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INsIde thIs Issue

Welcome to the June, 2015 edition 
of the APLI newsletter. We hope you 
enjoy reading about new and exciting 
developments in palliative care in the 
northern province of Sri Lanka, possible 
with the current stability in this region. The 
stark poverty and extent of suffering in 
this area of Sri Lanka is revealed through 
the work of the community branch of the 
new palliative care team who are visiting 
patients and their carers in their homes 
and witnessing the lack of basic amenities 
including adequate, safe water supplies.  Dr 
Ranjan Mallawaarachchi, the oral-maxilla-
facial surgeon who is pioneering palliative 
care in this province, was introduced to 
palliative care by Dr Suharsha Kanathigoda, 
APLI executive member and founder of 
Shanti Foundation. Suharsha has worked 
tirelessly over the past 4 years, to drive the 
development of palliative care in Sri Lanka, 
and his efforts are certainly producing 
wonderful results. 

In keeping with our focus on Sri 
Lanka, where the dominant religion is 
Buddhism, we also feature an article titled, 
Emergency Buddhism: Part II, written by 
Dr Brett Sutton. This article was originally 
published in Mandala magazine, in 2008 
and reproduced with permission in our 
newsletter. Brett leads a working group of 
APLI and ANZSPM representatives, which 
aims to develop guidelines for end of life 

care for humanitarian organisations. His 
reflections on his work as an emergency 
physician remind us that compassion 
and commitment to patient end-of-life 
care extend far beyond the specialty of 
palliative care. 

We introduce two new mentors, Lisa 
King and Niamh O’Connor, who will 
accompany David Brumley on his third 
trip to work with Dr Iqbal Bahar and his 
team at Cachar Cancer Hospital, Assam, 
India. 

For your diaries: the APLI forum will be 
held in Melbourne on 31 August, just 
before Palliative Care Australia so if you 
can spare another day that week, please 
join us. The forum will focus on Becoming 
a Mentor so is a great opportunity for 
those of you who would like to become 
more involved. 

Odette Spruyt

“New and exciting developments 
in palliative care in northern 
province of sri Lanka”

Volume 19 - Issue 2 
JuNe 2015
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rEtUrN 
to 
cacHar 
caNcEr 
cENtrE

David Brumley will be returning to 
Cachar Cancer Centre, Assam, from 30th 
November to the 11th December, 2015. 
He will be taking a new team with him on 
this third visit. Dr Niamh O’Connor has had 
medical experience in Tanzania and later in 
Uganda, where she trained with Dr Anne 
Merriman. This will be her first visit to India. 
Lisa King has a strong record in palliative 
and oncology nursing and education, and 
will accompany David, along with Joan 
Ryan, specialist palliative care nurse from 
Sydney, NSW. 

Dr Niamh O’Connor
I’m from county Kerry in the southwest of Ireland. I studied medicine and completed all 
of my medical training including specialist training in Palliative Care in Ireland. I also did a 
Masters in Medical Ethics and Law- my thesis theme being Justice in Advanced Cancer. 
Following completion of this I relocated to Australia in 2014 and worked as a Palliative 
Care Fellow in Barwon Health, Geelong for a year. I am now working as a Palliative Care 
specialist in The Royal Darwin Hospital. From here we cover all of the Top End rural and 
remote communities. It constantly amazes me how many similarities there are between 
remote communities in Australia and those I have worked with in the developing world.

My interest in working and supporting important initiatives in the developing world 
was sparked when I first travelled to Zimbabwe as a teenager to visit my brother who 
was working there. In university I was an active committee member on our fundraising 
project (Surgeon Noonan Project) to send funding and enthusiastic medical students to 
AfricaThrough this project I did my medical elective in Mwanza, Tanzania and was blown 
away by the enthusiasm of my colleagues despite their hardships. During my training in 
Palliative Care I had the privilege of working in Hospice Africa Uganda in Kampala with 
the wondrous Dr. Anne Merriman for 6 months. Her ability to structure palliative care 
provision to suit its location and her drive to legalise opioids on the continent of Africa is 
quite incredible. Her work has and will result in comfort for millions.

