CHAPTER 2
ESSAY ON PALLIATIVE CARE: HOW CAN THE HEALTH CARE SYSTEM
ANSWER THE NEED?

2.1 Introduction

We are all bom to die. According to Stjemsward (1993), 50 million
people die annually and we ought to give those who are to leave life the
same care and attention that we give to those who enter life, the newborns.
The quality of life of the terminally ill can be significantly improved by
enabling the implementation of the vast amount of knowledge available in
the field of palliative care.

During the last decades medicine has changed greatly: vaccinations
have nearly eradicated many diseases, the use of antibiotics resulted in a
lower fatality for infectious diseases, better hygiene and living conditions
had also an effect on morbidity and mortality: it is less likely that people
die at ayoung age. This resultsin an older population and associated with
this fact, the number of people with malignancies and chronic diseases,
which are more typical for old age. These disorders create the need for
palliative care: when ‘cure’is no longer possible ‘care’ is required.

Leontine (1992) explains that palliative care finds its origin in the
Latinword,..... . adiminutive of,... along cloak. There is also the

word , ... which can be translated as ‘cover, surround, envelop, enclose’.
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She argues that when a patient can not be cured anymore, he can be
surrounded by appropriate care, so that he can live in a dignified way until
the end.

Palliative care has developed most rapidly in the affluent countries of
the world - Western Europe, North America, Australia and Japan - countries
with well-developed and well-funded health care systems, and subsequently
a large number of elderly people. Ifpalliative care became a need in the
W est, the question can be asked how relevant it is worldwide, and
specifically what about the need in Thailand?

In this paper I'try to explore if there is a need for palliative care in
Thailand. The perception of death and dying in the West today makes it
clear that the need is justified there. By pointing out comparative issues in
society, culture and religion about death and dying in the West and in
Thailand, I can conclude that there is also a need for palliative care in
Thailand. Moreover, numbers which support the global need for palliative
care can be compared to statistical evidence of Thailand and support the
conclusion.

To meet this need changes in the health care system will be
necessary. Itisnota simple task to outline a new policy and itimplies a
consciousness-raising of the policy-makers and the medical profession. For
this reason, the educational aspects of the concerned professionals and

specially those of the medical profession are of great importance.



2.2 What is Palliative Care?

Palliative care grew out of hospice care. According to Saunders
(1993), the Latin word ...,.. first meant host. By late classical times, the
word had changed and denoted a stranger, while ..., ...... meant friendly,
the welcome to a stranger. The early hospices, throughout the Middle Ages,
welcomed pilgrims and other people in need. The medieval hospice,
however, was not primarily associated with dying people. The first use so
far discovered of the word ‘hospice’solely for care of the dying was by a
French lady, in 1842, Later on, hospices for incurable patients and for the
dying were opened in Ireland and in England at the beginning of this
century.

Slowly other institutions followed these examples, mainly in the UK
and in the US. By 1992 there were fifty different countries which had
hospices or ambulatory units, They all applied the hospice philosophy’of
which the four basic principles according to Leontine (1992) are:

1. Dyingis anormal process and the terminal phase is an important

stage in human life.

2. Ifcure is not possible, the patient needs specific physical,
psychological, relational and spiritual care. The leitmotiv is:
When itis nolonger possible to cure, itis your duty to care’

3. Treatments which prolong or shorten life are not administered. All
possible efforts are made to provide the patient with the best
available physical, psychological, relational and spiritual comfort,

4. This care has to be provided by an interdisciplinary team.

These principles express clearly the essence of palliative care.



So while as medical intervention, palliative care may sound new, we
can see from its history thatitis not. Itis a rediscovery of old values which
have been pushed to the background by the quick evolution in medicine.
Fifty years ago the medical students read in their books of pathology, at the
end ofa description ofan incurable disease, a last advice: «o..oive -«
ceoace CONsole and soften, when there is nothing more to do. Today a
more specified diagnosis is looked for and the treatmentis aimed at cure.
This is right, but the advice «on.orre cceeoa.e has disappeared. The
doctor is not enough trained in the art of consoling and softening (Leontine,
1992).

The word ‘palliative’related to medicine, is defined in the Oxford
Dictionary as: “that reduces pain without removing its cause: ., ... .
seee wreon - (P 891). Palliate” means: to alleviate, to lessen pain, to
give temporary relief.

When we use the term falliative care’today, it means much more
than to lessen pain, or just terminal care’. Terminal care has a negative
implication, it only concerns the care of the dying, grief, loss and sadness.
Palliative care on the other hand, affirms life rather than death: it aims to
make life meaningful until the end; it helps the patient to live as actively as
possible until death. Itis important that the patient remains the focus of
attention: the needs of the patient have to be fulfilled, not the needs of the
care takers.

