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President’s Note
President report

Apologies for the late newsletter. We have
been busy with ﬁnalizing the new website,
the forum in June and seeking ongoing
funding for Project Hamrahi. The latter
includes a grant application and approaches
to the Indian Consulate General for support
from the Indian community. To date, no new
funds have been forthcoming.
We propose to seek ﬁnancial support for
Hamrahi from the APLI membership and
will put this to the AGM in November.
Please try to participate in the AGM which
will be held by teleconference. Last year,
this was very well attended and we hope
to see a repeat of this in 2012.
Thanks to Sarah and our newsletter graphic
designers, Liz and Nick at NCPdesign for
their great work on this newsletter. Liz has
been doing our newsletter for many years
now, mostly on a pro bono basis and is very
committed to supporting APLI and its work.
Thank you, Liz.
We introduce a new member, Jenny Talbot,
in this newsletter. It is good to see more
nurses joining APLI. Please promote this to
your nursing colleagues.
Dr Meg Sands wrote and introduced Kate
Introna, an Australian palliative care nurse

Inside this issue
who has spent the last 10 years volunteering at an orphanage for children with
HIV in Thailand. Recently, Kate has been
working with a regional hospital to help
develop palliative care. Kate wrote to us
seeking a link for the Thai medical colleague,
Dr Srivieng in Srinagarin Hospital in Khon
Kaen Thailand. She wrote “I think what
is needed is volunteers coming to visit
regulalry and give clinical support to Dr
Srivieng. At present she is not able to leave
work as she has no one to replace her and
she would prefer if volunteer clinicians
could come to her service. Also she really
wants to support her nurses to visit a
palliative care service abroad but their
English needs to be improved ﬁrst”. Dr Meg
Sands has expressed an interest in linking
to Dr Srivieng and hosting visitors if and
when this is required. We welcome other
links to support Australians such as Kate
who are doing such wonderful work
developing palliative care in areas of need.
I hope to speak with many of you at the
AGM. If you have not received the notice of
this, please let me know. Please remember
also that you need to be a ﬁnancial member
to vote on any proposals. If you are unsure
of your membership status, please contact
Alan Hebb at alanhebb@bigpond.com to
conﬁrm ﬁnancial status.

Dr Odette Spruyt
President, APLI
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APLI website development
In conjunction with Monash University
website design students, APLI has had a new
website developed throughout the first half of
2012. Lead by their lecturer Mark Guglielmetti,
a class of website design students were asked to
design a website that encompassed the mission
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and direction of APLI. Many impressive and
inventive designs were created. The winner
was Millicent Rowlett who created a website
resembling a patchwork quilt symbolizing,
among other things, the interwoven lives that
mentors and their Indian counterparts share as
they develop palliative care international.
Please visit www.apli.net.au

Dr Odette Spruyt and Millicent at the APLI forum
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New member profile
Jenny Talbot

Jenny is the most recent APLI member. Below is a bit about her.

I have worked as a CNS in community
palliative care, at Sacred Heart Hospice,
Sydney for 15 years.

I volunteered in Sri Lanka after the
tsunami for 5 weeks as a labourer
assisting in rebuilding houses & temples.

My only experience of palliative care
volunteering is when I lived in Vietnam in
2005/06 as an expat. I was able to work
providing support for patients & providing
education to volunteers & staﬀ at Mai Ha
AIDS hospice in Cu Chi.

I am interested in volunteering with APLI
as it combines my interests of experiencing
diﬀerent cultures & using the skills I have
gained working in Palliative Care.

