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Editorial
“Death is not extinguishing the light; it is putting out the lamp
because the dawn has come.” - Rabindranath Tagore
Palliative care aims at providing relief in every possible
manner to the patient as well as care giver. Research has
substantiated the idea that Palliative care is not only end of life
care. It has been proved that appropriate treatment not only
leads to improvement in life expectancy and quality of life but it
also leads to decreased health care costs. Palliative care is a team
work where there is an integration of expertise of professionals
from various disciplines to manage the complex needs of end of
life care. The team typically includes professionals from medicine,
nursing, social work, physiotherapy with additional support from
other fields like psychology as and when required [1-2].
A sound knowledge of medical ethics is essential for
transparency and understanding of decision making as
well as conflict management [3] .The latest guidelines of
bioethics available are the revision of the Declaration of
Helsinki, which was adopted in 2013[4]. The roots of these
guidelines of modern medical ethics can be traced back to “The
Nuremberg code” which was established in the immediate
aftermath of the Second World War [5]. There are four principles
of medical ethics: autonomy, beneficence, non-malfeasance and
justice [6-7].Autonomy empowers the patient. The responsibility
of making the patient informed about the condition lies with the
consultant. This information makes the patient an integral part of
the health care decision making but in certain conditions where
the patient’s intellect is compromised the care takers take this
role. This principle becomes especially difficult to follow when
the prognosis is poor. Beneficence and Maleficence are inter
relate principles as they have to be appropriately balanced for
appropriate decision making. Justice is about the availability of
health care. The issue of dignity, truthfulness and honesty are
the other additional important principles in this regard. Based
on these existing principles and with some new editions keeping
the cultural, racial and other differences in mind some of the
countries like Australia [8] have developed their own guidelines.

The movement of palliative care is fairly new in the
developing countries like India, Pakistan and some Middle
Eastern countries [9-12].A mapping project was commissioned
by the Worldwide Palliative care Alliance to present the
development of palliative care services in the world. The
report placed Afghanistan, Bhutan and Maldives in group 1(no
known activity), Pakistan, Bangladesh and Sri Lanka in Group
3a (isolated palliative care provision) and India and Nepal in
Group 3b (generalized palliative care provision) [13]. These
countries have their own set of barriers like poverty and lack of
education, awareness and resources. Lack of awareness among
professionals, administrators, educators and the public along
with narcotic regulation also add to the list of barriers [9]. At the
same time they also come with the unique strength associated
with an intact family structure and values and spiritual lifestyle
[13-14]. Because of the uniqueness of the ethical dilemmas
and issues of the region it is difficult to explain them with the
western model of palliative care ethics.
Autonomy in this context comes with its own understanding.
Firstly the decision making is not done by the patient alone.
This is a task which involves the family members as well as the
physician [14].Secondly the physician is considered next to God
[15]. On one side the decision making becomes easier because it
should only be guided by the sound medical knowledge whereas
on the other side the responsibility increases because the care
giver looks up to the physician for a magical solution to save the
patient’s life. This situation is the two sides of the same coin.
Thirdly family plays an integral role in all aspects of the plan
of management right from diagnosis to treatment. A number
of times care givers do not want the patient to know about the
details of the condition or sometimes even the diagnosis itself
[16]. Hence the concept of confidentiality is not completely
maintained either. This in itself raises important concerns and
issues for the Palliative care team.
Beneficence and Maleficence become difficult to apply as far
as pain management is concerned. There are unrealistic legal
restrictions in availability of opiates and there are a number of
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myths associated with drug dependence in the general public.
This has made pain management a very difficult issue. This
problem has been further exaggerated by the lack of awareness
amongst professionals regarding pain associated with end of life
[9,10,11]. Another aspect is home care in the traditional societies
where the family and the patient would prefer home care over
hospitalization. This leads to a decrease in quality of care which
could be imparted otherwise. But it also decreases the load
over the already overburdened health care services especially
wherever specialty palliative care services are not available
[9,17].

The principle of Justice also becomes relative. The resources
in these countries are limited and have to be distributed over
a larger population. Therefore the term ‘fair management’ can
be used. The costs of the management also need to be assessed
in comparison with the outcomes. Clinical decision making
becomes more difficult if the patent as well as the service
provider has limited resources [16].Fewer research in the area is
also responsible for the paucity of guidelines and evidence based
practice.
Directive or guidelines based on understanding of death and
dying, which is influenced by traditional value, culture and belief
systems, seems to be more apt to the situation and easier to apply
as well as to understand. The guidelines issued by Indian Society of Critical Care Medicine (ISCCM) and the Indian Association
of Palliative Care (IAPC) are definitely a major step towards the
establishing of the ethical guidelines [11] in India. Similar steps
are required by other concerned organizations of other countries
too. An inclusive model where religious and spiritual sensibilities
are also integrated in the system would make its application better and wider.
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