I remained an active member on the Hospice Africa Ireland Committee from 2007-2014. 
I was delighted to learn of APLI through Dr.David Brumley and Dr. Rosalee Shaw. I think 
that we are privileged to live in lands of plenty. The concept of justice is very important to 
me in my practice. I believe that everyone should have access the care they need despite 
location or wealth and I feel lucky to have the opportunity to offer support and experience 
to those who share this goal

Dr  Iqbal Bahar, 
Cachar Cancer Centre

iNtrodUciNg NEw mENtors



3APLI Newsletter  Volume 19 - Issue 2 - JUNE 2015

ProjEct HamraHi Cont’d from page 2

Lisa King
I am a registered nurse with twenty-five years of cancer nursing experience in the UK and 
more recently in Australia. My passion for cancer nursing developed during my training and 
has continued throughout my career. Since completing a Diploma in Cancer Nursing at the 
Royal Marsden Hospitals in 1994, I have gained experience in a variety of clinical settings 
caring for patients with many tumour types. Spending time in oncology and haematology 
outpatient units, I gained various clinical skills and an appreciation for educating/training 
other practitioners. I firmly believe that palliative care can benefit patients and their loved 
ones throughout treatment. In 2012 I completed a Master of Nursing.  I currently work 
for a cancer treatment resource website, overseeing medical oncology chemotherapy 
protocols and nursing content; working collaboratively with Australian cancer clinicians to 
ensure that the content is contemporary, evidence-based and relevant to clinical practice, 
therefore continuing to assist cancer patients and clinicians in a different way. 

I have a passion for travel and experiencing different cultures having visited India previously. 
I am acutely aware of the privilege afforded me by birthplace and seek ways to give back. 
I am a humanitarian, passionately driven to redress inequities in health. The APLI project 
Hamrahi has offered an opportunity to share my knowledge and skills to empower the 
cancer care team towards better outcomes for those in their care. I believe it is a privilege 
to care for people at the end of their life and support their loved ones during this time.

PaLLIatIvE CaRE IN PatNa, BIHaR, INdIa
To date, this remains poorly developed, 
despite efforts of Dr Rajesh Singh and 
colleagues at the Regional Cancer Centre, 
to raise awareness of palliative care and 
promote developments at the Indira 
Gandhi Institute of Medical Sciences, Patna.
Dr Rajesh is the secretary of the East 
Oncology Group and is organising an 
annual conference ONCOCON 2015 in 
August in Patna. Dr Spruyt has agreed to 
attend and speak on Palliative Care at this 
meeting which will be attended by over 
100 oncologists and allied specialists from 
different parts of India as well as other 
international speakers. 
In addition, Dr Rajesh hopes that with the 
expansion of the RCC unit as the state 
of Bihar cancer centre, that palliative care 
development will be strongly supported 
also. Given the multiple needs on all fronts 
of health care in Bihar, cancer services 
compete for resources and administrative 
attention and progress is slow at present. 
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APLI wrote to the Nepali Palliative Care 
Association secretary,  following the 
devastating Nepali earthquakes and 
received the following response from Dr 
Paudel:
I want to express my sincere thanks for 
asking our need at this point of difficult 
time. I will talk with my palliative care friends 
and write back to you. But we will like keep 
in touch with you and your organization 
in future also to develop palliative care in 
Nepal.
People of Nepal are slowly recovering from 
this tragedy. Help from different part of the 

world including Australian Government 
has been arriving. Shelter for those who 
have lost their homes is important besides 
food and medicine.  I hope with coming 
donation these problems can be addressed
With kind regards

Bishnu 
Dr. Bishnu D Paudel, Professor of Medical 
Oncology,National Academy of Medical 
Sciences, Senior Vice President, Nepalese 
Association  of Palliative Care, Kathmandu, 
Nepal

ProjEct HamraHi

The forum will be held on 31st August, 
in Melbourne, Victoria. The theme is 
“Becoming a Mentor”. 
The APLI AGM 2015 will be held in 
conjunction with the forum.  
As many people will be attending the 
Palliative Care Australia conference in 
Melbourne from 1st to 4th September, 

we hope that you will be able to extend 
your visit to Melbourne by one day and 
participate in the APLI forum. 
For further information about the program, 
please watch the APLI website over the 
next month, for updates on speakers and 
program.