Palliative care is not only the physical care of the patient; it also
embraces the psychological and spiritual care of the patient and his/her
family. The answers cannot be give by a physician only; this requires a

team approach. A patientwho has to face a life-threatening disease and the



family who has to cope with the approaching loss of one of its members face
a wide range of difficulties which can not be solved by one person. To
understand adequately, to be able to intervene in the physical, psychological
and spiritual domains, requires a lot of skills. The interdisciplinary team,
bringing together individuals with a diversity of training, and sharing the
goal of improving the quality of life of the patient, best fits the need. The
composition of an interdisciplinary team will vary depending on the degree
of development ofa programme, the objectives of a programme, and
available resources. Each programme will be different, although most will
include as core personnel: physician, nurse, social worker, chaplain and
volunteers (Ajemian, 1993).

The definition of palliative care, formulated by the World Health

Organization (1990) gives a clear summary of the above:

Palliative care is the active total care of patients whose disease is not
responsive to curative treatment. Control of pain, of other symptoms,
and of psychological, social and spiritual problems is paramount.
The goal of palliative care is achievement of the best quality of fife for
patients and their families, (p. 11)

My conceptualization of what ‘palliative care’ means is thatitincludes five
main elements:
1. When cure is no longer possible, appropriate care has to be
applied.
2. Total care of the patient: physical, psychological and spiritual.
3. The care focuses on the quality of life of the patient.
4. Involvement of patient and family in decision making regarding the
patient’s situation.

5. Necessity of teamwork.



2.3 What is ‘Need for Palliative Care?

Need for palliative care can be translated as the need to die with
dignity. Dying with dignity means that patients should be pain-free, and
that they are involved in decision taking regarding their own treatment as
much as possible.

People who are in physical pain can not concentrate on other needs.
According to du Boulay (1993), pain management can be achieved by giving
pain-killing drugs at reqular intervals, before the pain reasserts itself,
instead of waiting until the patientis crying outin such pain that another
dose is given. The fear for the pain which is going to come makes the
patient tense and more sensitive. Once he is assured that the medicine will
be given at regular intervals, the patient will become much quieter also.

W henever possible drugs should be give orally rather than by injection, this
is pleasanter for the patient and is easier for relatives when nursing the
patient athome.

Physical pain management is an important aspect in palliative care.
The topic is treated extensively in the Oxford Textbook of Palliative Medicine
(1993): physical pain is a priority, but also the emotional and spiritual pain
have to be addressed. Foley (1993) explains that improved communication
between patients and health-care professionals will facilitate better
assessment ofa pain complaint. Understanding the difference between pain
and suffering, and verbalizing such differences between physical and
psychological symptoms,'will enable both the patient and the physician to

make a comprehensive assessment of the symptom ‘pain’.
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Itis essential that the public be made aware that drugs for the relief
of pain can be taken indefinitely without losing their effectiveness;
psychological dependence (addiction) does not occur when morphine is
taken to relieve cancer pain; the medical use of morphine does not lead to
abuse (Stjemsward, 1993).

Palliative care covers more than ly physical pain. The World

Health Organization (1990) called it a future challenge:

Freedom from pain should be seen as a right of every cancer patient
and access to pain therapy as a measure ofrespect for this right.
However, cancer pain reliefcannot be considered in isolation. For
most patients, suffering is notpurely physical and pain is only one of
several symptoms. Pain relief should therefore be seen as part of a
comprehensive pattern of care which encom passes the physical,
psychological, social and spiritual aspects of suffering and which has
come to be known as palliative care. (p. 10)

Only when the pain is under control, the patient will be in a condition to
define what quality of life means for at that time, which brings the
involvement in decision making of patient and family into focus.

This issue also contributes to the need for palliative care: the patient
should decide about his own quality of life, he should be involved in
decision making about his own treatment.

The evolution in medical science during the last decades has been
overwhelming. Often emergencies define that the physician has to take
urgent decisions; there is no time for discussions because “saving life’ is a
priority. But, on many occasions, the opinion of the patient could be asked
for, and is not: physicians concentrate on the technical side. Kubler-Ross
(1969) describes how a patient who is admitted in a hospital is often treated
like a person with no right to an opinion. He will overhear opinions on his

condition and discussions and questions to members of the family. He is



treated like a thing, he is no longer a person. Ifhe tries to rebel he will be
sedated. He may cry for rest, peace and dignity but he will get infusions.