The problem of unrelieved pain
and its relation to international policy
By Dr Odette Spruyt
In 1961, the Single Convention on Narcotic
Drugs was introduced and adopted by the
majority of the world’s countries. It was
amended in 1972 and by 2006, had 181
country signatories ( Joranson et al., 2010).
The Convention describes the manner in
which controlled drugs would be managed
on an international scale, replacing the many
local and national treaties, initiatives and
programs, with the aim of facilitating international cohesion and commitment to minimising harm caused by misuse of controlled
drugs (United Nations, 1961).
Controlled agents are agents which are
controlled under the Single Convention of
Narcotic Drugs, the Convention of Psychotic
Substances, medications made from precursors regulated under the UN Convention
against Illicit Traffic in Narcotic Drugs and
psychotropic substances, and agents controlled under national drug laws and regulations (World Health Organisation, 2011).
The preamble to the Convention states
that “…addiction to narcotic drugs constitutes a serious evil for the individual and is
fraught with social and economic danger to
mankind”. This is the basic assertion of the
Single Convention and accordingly, most of
the 51 articles of the 1972 amended protocol
focus on the control and limitation of abuse
aspects of drug treaties. Article 4 identifies
the general obligations of signatory countries
as follows: “The parties shall take such
legislative and administrative measures as
may be necessary:
a) To give effect to and to carry out the
provisions of this Convention within
their own territories;
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b) To co-operate with other States in the
execution of the provisions of this
Convention;
c) Subject to the provisions of this
Convention, to limit exclusively to
medical and scientific purposes the
production, manufacture, export,
import, distribution of, trade in,
use and possession of drugs.”
(United Nations, 1961)

Efforts to develop policies in line with
Single Convention
Achieving Balance
“Balance” is an international medico-legal
principle which is central to effective drug
control policy. It refers to equipoise between
achieving access and availability of controlled
drugs for pain management and minimising
the harm caused by misuse, trafficking and
diversion of narcotics. While the Single
Convention sought to encourage safe drug
control policy which allowed adequate
legitimate use, the emphasis in regulatory
focus subsequent to the adoption of the
Convention was clearly to ensure prevention of abuse, to the detriment of legitimate
use. That is, there was an imbalance between
provision for medical use and prevention of
abuse.
These two objectives of narcotic control have
in many respects been treated as opposites
rather than complementary and part of
the same continuum and therefore there is
considerable tension arising in meeting both
demands. It would seem that current efforts
to redress the balance are about taking up the
need for opiates for pain control and that we

are far from reaching a new reality in which
suffering is removed by the emergence of a
new balance and wholeness(Cherny et al.,
2001).
Nevertheless, current efforts are vital as
opioid availability has been sorely neglected
by governments who have been intent
on satisfying the demands of the INCB
and demonstrating their commitment to
authoritative national drug control. Such
focus is understandable, given this has been
the visible dimension of nations’ accession to
the Single Convention, documented in the
annual reports which are published in the
public domain and against which countries
are called to give account for their practices.
Recognition of imbalance is not new. Since
1989, the INCB has been calling on governments to review their health care systems and
regulations, and to identify obstacles to the
use of controlled drugs for medical purposes.
In a series of special reports, including
“Demand for and Supply of Opiates for
Medical and Scientific Needs” 1989, and
“Availability for Opiates for Medical Needs:
Report of the International Narcotics
Control Board for 1995”, the INCB has
emphasised the importance of an adequate
supply of narcotics for medical purposes.
But these exhortations have not succeeded
in achieving the goal of adequate relief of
suffering from unrelieved pain. Included
in the “Availability of Opiates for Medical
Needs” report were the results of a survey
asking about “Factors that impede the
Medical Use of Opiates” to which 65 of 209
(31%) countries responded. Concerns about
addictions to opiates, insufficient training of
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The problem of unrelieved pain and its relation to international policy continued
health care professionals about opiates, laws
and regulations that restrict opiate manufacture, distribution, prescription or dispensing,
and reluctance to prescribe or stock because
of concerns about legal sanctions were the
4 most commonly cited barriers. Lack of
national policy or guidelines were cited by 4
(13%) of respondent countries (ref International Narcotics Control Board, 1995).
In 1999, “Freedom from Pain and Suffering”
was the theme of the first chapter of the
INCB annual report (International Narcotics
Control Board, 1999). Recommendations
made in this chapter included working with
WHO to deal with the negative factors
directly related to regulatory systems
(para.43), more active work in developing
countries to improve access to essential
drugs (para.45) and encouraging the opioid
manufacturing industry to make high quality
opioid preparations more affordable (para.46)
((International Narcotics Control Board,
1999)). As recently as 2012, in the Fiftyfifth session of the Commission on Narcotic
Drugs, Hamid Ghodse, the President of the
INCB, noted “The availability of narcotic
drugs and psychotropic substances for medical and scientific purposes is at the heart of the
international drug control conventions” and
that “Ultimately, the noble purpose of