NEPaLI  
EaRtHquaKE

aPli forUm, 2015

APLI forum, 2014

Dr Rajesh Singh with elderly patient and family, 
Palliative Care OPD, IGIMS, Patna, 2011
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The historical Buddha first witnessed the 
suffering of the real world when he saw a 
birth, an old person, an ill person and a dying 
person. He realised that suffering arose out 
of those conditions and our response to 
them. He would spend many years leading 
a life of extreme deprivation and asceticism, 
only to discover that the suffering in his life 
had not been transformed or ameliorated. 
A point came in which he determined that 
he would sit and meditate and not cease 
until his enlightenment. And so, after many 
years of meditation, it came to be.
Given that we cannot change the reality 
of the existence of such life circumstances, 
we are left with our response to them. 
As doctors, we spend our working lives 
fighting the effects of an aging body, or aging 
mind. We identify illness, choose the most 
appropriate treatment, and institute it. We 
also have a real awareness of the inevitable 
march of time, of the inevitable effects of 
aging and disease progression. So hopefully 
this brings us a sense of proportion in the 
way that we treat patients’ conditions.

The twentieth century brought 
inconceivable advances in medicine, and 
public health, that almost doubled life 
expectancy. Infectious diseases and acute 
bacterial illnesses were a scourge of a 
century ago. That we have overcome many 
of them is a testament to modern medical 
knowledge and advances in living conditions. 
A consequence of such advances, however, 
is that chronic, degenerative and incurable 
conditions play a larger role in our lives, 
especially for the elderly. 
Increasingly in Emergency Departments, 
I see patients with what amounts to a 
deterioration of a chronic condition, or 
multiple chronic conditions. I find myself 
treating the aggravating factors, but without 
any real expectation of improving quality 
of life. Of course, one is free to live with 
whatever quality of life one chooses, and 
medical outcomes are very difficult to 
predict, but many patients are not free to 
choose. Some deeply unconscious patients, 
or patients mute with dementia, have come 
to me in the Emergency Department, 
purportedly for life-saving treatment. 
Sometimes they arrive from nursing 
homes after years of incapacity. Often the 
nursing homes are simply responding to 
the requests of family or the patient’s local 
doctor. Sometimes, because there is no 
‘living will,’ they are obliged to seek further 
treatment. Sometimes also, the intent is for 
patients to receive palliation and to die in 
hospital. I genuinely feel that emergency 
treatment or dying in hospital is sometimes 

appropriate; but that for many patients, 
transfer to an unfamiliar, sterile and strange 
environment does not serve their interests 
well. 
Obviously we live in an era where the 
extended family is no longer the norm. 
We don’t care for our family members at 
home when they are very ill. And, by and 
large, they do not die with us at home. 
Death has become a distant event for 
us, institutionalised and hidden away. This 
makes it harder for us to feel comfortable 
dealing with such issues at home. And that 
is why, I feel, a societal shift in thinking needs 
to occur in which we see death as a natural 
event, and engage with it meaningfully. 
There is, I believe, a real alternative for the 
ill which has been little explored in this era 
of medical intervention, high technology 
and institutionalisation of the elderly. 
There could well be more support of 
residential care facilities to provide simple 
medical treatment or palliation where 
appropriate. This can be said of support 
to families also. Another great need is for 
living wills, or medical powers of attorney, 
to become widespread. This would 
help prevent unnecessary or unwanted 
transfer to hospital, or active treatment, or 
resuscitation. We should be more willing 
in Emergency Departments to discuss 
resuscitation issues very early with patients, 
even if not seriously unwell. It helps to 
normalise the issue, and often patients give 
vent to something they have wanted to 
discuss for a long time. 