Kubler-Ross (1969) wonders:

Is our concentration on equipment, on blood pressure our desperate
attempt to deny the impending death which is so frightening and
discomforting to US that we displace all our knowledge onto
machines, since they are less close to US than the suffering face of
another human being which would remind USonce more of our lack
of omnipotence, our own limits and failures, and last but not least
perhaps our own mortality? (p.9)

Medical school prepares physicians to deal with the myriad of
reversible or treatable conditions, however, there is little or no teaching on
the subject ofwhat to do when the disease cannot be reversed. This
omission makes it more difficult for the physician to deal with his or her
own sense of therapeutic failure when communicating with the dying patient
(Buckman, 1993).

Coping with defeat is difficult for physicians, Dr. Nuland (1993)

describes it as follows:

Like other highly talented people, they require constant reassurance,
of their abilities. To be unsuccessful is to endure a blow to self-image
that is poorly tolerated by members of this most egocentric of
professions. lhave also been impressed with another factor in the
personalities of many doctors, perhaps linked to the fear of failure: a
need to control that exceeds in magnitude what most people would
find reasonable. When control is lost, he who requires it is also a bit
lost and so deals badly with the consequences of his impotence. In
an attempt to maintain control, a doctor, usually without being aware
of it, convinces himselfthat he knows better than the patient what
course is proper. He dispenses only as much information as he
seems fit, thereby influencing a patient’s decision-making in ways he
does not recognize as self-serving. This kind of paternalism was
precisely the source of my error in treating Miss Welch, (p. 258)
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The author recalls one of his patients, a Miss Welch, who was ninety-
two years old, disabled and living in a nursing home. She was brought to
the emergency room with a perforated stomach ulcer. Dr. Nuland proposed
surgery and she refused. She explained that she had already outlived her
friends and that 92 years on this planet was long enough anyway. Dr.
Nuland pressured her, she gave in and he operated. She survived for a few
pain-filled weeks, then died of a massive stroke. Nuland reflects: “Although
my intentions were only to serve...her welfare, lwas guilty of the worst sort
of paternalism. 1had won [over the ulcer] but lost the greater battle of
human care” (p. 252).

Patients should be allowed to die a dignified death: all efforts should
be made to keep the patients pain- and symptom free, and to discuss the
possible alternatives of treatment with them. This is attainable by applying

the principles of palliative care.

2.4 How does Euthanasia fitinto Palliative Care?

Patients who are afraid that they will suffer, who are convinced that
they will not be able to die in a dignified way, ask for euthanasia or for this
mercy killing”,

Not only the physical pain needs to be managed, the psychological
and spiritual aspects cause pain aswell. The patient has to accept himself
again, to find his own self, he also has to struggle with the spiritual pain,
the pain of being’ Thé spiritual pain, or the moral pain is the most difficult
to treat and it is this pain which makes people ask for euthanasia (Leontine,

1995). Sister Leontine started the palliative care unitin a hospital in
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Brussels, Belgium, and the experience of five years of palliative care taught
her that the total management of the pain: the administration of the right
doses of pain-killers, together with the psychological and relational support,
do not hasten the death, sometimes it has the reverse effect.

People who have experience with dying patients are of the same
opinion (du Boulay, 1993; Leontine, 1995; Finlay, 1994): patients who have
to suffer unbearably will ask to make an end of their life but nearly all of
them change their mind once symptoms are taken care of. Itis ‘the pain’
that has to be killed, not the patient!

Requests for euthanasia come out of despair and hopelessness, often
through ignorance. Professionals in palliative care experienced that
patients, who first wished to die, could go on to enjoy lives of good quality
after effective intervention was carried out by a specialist; they no longer
wanted their deaths hastened (Finlay, 1994).

At the end of her biography (du Boulay, 1993) Cicely Saunders adds

a chapter on euthanasia. She tells aboutwhat she wrote in 1959 in the

ing Tim es

This is not to deny that patients do suffer in this country but to claim
that the great majority need not do so. Those ofus who think that
euthanasia iswrong have the right to say so but also the
responsibility to help to bring this relief of suffering about, (p. 239)

She is still of this opinion after more than thirty years’experience. Ithas
been made stronger by the developments in care, research and education
that have grown during the years and by all that she has seen people
achieve at the end of their lives. Surprisingly few people ask for help in

ending their lives. Atthe end of her plea, Saunders argues:
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All workers in hospice teams have met such patients who have
changed their minds once symptoms are effectively tackled and
assurance give that treatment now is only to enhance the quality of
life and not to prolong it where that is no longer desired or indeed
possible. Above all, good communication and the opportunity for a
patient to make choices will ease such anxiety and bring quietness.
(p. 244)

Many books and articles have been written on euthanasia (Leontine,
1995; Quill et all, 1992; Quill, 1993; Annas, 1994; Cohen et all, 1994;
Duffy, 1992; Benrubi, 1992) and it remains a complex issue: giving high
doses of narcotic analgesics to a dying patient to relieve pain and suffering
is considered ethical even if it inadvertently hastens death, provided the
clinician did not intend to help the patient die.