international efforts to improve availability of narcotic drugs and psychotropic substances for medical and
scientific purposes is to relieve human
pain and suffering” (Ghodse, 2012).

The reports of the INCB which have focused
attention on the issues of availability of
opioids for medical use, have been guided
by the World Health Organisation expert
committee-produced monograph, Cancer
Pain Relief published in 1990 (World Health
Organization, 1990). The second edition in
1996 included a section on opioid availability ((World Health Organization, 1996,
World Health Organization, 1977)). In
these guidelines, opioids are cited as essential
drugs if pain management in cancer is to be
achievable. Without opioids, severe pain
cannot be adequately alleviated. Morphine
has been listed as an essential drug since
this list was first compiled in 1977 (World
Health Organization, 1977). In 2005, the
UN Economic and Social Council adopted a
resolution about the treatment of pain using
opioids, which recognised that “medical

Despite the clarion calls for improved
access, major deficits in supply and availability remain. In recognition of the role of
positive policy which enhances availability
and removes unnecessary barriers, WHO,
through its collaborating centre, the Pain and
Policy Study Group (PPSG), University of
Wisconsin, published guidelines for policy
makers, to assist them in assessing opioid
control policies in the light of the principle
of balance (World Health Organization,
2000). These guidelines are referred to as
a “policy changing tool”. They focus on
the availability, accessibility, affordability
and control of controlled medicines. The
imperatives contained in these guidelines
were updated and upgraded in “Ensuring
balance in national policies on controlled
substances” published by WHO in 2011
(World Health Organisation, 2011). The
paper acknowledges that overly prohibitive
regulations about the prescribing of controlled substances is a consequence of poor
understanding among policy makers about
the benefits of controlled substances used in
a clinically sound and informed manner.” To
address these issues policy makers need to go
a step further than relaxing regulatory restrictions to availability: they should devise and
implement enabling policies that promote
widespread understanding about the therapeutic usefulness of controlled substances
and their rational use”. As Gilson noted in
2008, the addiction terminology and lack of
policy promoting effective pain management
are two key aspects of pain policies in need of
reform (Gilson, 2008). The revised WHO
guidelines will form the basis of future work
of the PPSG in the international efforts to
restore balance and achieve greater cross
national consistency in drug control policy
and opioid availability.

Evidence of poor opioid availability and
trends over past 20 years
The INCB publishes opioid utilisation
statistics of all signatory countries, including whether or not national statistics have
been reported. The PPSG in turn, publishes
both global and country-based summaries
of these statistics in an easy-to-locate and interpret form. Included in the country summary are opioid consumption data reported
in mg/person trend graphs from 1980 to
2008, for each principal upload reported
by that country, upload consumption in
morphine equivalence, status of adherence
to the Single Convention in terms of estimated requirements and whether a report
was received (Pain and Policy Study Group,
2012). For example, the country profile
of Nigeria shows adherence to the Single
Convention and its amendment, submission
of data for 2009 but no receipt of estimates
for 2011. Observation of the trend of consumption of morphine equivalence (ME)
since 1980 shows decreasing consumption
per capita and very patchy reporting of data
to the INCB. Likewise, the trend graph for
India shows improved ME during the early
1980s, but with a sudden fall off in the late
80’s which continues throughout the 1990’s
with a temporary increase in 2007 (Fig 1).
The accuracy of the data depends on the
compliance of the reporting authorities and
must be interpreted with some caution.
While opioid consumption is not able to
clearly reflect the quality of pain management, it is nevertheless used as a critical
statistic to reveal the status of pain management and palliative care development internationally. The marked regional and global
variations in opioid consumption have led
to increasingly urgent advocacy for better
pain relief for the majority of the world’s
population for whom access to essential
medicines is lacking.