UPdatEs from tHE rEgioN

EMERgENCy  
BuddHISM:  
PaRt II 
 
 this article was originally published in Mandala, april-May 2008 
 fpmt.org/mandala. 

dr. brett sutton explores the connection between Buddhism and Emergency Medicine.
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I often see great relief in patients who have 
the opportunity to talk about the issue of 
resuscitation, yet just as often see patients 
who are obviously thinking about it for the 
first time in their lives. The consequences of 
having no plan, I feel, are too great to simply 
ignore through one’s life. I tell my patients 
that, even at a mere 38 years of age and 
feeling perfectly fit and well, I myself have 
a living will. Simply because the issue is 
too important to leave to chance or to 
strangers who do not know my wishes 
with regards to resuscitation. Any one of us 
could die at any time, I tell them, and though 
unlikely to occur, serious illness demands 
very important decisions. A medical 
power of attorney allows one to specify 
treatment, thresholds for withdrawal of 
active treatment, resuscitation wishes, and 
even religious observances in one’s last 
hours or days. You might well ask yourself if 
you would be happy being allowed to die 
if in a persistent vegetative state, or on the 
contrary kept alive in the same situation. 
And if you were suffering a catastrophic 
stroke and unable to communicate but 
were aware of the world around you, 
would you want blood transfusions, 
antibiotics, surgery? The potential questions 

are endless but the general principles of 
care can, I believe, be readily clarified in 
most people’s minds.
Compassion

Compassion is often defined as the 
capacity to ‘feel with’ or ‘the heart that 
trembles in response to pain.’ Yet it would 
be a misconception to think of compassion 
in the Buddhist context as merely a feeling. 
It arises in knowing that one is part of a 
greater whole and is interdependent 
and connected to that whole. It derives 
from practiced meditation and requires 
transcendental wisdom. It is much more 
a profound intellectual realization than 
a feeling. It is far removed from grasping, 
self-seeking emotion. Indeed it may appear 
to lack passion or even warmth. It should 
perhaps then appeal to those of us – such 
as doctors – who enjoy evidence-based, 
scientific reasoning. Compassion arises from 
the transformative realization of others’ 
suffering and the need to transmogrify it. 
It is boundless in scope and given without 
expectation of reciprocity or reward. The 
evidence before us is the same as that 
which confronted the historical Buddha 
Gautama – suffering fills the world and 
we require a path of liberation. And the 
solution was evidence-based. Buddhism 
tells us that the worth of the teachings 
should not be accepted by reading, or 
even by the words of the wise, or a guru. 
The worth must be experiential – through 
our own practice and reflections on our 
transformation. It is in the transformation 
of our thinking, acting, motivation, and of 
our suffering. Compassion is both the 

means by which we can seek liberation 
from suffering for others, and for ourselves. 
It is the antidote to our own suffering. In 
that sense it is self-serving, yet not selfish. 
It helps fulfill our own wish to be happy 
whilst seeking the same for others. How 
fortunate that the world is thus!
dzogchen Practice