Quill (1993) argues that death may be foreseen as a side effect of
administering high doses of analgesics, as long as itis notintended. On the
other hand, should a clinician remotely intend to help a patient die, even
when death is desired by a terminally ill patient with irreversible suffering,
that same actwould be considered as a form of medical killing. He is also
of the opinion that the current ethical thinking of physicians and legal
prohibitions reinforce self-deception, secrecy, isolation, and abandonment at
a time when there should be more openness aboutit. Quill proposes that
perhaps a key to humanizing medical ethics and the law, as well as clinical
medicine, lies in being more forthright and explicit about our intentions and
responsibilities in working with dying patients. The previous arguments all
lead to one conclusion: thateuthanasia is less prominent where palliative
care is being properly applied, and that palliative care improves the quality

of life when facing death.
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2.5 How is Death and Dying Perceived in the West Today?

Society in the West became a death-denying society. Although the
fear of death is universal, Irvine (1993) says that: “One of the most
fundamental influences on society’s attitude to death and dying, however, is
individual’s fear of death” (p.38).

Itis necessary to outline the changes that are responsible for the
increased fear of death, and also for the rising number of emotional
problems and the greater need for understanding the problems concerning
death and dying.

Kubler-Ross (1969) explains there are many reasons for fleeing away
from facing death calmly: “One of the most important facts is that dying
nowadays is more gruesome in many ways, namely, more lonely,
mechanical, and dehumanized; at times it is even difficult to determine
technically when the time of death has occurred” (p.8).

She further describes the changes in society, which can be
summarized as follows: people do not see death as a part of life anymore,
they do not accept a fatal outcome ofa disease as natural. Another change
is the advancement in medicine, further there is the altered role of religion,
and the society which changed its focus from individual to masses:
ambition, prestige and numbers are more important than human relations.
Leontine (1992) explains that there are three areas which underwent an
evolution after the second world war: death has disappeared from daily life,
the family situation has changed and the progress of medicine has changed

the outlook of the hospitals.
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According to Buckman (1993), society in the West is going through a
phase ofvirtual denial of death. The main reasons for this attitude are: the
lack of experience of death in the family, high expectations of health and
life, materialism and the changing role of religion. The result is that the
process of dying is perceived as alien and fearsome, during which the dying
person is separated from the living. Kubler-Ross, Leontine and Buckman
have the following points in common: death is not a partoflife any more,
the progress in medicine and materialism. Leontine does not mention the
changing role of religion, but in my view this is also an important point.
Religious beliefs have been of great solace to many dying people and it has
made death more acceptable (Robbins and Moscrop, 1995).

The advancements in medicine have contributed to a different image
of the health care system: hospitals today became high-technical medical
business centers. Patients have to adapt themselves to the rules of this
medical-technological production chain. Due to all the technical advances,
the chances for an early diagnosis and an effective treatment improved
tremendously. Together with the medical development, the rise in the
standard of living reduced the mortality rate and people expect to have a
long life. Much time and energy is devoted to research and therapeutic
measures with the aim ofreducing disease and extending life. All this has
caused death to seem remote rather than the reality that it is a fact of life.

For all of us death is a mystery, but for many the fear of dying is
greater than the fear of death. This has led to an avoidance of these issues,
with no allowance for expression of the fears and loneliness associated with
dying. Slowly thisis now changing and the need to acknowledge

approaching death is gradually being accepted as a necessity. Those who



enter a caring profession come quickly face-to-face with death. Many
doctors and nurses, whose education has been largely centered around the
knowledge of treatment or cure can, when faced with the fact that there is
no cure, feel failure and helplessness especially when facing anguished
relatives (Robbins & Moscrop, 1995). Itis the nurse who is most likely to
have intimate contact with death fairly soon after commencing clinical
experience and who has to cope with distraught relatives.

The developments in medicine centered around ‘cure’, butwhen cure
isno longer possible, the old values of ‘care’have to be rediscovered.
Patients who have to deal with a life threatening disease have to be
surrounded by appropriate care, so that they can live in a dignified way till
the end.

