lessons in the hospice, which, like the temple is more than just a structure. Finding solace in 
άYŀǊƳŀέ and considering death as an evolution of the soul is how some caregivers try to cope. 
¢ƘŜ ŜƳǇƘŀǎƛǎ ƛƴ IƛƴŘǳƛǎƳ ƛǎ ƻƴ ŀǿŀƪŜƴƛƴƎ ǘƘŜ ǎƻǳƭ ŀƴŘ ƘŀǾƛƴƎ ŦŀƛǘƘ ƛƴ ƻƴŜΩǎ ƻǿƴ ǎŜƭŦΦ L ŀƳ 
grateful that the practice of palliative care is a process of introspection and reflection which has 
brought me closer to my own faith. 
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A GOOD LIFE, ! άDhh5 59!¢IέΥ  ¢I9 I9.w9² t9w{t9/¢L±9 
 
Judaism teaches that life is of almost infinite value, yet the Book of Ecclesiastes (3:2) tells us 

ǘƘŀǘ άΧǘƘŜǊŜ ƛǎ ŀ ǘƛƳŜ ǘƻ ƭƛǾŜ ŀƴŘ ŀ ǘƛƳŜ ǘƻ ŘƛŜΧΦέ  ¢ƘŜ ƭŀǘǘŜǊ ƛǎ ǇŜǊƘŀǇǎ ōŜǎǘ ƛƭƭǳǎǘǊŀǘŜŘ ƛƴ ǘƘŜ 
first book of the Bible, Genesis, which vividly describes in its last few chapters the final illness 
and subsequent death of the Jewish Patriarch Jacob, during which Jacob had the opportunity to 
bless his children, following which he passed away peacefully in his own bed. Ancient Jewish 
sources teach us that Jacob actually asked God to create terminal illness in order to allow one 
ǘƻ ƘŀǾŜ ǘƛƳŜ ǘƻ ǎŜǘǘƭŜ ƻƴŜΩǎ ŀŦŦŀƛǊs before death. So, in some sense, the Jewish Patriarch Jacob 
may have experienced the first palliative care or hospice death in recorded history. 

 
Interpretation of Jewish texts and prior Rabbinical rulings, from the ancient to the most 

modern, has provided and continues to provide Jewish patients and the Rabbis who advise and 
counsel them with the knowledge and understanding to make medical decisions in various end-
of-life and near end-of-life situations that are both appropriate for patients and their families 
and are consistent with Jewish law. Key areas impacted by this that will be explored include 
overall decision making near the end of life, the management of pain, do-not resuscitate orders 
vs. cardiopulmonary resuscitation, and artificial nutrition and hydration.  Jewish mourning and 
bereavement customs as a model for a healthy survivor response to loss will also be briefly 
discussed.   
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THE CHERRY OR THE YEAST? CONTRIBUTIONS OF THE CHAPLAIN IN SPIRITUAL CARE 
     
Palliative Care has been a blessing regarding the integration of spiritual care and the 

honoring of whole person care. Within the palliative context every patient is seen as having 
spiritual resources and spiritual needs and every clinician is expected to integrate this into the 
care plan. So what is the role and contribution of the chaplain then? Is he or she just a cherry 
which makes the pie look nicer or is he or she the yeast in the dough which is essential to bake 
the pie? In this lecture we will explore what chaplaincy can mean in the context of palliative 
care and the palliative care team and how the chaplain can counsel clinicians in spiritual care. 
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INTEGRATING SPIRITUAL CARE INTO PALLIATIVE CARE 

 
Built on over twenty years of consensus building, research, educational and policy 

programs, Spirituality and Health is increasingly becoming a field in the US and in many 
countries around the world particularly in the context of caring for patients with serious and 
chronic illness. Two consensus conferences in the United States and an international 
conference in Geneva, Switzerland resulted in a model for interprofessional spiritual care and 
recommendations for its implementation. Participants gathered to bring their collective 
knowledge, wisdom, and passion for improving health care systems to discussions of strategies 
and standards for creating more spiritually-centered compassionate systems of care through 
the integration of spirituality, in the broadest sense, in diverse health systems globally.  The 
findings were published in 2014 --- Improving the Spiritual Dimension of Whole Person Care: 
Reaching National and International Consensus, published in the Journal of Palliative Medicine.  
 