Our habitual ways of thinking, our 
conceptual frameworks, our automatic 
emotional responses – these are all deeply 
engrained in our way of being. If we seek 
to change them for the better, that change 
will not come through desire alone. No 
doubt determination and motivation 
are important, but a real transformation 
requires effective tools for such change. 
The Vajrayana lineage of Buddhism in Tibet 
has specific tools to help bring about such 
change. It is known as Dzogchen practice. 
When I first learnt of these practices, I 
did wonder to myself how an essentially 
intellectual process could be used to 
inculcate compassionate thought in us. 
Of course it is not merely an intellectual 
exercise. After all, one is attempting to alter 
the deeply ingrained ways of thinking and 
feeling that have had a short lifetime to 
take root; the antidote must both break 
down these mental habits and construct 
new ways of being. So it seems appropriate 
that there is an intellectual dimension to 
such practices.
I remember an awful day in ED when an 
eighteen year-old girl came in after a car 
accident. She was horribly injured and, 
despite everyone’s efforts, she died in 
surgery. I will never forget seeing her family 
with the surgeon to give them the news, 
and seeing the surgeon cry afterwards. I 
decided to go to the funeral the following 
week, for the family’s sake. I had only 
recently learned of Dzogchen teachings 
and so brought into my mind the practice 
at a time when a family was feeling such 
pain. I saw the father, consumed in grief, 
and visualised loving kindness pouring 
out to him and his family. One Dzogchen 
meditation asks us to make ourselves equal 
with others. This practice reminds us that 
we are all members of the human family, 
all sentient beings, all seeking happiness 
and avoiding suffering. In modern Western 
psychology, it is called ‘similarity’ and is our 
mechanism of finding empathy with others. 
Of course there is nothing magical about 
this practice but it is intended to make one 
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always mindful of the need to empathise 
with others’ suffering. We all engage in 
similar actions often, but we can forget 
when we don’t naturally feel a kinship 
with others, or don’t identify with them by 
virtue of race or religion or background, 
when we don’t find that ‘similarity’. 
Another meditation involves exchanging 
oneself with others, and so I exchanged 
myself with this brave father. The practice 
doesn’t evoke pity; it is an antidote to pity. 
For it is not pity we seek when we grieve, 
it is loving kindness. Of course, in a way, 
we all practice a kind of Dzogchen often. 
Yet there is a practical, straightforward 
method in Dzogchen which brings to 
the practitioner a means of cultivating 
compassion towards anyone, even our 
enemies. It is said that we should treasure 
our enemies for they, more than any 
others, teach us tolerance and forbearance. 
 

Impermanence: death and dying

Buddhism states that there is much 
to be gained from contemplating our 
deaths; the nature and inevitability of 
dying, and becoming at ease with the 
idea of our transient existence. The idea 
of Impermanence is central in Buddhism 
– that all phenomena, all existent things 
are transient. A conception of anything 
as permanent is delusion, for nothing is 
immutable. Indeed, for Buddhists, nothing 
has an independent existence but rather 
is interrelated and contingent upon all 
other things. And so it is for us and our 
lives. This too must pass. So in Buddhism 
all things are seen to have no independent, 
objective reality. The phenomenology that 
we call the world is actually an illusion that 
our mind regards as real and independent 
and concrete. Buddhists are taught that all 
things are transitory, that all phenomena 
come, and go. In respect of our own lives, 
this too can be seen to be in a constant 
state of flux. Within our lives there are 
undoubtedly periods of enormous change. 

These are referred to as Bardos, and the 
most important of these is surely the Bardo 
of Dying. It is therefore seen not as an end, 
but as a time of enormous transition. 
Think about this: If something were to 
come to each and every one of us, without 
exception, why would we not come to 
terms with it? Yet many of us either don’t 
contemplate it at all or conceive of it with 
fear and denial. Some have even planned 
to freeze themselves to attempt to cheat 
death. The Dalai Lama, when asked about 
this concept, called it the greatest folly we 
can engage in. Surely this kind of denial is 
the very worst response we can make to 
our own or others’ mortality.
It is a useful exercise to contemplate the 
possibility of the dying state of a patient as 
one in which we must be deeply cognisant 
of their needs and their vulnerability. If 
consciousness is extinguished in death and 
nothing survives beyond it, then it does not 
matter much what we do for the dying. If, 
however, something of us survives death 
(as most of us believe) then we must act 
to facilitate a good death. 
The case for letting the very ill die, without 
the intervention of resuscitation, can be 
expressed thus: What if our dying is a 
profoundly critical, transformative time 
in our existence? What if our existence 
continued in a different form, the after-
death state? What if that transition were 
negatively affected by the traumas (physical, 
mental and spiritual) of our interventions? 
The reality is that we cannot be sure, in an 
absolute sense, what occurs for the dying 
person – what they can feel, perceive, or 
experience. Yet asking the question “Are 
we doing more harm than good?” is surely 
an important one. And there is increasing 
evidence, that even for the deeply comatose 
and unresponsive states, that there can be 
a very lucid level of awareness. Our time 
of dying is potentially the most confusing 
and fearful, or most wondrous, serene 
and beautiful event that we will ever 
experience. It would be tragic, indeed, if in 
this most important transformative time 
that the only thing we brought to a patient 
was more pain, disorientation and fear. 
There is a saying, in the spirit of Buddhism, 
which perhaps might apply at times to 
the question of resuscitation in hospital 
and to give pause to our desire always 
to intervene. It goes thus: Don’t just do 

something, sit there! So perhaps we should 
sometimes simply sit there – perhaps 
holding a hand, or making sure of comfort 
and tranquillity in an environment which is 
so often frenetic and impersonal. 
Serenity