The health care system in the West may be well organized, but there
is amissing link: the care for those patients for whom cure is no longer
possible. Many people die lonely, and Rinpoche (1992) says that “All of the
modem world’s pretensions to power and success will ring hollow until
everyone can die in this culture with some measure of true peace, and until
at least some effortis made to ensure this is possible” (p. 210). Here the
philosophy and the application of palliative care can provide an answer to

that need.

2.6 How is Death and Dying Perceived in Thailand Today?

When comparing the attitude towards death and dying in Thailand to

the West, we should consider the same points: religion, death as a part of

daily life, medicine and materialism.
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Phya Anuman Rajadhon wrote in 1953 that the culture of Thailand
could be summed up in one word, religion. He also said that Thai culture
tended to become secular in the progressive parts of the country; but that to
the people as a whole, religious culture was still a living force (Rajadhon,
1968). Thisis nearly halfa century ago and major changes have taken
place since, but there is a fundamental truth in his words because
Theravada Buddhism, as the religion of the country professed by 95% of the
total population, undoubtedly has directly or indirectly exerted a strong
influence on the people’s everyday life (Komin, 1991).

In the teachings of the Buddha it is said that this lifespan is short
and that there is a new life to which we go. There are profitable deeds to be
done, and there is a life of purity to be led, so that one may induce a better
rebirth, or experience enlightenment. Mindfulness of death summons self-
improvement (Roscoe, 1994).

Birth, aging, illness and death are part of the life cycle and are
invariably accepted by the Thai people. These beliefs are basic concepts for
them and when death comes near, most of them, if not all, try to
concentrate their mind on Buddhism’s Triple Gem: the Buddha, the
onamm e and the conons

In Thai culture people try to avoid talking about bad things, or events
which are not agreeable. This means that death is never talked about
directly, even black clothes are not normally worn in daily life because they
are a sign of mourning; it can bring bad luck. A patientwill seldom be told
that his end is near, usually the physician will talk to the relatives, he will
inform them that nothing more can be done (Professor Shivalee Sirilai,

personal communication, October 1995).
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The overall approach of medicine in Thailand tends to be
paternalistic: patients and relatives trust the doctors and nurses completely
and are convinced that whatever treatments they prescribe or nursing care
they provide, will be for the best interest. Actions of doctors are not
questioned. Oris this changing? In 1986, Dr. Pinit Ratanakul of Mahidol

University wrote:

Life and death. The right to live and the right to die. How in concrete
cases are we to decide which of these rights is to be honored, which
takes precedence? The old responses are no longer adequate. The
dean ofa medical school in Thailand assured me that there were no
problems here regarding this issue, since by tradition it was
recognized by families, patients and doctors that the doctor’s role was
to do any and everything to preserve and prolong the life of patients
at any cost. The graduate nursing students’case studies written

from actual hospital experiences told a different story; they reported
instances of lethal overdoses being given, of no-code orders written, of
the withdrawal of life-support systems or orders to withhold
treatments, all of which raised for them moral questions and/or
placed them into conflict with other medical personnel.(p. 218-19)

Changes are definitely on their way: the society, especially in
Bangkok, has changed drastically due to the economic boom of the last two
decades. The evidence is shown by the kinds and numbers of cars which
constitute the traffic problem, the construction of buildings, the shopping
arcades, the jewelry shops and the way people are dressed. In a society
where glamour and superficial appearance are so important, people will be
evaluated in terms of their possessions. Human values can only be
questioned. People who are so much attached to these worldly goods have a
hard time when death becomes inevitable, when they are confronted with

the bare fact that life cannot be bought.
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There are indications that nmedidne hes received a different outlook:
the meny private hospitals and privete dinics ssemito advertise that health
is within reachif you can pay for it.

Vedcd staff have to ive up to the standards of the soaety: mary
physidans and aso nurses have asecadjol: sarewark 80 10 90 hours
per wesk without counting the hours they are held up in traffic. Questions
ansing here e what values do these pagde dosane? Canthey ke dlert,
kind and helpful for patients and adleegues during all these hours of care
ovng? If they value meterialism o mudh, do they understand that life ey
have ather meaning for thelir patients who are faosd with life-threatening
dseeses? Arethey willing to ke confronied by the deeth of their patients
and by their oan mortality? These questions concemvalue issues and they
suppart the nesd to assess the requireent for palliative care prograns ad
the potential for implementing darge in the existing Situation.