Figure 1

use of narcotics is indispensable for
the relief of pain and suffering, that
low national consumption of opioids
is a matter of great concern, and that
opioids such as morphine should
be available at all times in adequate
amounts and appropriate dosage
forms to relieve sever pain” (UN
Economic and Social Council, 2005).
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The problem of unrelieved pain and its relation to international policy continued
Groups such as Human Rights Watch
((Human Rights Watch, 2009), the
International Association of Hospice and
Palliative Care(Vignaroli et al., 2012), the
UN Economic and Social Council ((UN
Economic and Social Council, 2005) and
the International Narcotics Board itself
(Drug Control and Access to Medicines
Consortium, 2009) have repeatedly stressed
the importance and the crisis of poorly
relieved pain and the need to alter national
policies and laws which are outdated and
are a cause of intolerable suffering. To date,
for the large part, such calls have fallen on
deaf ears of policy makers and those charged
with responsibility for making such changes
a reality.
The PPSG/WHOCC has developed a
report describing the “essential elements”
of a modern national drug control policy
which meets the requirements of the Single
Convention and the obligation to ensure
controlled drug availability ( Joranson et al.,
2010). Key aspects of Model Guidelines are:
1. Pain management is important and
integral to the practice of medicine
2. Opioids analgesics may be necessary
for the relief of pain
3. Use of opioids for non legitimate
reasons is a threat to the individual and
to society.

4. Physicians have a responsibility
to minimise potential for abuse
and diversion
5. Physicians will not be sanctioned
for prescribing opioids for
legitimate medical purposes.

Morphine immediate release

However, Joranson expresses caution about
the idea of development and simple transfer
of such policy across national boundaries.
As he states, “Each country has its own
cultural history and health care systems.
Their laws are so unique that wholesale
replacement with a one-size-fits-all is not
likely to be accepted”. There is to date, no
national opioid policy in Australia, with
some initial work floundering for lack
of funding and prioritisation. We would
do well to develop such a policy in order
to carefully navigate the complex waters
between abuse/diversion and access for
medical and scientific purposes, especially as
the opioid consumption in Australia is now
one of the highest in the world and there
are mounting anxieties about long term
impact of chronic opioid consumption. As
always with such concerns comes the risk
of creating barriers to legitimate access and
compounding of complexities for patients
and their carers at the end of life.
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A visit to the Cachar
Cancer Hospital and Research
Centre by members of
Australian Palliative Link
International (APLI)
– A recent milestone
Dr Iqbal Bahar
The Cachar Cancer Hospital and Research
Centre is a 63 bed rural centre located on the
outskirts of Silchar town in southern Assam in
India. It was established in 1996 by the Cachar
Cancer Hospital Society, which comprised of
members from the lay community several of who
had family members with cancer with whom they
had to travel to distant places for treatment. It is
one of the two comprehensive cancer centres in
the north-east of India. It serves a geographic area
that is relatively less easily accessible and a population that is extremely poor and underserved.
The department of pain and palliative care was
established in 2009 with a generous grant from
the Indo-American Cancer Association. To start
with we had only few nurses and a program
coordinator in addition to me. Since then the
department has been growing steadily with more
numbers of patients started pouring and more
numbers of staff being recruited.Now we have a
program coordinator and 10 nurses who serve
in the palliative care division. We run an outpatient service and a 14-bed in patient facility.
The visit by palliative care specialists Dr. David
Brumley, Dr. Oliver Haisken and specialist nurse
Sarah Corfe – members of Australian Palliative
Links International (APLI) as the part of Project
Hamrahi was a meaningful exercise in context of
the fact that it helped us in many ways to realize
our shortcomings, to know about the western
methods of palliative care delivery, exchange
knowledge, share the common problems faced
in palliative care delivery, and to break our
loneliness and burnout.
Carrying out ward rounds with Dr. Brumley and
Dr. Haisken was a rewarding experience. Seeing
patients in the palliative care OP with them
enhanced my communication skills. Home visit in
remote areas with them gave me a renewed energy.
Sarah’s spending time with the nurses was very
fruitful. She could share and convince the nurses
that the challenges and burnout encountered by
the nurses in western countries are similar to us.
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Nurses felt more empowered and confident after
talking with her.
Human resources are the biggest problem in the
region. It is difficult to find trained palliative
care nurses. We therefore had/ have to choose
ANMs and dhais (informally trained midwives)
and train them in house. Their lack of formal
training coupled with their limited command
over English and Hindi makes this kind of
training a formidable challenge.
So like previous year, an in-house six weeks basic
certificate course on palliative care was carried
out to train nine of our nurses and this time we
were glad that APLI members conducted the
concluding oral and theory examination. All of
the nurses passed the exam with flying colors.