The Emergency Department may be filled 
with chaos, and indeed we are challenged 
by its highs and lows. Perhaps there are 
few workplaces where the ability to 
think calmly and clearly is so important. 
Indeed the stakes are often, literally, life or 
death. So I feel that the ability to remain 
undisturbed by the great dramas playing 
out before us is an essential quality of the 
Emergency Practitioner. It is a quality that 
most of us have engendered in our working 
lives through years in very challenging 
environments. Unfortunately for some, the 
quality of being undisturbed comes through 
being ‘shut off ’ to the suffering around 
us. We become indifferent to what our 
patients go through, and simply go about 
our work with a sense of professional 
obligation, or self-righteous intellectual 
bravado, or defensiveness against litigation, 
or simply a kind of numbness. We have an 
alternative means of working with clarity 
and calmness of mind, without being 
indifferent to suffering. It is by being fully 
present in the moment, with open hearts 
and without judgement. 
 

 
 
 
 
 
 

Brett Sutton 
Brett Sutton is an Australian doctor who 
is the Regional Disease Surveillance 
Coordinator for the International Rescue 
Committee, Kenya & Ethiopia. 
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This year’s theme will focus on the patients 
living in unique conditions that often 
struggle with access to palliative care 
including children.

The ICPCN, WHPCA and Moonshine 
Movies are inviting organisations, activists 
and individuals to host a screening of Little 
Stars www.littlestars.tv 

Little Stars: Accomplishing the Extraordinary 
in the Face of Serious Illness

This remarkable 52 minute film is 
presented by acclaimed British actor David 
Suchet CBE and features powerful stories 
from the USA, Italy, Malaysia, South Africa 
and Australia. 

WORLD HOSPICE AND PALLIATIVE CARE DAY, 2015

HOST A SCREENING 
OF LITTLE STARS FOR 
WORLD HOSPICE AND 
PaLLIatIvE CaRE day 

The theme for World Hospice and 
Palliative Care Day which will take place 
on October 10, 2015 is “Hidden Lives / 
Hidden Patients”.

global NEws - NEWS IN BRIEF
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News from Dr  Ranjan Mallawaaarachchi, 
Founder and Coordinating secretary, Regional 
Association of Palliative Care, Northern 
Province. Consultant OMF surgeon, District 
General  Hospital, Vavuniya and Teaching 
Hospital, Jaffna,  Sri Lanka

BACkGROuND INFORmATION 

The concept of palliative care is very 
new for Sri Lanka, with significant 
developments starting in 2013.  This 
is true for the northern province. This 
province  is one of 9 provinces in SL, 
and has 5 districts, including Vavuniya. 
The teaching  hospital for  the northern 
province is in Jaffna district, with a 
district general hospital in each of the 
other districts. Vavuniya District General 
Hospital is the  second largest hospital in 
the province, has 20 consultants including 
pathologist, radiologist, anaesthetist, and 
Oral Maxilla Facial surgeon who serves 
the whole of the northern  province. Daily, 
800 people attend the hospital outpatient 
department and in my OMF clinic, 1000 
patients attend per month.  

My interest in palliative care arose as 
most of my oral/pharyngeal and other 
head and neck cancer patients present 
with Stage 3 or 4 disease. Meeting Dr 
Suharsha Kanathigoda was a turning point 
in my life and led me to explore the world 
of palliative care.  Currently, there is not 
one palliative care specialist in SL, many 
doctors and nurses have misconceptions 
about opioids, opioid availability was 
minimal and policies resulted in restriction 
of availability of  opioids for medical use. 