Vany peade are dying in hospitals. Thewards in the govermrental
hospitals do nat dlownmuch privacy. Fammy oan studies, | found that the
nurses ey ke kind to the patients while they are administering the
necessary nursing care, but the limited nunoer of nurses present and the
amount ofwark do nat alow themto sit next to the patient and to listen to
his questions adwaries. Howew, they try to do so, whernever the
arcurstances dlovthem  Dodiars and nurses gt little training conoeming
palliative mediane and palliative care during their study time. Thereis only
aoouse about different religions which is taught in sove medical adleges
and nursing adleges. Tiie aoove dosarvations suggest that the medical
prafession in Thalland neads education an the palliative care aspeds.
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2.7 Tre Nedfor Pdlliative Care: Glaelly and in Thailand

Dr. Jan Sjemsward, Heed of the Canoer and Palliative Gare Unit of
the WWarld Hedlth Organization, starts his pleaito consider palliative care as
apriority required for health sanviaes in the future with the folloning wards:

Gaolly, the nesd for pallistive care is anegeded arear The need
today is enamous and will inrease drametically in the near future.
Trhe 3ze of the prademmust ke nedke dear to bath individuals ad

T e G 1

He aso Sates that the nead for palliative care will certainly inoease
becase of the rapid aging of the world population, the increase of deeths
related to taeooo use, and the inoease of ADS. W this also ke true for
Thailand?

Looking first at the aging of the population, we can sethat life
eqpedancy in the developing countries hes risen from42.2 years in 1950
Hto6L4yeasin 1996 adit is progeded to reach 716 years by 2000-25
(Siemsnard, 19968 Far Thalland the life expedancy rose from P yearsin
19/0to 689 yearsin 101 (Giffin, 1992). Thailand will reve atssed the
prgedted life equedancy of 716 years by 2020, because it is onthe varge of
lecoming adevelgoed country. The resuits will be agreater nesd for
suppart, induding pelliative care of the elderly, and this will have to ke
provided by a proportionally decreesed warkingrage popuation, i.e., an
increasing depencacy ratio.

Whet about deaths causad by melignant negdass? The godl
mortality pettem is provided regularty by the Warid Heslth Organization. In
1985 nearty 50 million pegde died and canoer wes the cause of 10 per oart
of desths. Aprgection of mortality and the causes of deathin the year



2015 indicates that 62 million paode will de and cancer will be the cause
of 14.6 per cent ofthe deaths. The mejor inarease in deaths from cancer
will ooour in develgaing countries (Sjersnard, 1993). SeTade 21

Tade 21
Deaths due to Negdeass
Nurber of Deatrs (n Davelgaingoountries: Davelgpad countries:
thousands) dleto 1985 2900 1985 223
Negdass 2015 e477 2015 2623

Nae Souce Sjemsward, 1996

During the last twenty years, the leading cause of death in Thalland
hes dranged frominfectious dseeses to noncommunicalde dseeses. These
indude melignant negdlaaTs (Vaianesaa, et d. 1996). SeTdde 22

Oerapaniod ofe yearsthere is aninaease of 135 per 1000001Nn
deaths due to melignant negdasTs.

Lung cancers do contribute to this nuner: duning the period 1970
1987, lung cancer wes the highest farm of cancer which gpeared in eies,
een higher than uterus canoars in fereles (Vatanesa, et al. 1993,

The ADS prademis anthe inarease: for the year 2000, the prgected
glabal cumuative total of adult ADS casesis dose to 10 million, ofwhich
amost 90 per cantwill ke in the developing countries. [t is estimeted that
tumors will develgpin 10to 40 per cert of HIV patients (Sjemswerd, 1996).



Tade 22
IVElignant Negdasm Deats in Thailand.

Year Nurbe:  Rate/100000
1987 16906 315
1938 1824 - 335
19 2035 368
190 214 393
191 283 412
192 24961 435
198 26132 460
Note Source MOPH 1996,

The AIDS prademin Thalland bsoores nore prominet: nore ad
nore young pegde are dying dLe to this diseese and there is a strang taboo
suroundngit. Patients with AIDS are shuned and treated as outcasts by
the soaety. Theyhave o dace to g and like in the dd times, sme are
asking the monks to teke care of them Gther AIDS patients who are sert
hae fromthe hospital do nat recave proper care, speailly regarding te
panHTanegeTaEt. Anedaseis sought by daiming that there is adanger
for drug addiction in Thalland (Dr. Van den Bosth, VB, parsordl
conmrunication, Verdh 196).