Dr Iqbal Bahar, Sarah Corfe and
Oliver Haisken

‘...very important aspect
of their visit was local
community engagement”

One of the very important aspect of their visit
was local community engagement – improving
the general understanding of ‘What is Palliative
Care?’, which was done through media interviews, doordarshan by speaking to community
members and NGOs of the region. The fact
that doctor from overseas talking and delivering
lectures about the importance to palliative care
helped in no small measure in convincing the
general public and the medical workers in the
importance of the specialty.

much supportive of the whole program and was
always inspiring and giving us ideas.

Some of ideas suggested by the APLI team such
need for transition from in-patient care to community based care, prescriptions to be written
in local language, overlapping shift hours for
nurses to allow for teaching time, to create a map
of patient residences during house visit, to try
and develop a neighborhood network on the
lines of Kerala in our set up were eye opener
and many of those ideas were implemented into
action.

Head Pain and Palliative Care

Dr. David, Dr. Oliver and Ms Corfe – We
appreciate every bit of your effort that went into
your visit and all of your constructive inputs.
Thank you also for offering to support the
education of two of our two nursing staff at
Trivandrum. We look forward to see you again.

DR. H M Iqbal Bahar MD
Cachar Cancer Hospital and Research centre
Silchar, Assam, India

We are thankful to the efforts Dr. M.R.Rajagopal,
chairman of Pallium India who helped us in
bringing the Project Hamrahi in this remote
part of the country. Our director Dr. Ravi
Kannan, a surgical oncologist was very
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Collaborating to develop palliative care in low
& middle income countries
About 10 million people are diagnosed with a
cancer in the world each year. Around 5.7 million
(LMIC)
of them are in Low and Middle Income Countries
PROJECT“SHANTHI”-SRI LANKA
Dr.Suharsha Kanathigoda
Australian Palliative Link International (APLI)- Melbourne,
VIC, Australia.
Calvary Health Care Sydney, NSW, Australia.

(LMICs). Due to financial, social, cultural, political
and other constraints, most cancer paients in LMICs
do not get proper and/or adequate cancer
treatment. Therefore they have a greater need for
palliative care, much earlier than their
counterparts in High-income countries.

Proper palliative care is a human right. Therefore countries with more
developed palliative care systems have a moral obligation to assist the
LMICs in developing their own palliative care systems.

APLI will now collaborate with the Trivandrum Institute of Palliative
Sciences (TIPS) (WHOCC) in India to conduct palliative care courses
for doctors and nurses from each district in Sri Lanka.

Presently Sri Lanka has two hospices run by NGO’s and has no
community palliative care.

APLI will provide “Shanthi” scholarships to the doctor/nurse teams to
attend these courses in India.

There is no formal training in palliative care for doctors, nurses or allied
health professionals.