Models for interprofessional spiritual care are based on the ethical guidelines in palliative 
care that all healthcare professionals have an obligation to attend to ǘƘŜƛǊ ǇŀǘƛŜƴǘΩǎ ǎǳŦŦŜǊƛƴƎ---
psychosocial as well as spiritual and that they should work with spiritual care professionals such 
as chaplains who are the experts in spiritual care. ISPEC, a global train the trainer program in 
interprofessional spiritual care will be discussed as well as partnerships with professional 
associations of spiritual care professionals in helping countries develop culturally appropriate 
professional spiritual care leadership in their health settings.  
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ACHIEVING VALUE FOR MONEY IN PALLIATIVE AND END OF LIFE CARE 

 
Despite significant methodological and practical challenges, there is a growing body of 

evidence regarding the cost-effectiveness of palliative care.  Palliative care is a complex 
intervention for people who have complex needs, and therefore does not fit easily into the 
commonly used frameworks for assessing cost-effectiveness.  Interventions are personalised 
and varied, many of the services support other care providers, and beneficiaries include 
families and caregivers.  Particular challenges can be to cost and value aspects of services such 
as accessibility and availability (even for services that are not used).  Widely used quality of life 
tools appear not to be very sensitive in the end of life context, and may significantly undervalue 
improved care. 

 
This presentation will briefly review the challenges in assessing cost-effectiveness and value 

for money in palliative care, and will report on the growing evidence on benefits and costs.  
Some studies show that palliative care can be cost-saving despite achieving better outcomes.  
This is largely from better support for decision making that reduces use of services that have 
little or no value, but high costs and some worsening of quality of life.  In other cases there is 
evidence that good palliative care is valued highly.  We need to expand the evidence using tools 
that allow comparison with other healthcare, but which are sensitive to the measurement 
challenges in palliative care. 
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PALLING UP FOR PALLIATIVE CARE 
 
 ΨΩDh5 I!{ /Ih{9b ¦{ ¢h I9[t hb9 !bh¢I9wέ ό{aL¢I ²LDD[9{²hw¢Iύ 
 
The timing, demand and opportunity to expand access to palliative care are unprecedented. 

The public and private health care markets are under pressure to provide higher quality care for 
the growing number of chronic and terminally ill patients. We need policy initiatives that 
address workforce needs, research and payment models linked to quality measures. Also we 
need legislations to facilitate research, professional development and public education in 
palliative care. Formulation and implementation of certain policies by the governing bodies can 
help in the successful development of Palliative Care Services in the society. 

 
In this presentation, we discuss the various policies that need to be formulated by 

governing bodies to achieve an effective palliative care program. The various funding models 
are discussed. The role of Catholic Church and Lisie hospital as a role model too has been 
discussed. What the future holds for palliative care and how to build resources and train 
ƳŀƴǇƻǿŜǊ ŀǎ ǿŜ ŜƴǘŜǊ ǇŀƭƭƛŀǘƛǾŜ ŜǊŀ ŀƭǎƻ Ƙŀǎ ōŜŜƴ ōǊƛŜŦƭȅ ǘƻǳŎƘŜŘ ǳǇƻƴ ά¢Ƙƛƴƪ ǇŜǊǎƻƴŀƭ ŀŎǘ 
Ǝƭƻōŀƭ ΩΩΣ ƛǎ ǘƘŜ ƴŜǿ ƳŀƴǘǊŀ ŦƻǊ ǇŀƭƭƛŀǘƛǾŜ ŎŀǊŜΦ 

 
 
 
 
 
 
 
 
 