Aocoarding to a projection of AIDS deaths in Thailand (Jow scerario)
the nunber in 1996 would e 40451 and in the year 2000 it would be 129,
313 (Viravaidya, Clrersky and Myers, 1993). These numoers sugpest that
the deaths due to AIDS s gaing to increase sharply during the coing
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years. Moeow, the nursing of the AIDS patients is not Sples. apart from
the true thergpeuic issues that offer their oanand newddlenges in
iInmrunodepressed patients, there are impartant quiality of life issues to e
addressad regarding the balance betwean curative and synatoretic or
palliative goprcades in these patients (Sjemsnard, 1938

Looking at the aove, | conducke thet the nuntoers for Thailand,
which are related to aging of the population, inareases in deaths e to
malignant neqdasirs and ahigh nunoer of deatins in AIDS patients, foma
strong case for the need of palliative care in the future.

2.8 Hoveanthe Health Gare Sstemimest the Nesd?

All paade will nat de in hospitals and it will bevery difficult to apply
the palliative care-unit gproach only in hospitals or ather institutions. Tre
wider provision for palliative care neads alroed goproech ad
institutionalization should ke avaided. Saientifically valid methods should
le estabished that are anogatiakle and meintaineble at family and
community levd.  Pradtical health senvices researchwill ke required,
priorities must e estaldished for the use of avallalde resouross,
CGovemmants should fomrulate dear palliative care palides. Astress n
research into health sysiens rather than biomedical rescarchwill ke a
priority in palliative care ressarch (Sjemeneard, 1996). If this policy nesds
to be infroduced in Thailand, it will nesd aconsiderade dargein the
health care system nat only the palicyHmekers will beinvalved, but dso the
medical profession



This is adifficult task in award of medidne where speddists are
foousad an spending consideralle resources antreatting advanoed canoars.
They should provice plliative care and the sare counts for the care of ADS
patients (Sjermsnard, 1993). FHnandal resources will e to ke re-
channdled and the palicymekers will hopefully deade on arational
goproach

It is likely that in the future more patients are gaing to de at hare
in generdl the hospital Stays are shartening ecause they are eqparave, the
population is aging and many AIDS patients will not e ade to pay for the
hospital costs. Howmeny hospitals beds will e availade for these
patients? Is the ability of existing senviaes ade to et the demand? This
calls for anather skill: physidans should e ede to supenise aswell as
provide hare care (Sed & Bdiing, 194). If physidans are not available to
fulfill this task, by whomcanthey beredaced? The physidan is part of the
multtidisciplinary teamin palliative care, but whet is realistic for the future
implementation? In the eaillogue of his ook TiovWe Die, Dr. Nuland
(1993) a0 dess for the resurrection of the family dodtor:

Eadwoew\ihrﬁbagjdev\mkrmsus aswel ashe knonsthe
wecangoproech death. There are Someny ways
1%6 1 the sae thickets of dsesse, 0 many doicesto
meke... . The dinical oljectivity that should enter into our deasions
should aoe fromadoctor famliar with our velues and the Ives we
have led, and natjust from the virtual strangerwhose
Superspedatzed biomedical skills we have called upon. At such
times, it is nat the kindness of rswe nesd, but the
understanding of alongtime medical friend. In\/\hatever%ax
sysemof cae s rearganized, goodjudgment that
this snde truth e gopredated, (p 250

Bvery country will heve to agee according to its oanresources. I allimited
numer of physidans is availale, the community nurse or health worker




could fulfill anmore responside rde. The current situation and the
Specuations tonards the further suggest aninvalverrent of comunity
resources and hae care: Cancer prograns and pain dlinics will becore a
necessity.

With limited resources availale for palliative care, rational
goprcedhes aeindspensade. Bienlimited resources stand a dranoe of
meking aninpad;, proviced that the relevart priorities are st ad
draeges aeinpdemented. Arational goproadh, stressing a public-health
goproach rather than an institutionalized ae, should e apriority
(Stemsnerd, 1990

In the W&, consideradle interest hes sen Shoan and studies have
leen carmied out where dodiors exqaressed thelr need for nore forel
training:  they felt incompetent and lacking in confidence when confronted
by desth  Dedlingwith desth and talking to distressed relatives were mgjar
soucss of dress. Their fedlings were exadlly mirored by nurses, dergy ad
athers. Teadhing moolies have been develgped for undergradletes ad
postgraduietes (Doyle, Hanks & MacDareld, 1993). Gther countries can
talke advartage of the wark adready carmied ot By doing sae addiiondl
research, training nesds could ke identified. The besic principles will
remain the sare good terminal care depancs ypon the mestery of besic
clinical skills and their extension to the care of pegde who are dying aswell
as upon the megtery of spedific skills. Communication skills are high onthe
agata of essentid topics in terminal care education (Feld, 1993,