After the teams return to their respective districts, mentor teams from
Australia through APLI will visit them in Sri Lanka to mentor them in
their own environments.

With the help of the WHO and IAEA, Sri Lanka has developed a National Cancer Control Program with four key areas. They are: Screening,
Early detection, Treatment and Palliative Care.
Australian Palliative Link International (APLI) is collaborating with
other WHO Collaborating Centres (WHOCC) to develop Palliative
Care in Sri Lanka, within their National Cancer Control Program,
through “Project Shanthi”.
Initially at the invitation of the National Cancer Control Program
(NCCP) of Sri Lanka and the Sri Lanka Medical Association, a Palliative
Care physician from APLI attended the first ever Palliative Care Symposium and workshop conducted in Sri Lanka as part of the Sri Lanka
Medical Association annual sessions in 2011.

Another WHO Collaborating Centre -The Pain and Policy Studies
Group (PPSG) of the University of Wisconsin in USA has awarded the
2012 International Pain Policy Fellowships (IPPF) to two doctors nominated by APLI and the NCCP of Sri Lanka to improve opioid
availability in Sri Lanka.
Collaborating with
regional and international centres is
important to develop
palliative care
in LMICs.
Dr Suharsha
Kanathigoda

Developing nations program
Dr Sanjay Dhiraaj, COSA Fellow
The Clinical Oncological Society of Australia (COSA) provides support for mentoring programs for health professionals
working in cancer related disciplines from
the Asia Paciﬁc Region. Funding is provided to support visiting fellowships for up to
three months, and are for mid-career professionals to undertake an observership at
a cancer centre or institution in Australia.
The aims & objectives of the fellowships
are to foster and enhance knowledge and
expertise, establish stronger ties and partnerships with new and developing cancer
centres in the region and to identify areas
and strategies for future professional
development and research.

The APLI News Volume 16; Issue 2 October 2012

Dr Sanjay Dhiraaj was the successful
applicant for the COSA Fellowship, with
host and mentoring institution, PeterMacCallum Cancer Centre, Melbourne.
He will undertake the fellowship from
17.10.12 to 28.12.12. His fellowship will
be based with the consult service at
PeterMac with links to community and
hospice services in Melbourne.
Dr Sanjay Dhiraaj is an Additional Professor, Department Anaesthesiology, Sanjay
Gandhi Postgraduate Institute of Medical
Sciences, Lucknow, Uttar Pradesh, a position he has held since 2010. Prior to that,
he was Associate Professor at the SGPIMS
since 2003.
In 2009, he undertook the 6-week training
course run by the Trivandrum Institute of

Dr Sanjay and family
Palliative Sciences, Trivandrum, Kerala.
He is currently pursuing the MSc in
Palliative Medicine from Cardiﬀ University, Cardiﬀ, UK. Since receiving the
TIPS training in palliative medicine, he
has lead the development of palliative
medicine at SGPIMS and spend 80% of
his time providing and developing
palliative medicine services at that
Institute.
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Developing nations program continued
His aims for this Fellowship are

The Palliative Care service currently consists of a regular out-patient clinic 6 days
a week and are doing regular home visits
to patients in need. It is in the process
of establishing an inpatient facility cum
training centre. Dr Dhiraaj has organised
a number of training workshops over the
past 4 years, with international faculty
such as Dr Mhoira Leng, as well as
Professor Rajagopal from TIPS.

·
·
·
·

to observe and learn how patients
are managed in the hospital and
community
to observe the spectrum of palliative
care in Australia
to observe how patients are managed
throughout their trajectory of illness
to observe and participate in the
teaching and training program at
PeterMac with a view to helping
develop the training centre at
Lucknow

·
·

to undertake further communication
training and pain and symptom
management experience
to further develop skills in end of life
care

We hope that this Fellowship will lead
to enhanced mutual understanding
of the scope of practice of palliative
medicine and an ongoing relationship
with the SGPIPM with possible training
oppor-tunities for Advance Trainees
in Australia.