Training hes to ke added to the cumcula of undergraduates first. 10
define these training neads, ae must askwhat undergraduete terminal care
education is frying to adieve. Whet knowlede and skills are to ke



imparted? Whet nesds or ‘defidendes’ are to le addressed? Whet
persord effeds are sought? Whet mordl or ethical issues should e
addressed? In the WK there seamito ke tivee mainains: the acquisition of
the rlevart knonlede and technical skills of symptom maregerernt and
palliation (pain reliefis central); the inproverment of conmrunication skills;
and the balstering of students’ persoralfooping capeadties (FHeld, 1993).
Feld aso adds that the nost important influence upon the quiality of
terminal care is the aganizationd arrangement of thre work.

Training hes nat anly to be provided for undergraduites, but the
levels of anereness amog medical trained staff and anong other health
care dsaplines haeto lkeinoeasad  Pos-gradlete training should ke
introcuced after the necessary informetion hes een adlected by reliable
research methods, sothat training nesds can ke defined and curmicula
areated acoardingly.

In condusion | can say that medical and paranedicdl staff have to e
trained if palliative care will keinplemented. The besic principles of
palliative mediane and palliative care should e added to the existing
curmcula, sothat staffwill ke prepared to agoe with the pradens today ad
the future aes  Tre educationd goprcechis eminent in this issLe.
Training of physidans should aotain priority since they will ke the agents of
dance in the inplementation of palliative care in the health care system

The prddemis not anly amedicd ae it hes aso econoic ad
political implications.  Pdicy-ekers all over could meke use of avallable
metters. the VWarld Health Qrganization's Pain Ladder and the VWHO Canoer
Cae Han (Fdey, 1993, they could enoourage the legislation of essentidl
arugs sothat many mare pegde could have aosessto them
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In the W&, palliative care is coming to ke sssnas albbasic humen
right when curative careis no longer gpropriate. Is it not equially
gppropriate for those who have never hed the beneiits of modem mediane”?
Ceaty, for vast numbars in the less-davagped countries, alliation’ is all
they can hope for, yet nostwill never recave it. For themit presents nat
the final luxury’ but abesic human right which should ke necke avallable to
them (Doyle, Hanks & MecDoreld, 1993). This dso nears that
prafessionals should Lee the means avalladle. It is dear that evary
prograne dgpancs anthe degee ofits developant, the dgectives ad
avallae resources

Bacause of the tendency tonards a patermalistic gpprcadhin
medane in Thailand, the physidans have to ke corvinoed first of the nesd
for pdlliative care. If they do not suppart the initiative, nothing will dengg,
everybody will go anwith treating the terminally ill patient ‘asif aure would
le posside. At this point anewdimension is groning and visions are
changng: the beginning of palliative medidne is being applied in severd
hospitals, with meny difficuties, but with alarge amourt of persuasion.

Cultural aspeds ey play animportant rde: in Thalland it may
prove inpossible to st Yo apalliative care unit acoording to awestem
modd because the mgjarity of the peade bdieve that it will bring bed luck if
you enter anard where pegde de. Most pegde do not understand the
conoept of palliative e, they might understand that ahospce or a
palliative careward is the place for patients for whomthe dodtors ad
NUrses refuse to care
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It is of the umost impartance that physidans and ather hedlth care
professiondls redlize that the principles of palliative care are aplicale
wherever nen and waren suffer ad de. These prindples ae pain ad
Synptom contral, suppart and enpethy, spintual anereness, and teamt
caing. Pdliative medane is agaropriate for the pradtice of all dodiars
evaywhare, whatever their speaalty, whetever their culture and religious
beliefs. The relief of ueoessary suffering, whetever its causs, is the
concemofus all. It is indeed aredisoovery of age-dd truths (Doyle, Hanks
& MedDordld, 190

Reqde do nat nesd palicy dedsians to darge thelir behavior now it
doesnt take any nare tine than dready spert, it just takes sSme effort to
remeer the patient's neadks as ahuman being with hopes and fears. |
would like to end this peper with the words of a student nurse whowiate
this for her fellow students and the staff onthe ward as shewes dying

If anly we could be honest, bath adimit our fears, touch ae anather.
If you really care, would you lose so much ofyour velusble
professionglismif you even aried with e? Just personto persan’?
Then, it might nat be sohard to de. (p 26, Kulder-Rass, 1975
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