News updates
Palliative Care Award 2012 of INR
100000 Rs. and Plaque for South East Asia
Region instituted by Cancer Aid Society
Cancer Aid Society is an ISO 9001:2008 Accredited, National,
Secular, Social Charitable Organization, working since 1987 on
Palliative Care, Tobacco Control, Advocacy, Prevention and
Control of Cancer and Non Communicable Diseases in tune
with the guidelines of National Cancer Control Program of the
World Health Organization.
Application/ Nominations are invited from Doctors, Paramedical Staff and Social Workers with “Demonstrative Leadership
in the field of Palliative Care for the Cancer Patients” from
India, Bangladesh, Bhutan, Nepal, Pakistan, Afganistan and
Sri Lanka.

Application can be made by filling this form
along with the references and verifiable evidences
through media and pictures in order to identify the
leadership of the applicants/ nominees.

Last date of Application is 12.00 Hrs. (India Time)
of 30th November 2012.

CAIDS Palliative Care Award – 2012
(Rs. 100000. and Plaque) will be presented at the
20th International Conference of the Indian Association of
Palliative Care
– February 2013 to be held at Bengaluru India.

NEWS UPDATES

The rest of his time is spent as a perioperative physician.

2011 Award went to Dr. Bishnu Dutta Paudel of Nepal.

Project Hamrahi Mentors
There are Indian services requesting links with Australian doctor/nurse teams, through Project Hamrahi.
If you are interested in volunteering your time and expertise, please contact APLI on
alanhebb@bigpond.com to find out more.

Australasian Palliative Link International
2012 Forum

Partnering across the Asia- Paciﬁc
On the 30th of June the APLI forum themed ‘Partnering Acrss the AsiaPacific was held at Peter MacCallum Cancer Centre. The forum, attended by
a number of important figures in Palliative Care, offered an opportunity for
networking and discussion.

The forum was heralded a success by all and delegates agreed another forum
would be held in 2013.

Discussion was centred around preparing mentors for the challenges of trips
and development of APLI’s activities. Guest speakers, providing insight into
their mentor experience were Gaye Bishop and Joan Ryan.
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Tiffins for sale!

APLI has received a donation of Indian tiffins.
These would make a great gift for Christmas, wedding or birthday present.
These are great ways to bring food for your own family picnics or
to a group dinner. Eco-friendly and stylish, these tiffins stand
the test of time. We have two types, the 4-tier pyramid and the
family stack, both pictured here with prices.

Family
stack set

The family stack comes with 6 plates. If you would like to place an

55

order, please contact alanhebb@bigpond.com

$

Postage will be charged extra.
4-tier
Tiffin set
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$

Websites of interest

The Canadian Virtual Hospice

ite+Navigation/Home.aspx

http://www.virtualhospice.ca/en_US/Main+S

personalized information about palliative
The Canadian Virtual Hospice provides support and
h care providers, researchers and educators.
and end-of-life care to patients, family members, healt

Conferences and events
WORLD HOSPICE AND PALLIATIVE CARE DAY
13 October 2012
Reaching Out: 2012 NSW State Palliative
Care Conference
31 Oct - 2 Nov 2012
Dubbo, NSW
http://palliativecarensw.org.au/site/events/event/2012nsw-state-palliative-care-conference/18

20th INTERNATIONAL CONFERENCE
of the Indian Association of Palliative care
8 - 10 February 2013
Bengaluru, Karnataka, India
APLI AGM
5 November 2012, 20:00 EST
Details for teleconference to be sent to
members soon.

Looking for a different Christmas present idea?
Make a donation to APLI on behalf of a loved one.
The funds will contribute to strengthening projects such as Hamrahi that are working
towards bettering Palliative care in India.
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Calendar
of events

http://who.int/cancer/palliative/en/

DIRECT DEBIT TO:
Name: Australian Palliative
Link International
BSB: 063806
Account: 10160981
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