The following initiatives have occurred in 
the northern province to date:

• Establishing the MDT discussion 
focussed on palliative care

• Establishment of palliative care clinic 
(H&N oncology)

• Forming the palliative care data 
collecting centre and referring centre

• Developing H&N oncological hospice, 
Cheddiculum Base Hospital, Vavuniya, 
Sri Lanka

• Learning and study in the field of 
palliative care

• Teaching doctors, medical students, 
nurses, nursing officers and allied health 
workers, through workshops

• Started to do small studies such as 
audits and research

• Founding the regional association 
of palliative care for the northern 
province

• Collaborative work with other 
institutions, professional bodies, 
agencies who are in the field of 
palliative care locally and internationally

• Started to sensitize peoples’ hearts, 
through an awareness program for 
non-medical people (corporate sector)

• Started home based palliative care 
services in northern province

• Establishment and strengthening of the 
hospital based palliative care services

• Promoting palliative care by directing 
and filming a documentary on palliative 
care

• Launching the web profile for 
education, awareness, and teaching in 
palliative care.

ESTABLISHING THE mDT AND ROLE 
AT THE GENERAL HOSPITAL, IN 
vavuNIya 

At this meeting, both  non- oncological 
and oncological cases are discussed. 
The team consists of OMF surgeon, 
oncologist, radiologist, pathologist, 
pediatrician, psychiatrist, anesthetist, ENT 
surgeon, physician, general surgeon. Other 
members of the palliative care team may 
participate. Each case is discussed in detail 
in front of the patient and family. Social  
issues are explored by the palliative care 
nurses and bring some solutions.  The  
patient is categorized as for home-based, 
hospital-based or end-of-life care. Home-
based palliative care cases are being 
referred to palliative care collecting centre 
, OMF unit ,General Hospital, Vavuniya. 
 
Patient examples

PalliativE carE 
froNt liNE 
PALLIATIVE CARE ON THE MOVE IN 
NORTHERN PROVINCE,  SRI LANKA
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SuRGICAL PALLIATION

ESTABLISHING THE HOSPITAL-
BaSEd PaLLIatIvE CaRE SERvICE at 
GENERAL HOSPITAL, VAVuNIYA

Initiatives include implementing a pain 
assessment and management chart  with 
a ward policy that this is started on every 
patient admitted. 

EDuCATION AND TRAINING

This has been an important focus since 
our palliative care work commenced. 
We have conducted our first palliative 
care workshop attended by over 600 
participants including medicine,  dentistry, 
allied health, councillors, students, 
volunteers and community workers. There 
were many local, national and international 
participants.

CANCER HOSPICE IN BASE HOSPITAL 
CHEddICuLuM ,vavuNIya 

This will be the first head and neck 
cancer palliative house in Sri Lanka. The 
provincial government is directly involved 
in establishing this center. The plan is 
to have a palliative unit and hospice in 
Cheddikulum Base Hospital, Vavuniya 
with the support of north province 
health ministry, RDHS Vavuniya, PDHS, 
Shanthi Foundation Sri Lanka Cancer 

Care Association ,Sri Lanka Association 
of Palliative Care, and other charities. This 
will be free of charge to patients. It will 
provide long term care if needed. It will 
also be an education resource in palliative 
care practice for the region.

RESEaRCH

Early research and audit reveals a lack of 
awareness about the use of opioids, a need 
for education about the management of 
patients with oral and pharyngeal cancers 
and a study of the mode of dying of 
patients with H&N cancers.

COmmuNITY SERVICES

The Vavuniya region has the first ever 
palliative care nurses, some of whom are 
working in a voluntary capacity. Home 
visits by doctors and nurses in the team 
reveal the high level of poverty and 
suffering in this community. 

 
Mr .M is a 60 year old Muslim man with 
oral cancer. I operated on him about one 
year ago, followed by radiotherapy and 
chemotherapy treatment. Now he cannot 
open the mouth at all and able to swallow 
only liquids, with associated weight loss.

PalliativE carE froNt liNE
PALLIATIVE CARE ON THE MOVE IN NORTHERN PROVINCE,  SRI LANKA

Before Surgery

After Surgery

Vavuniya nursing school, 22-12-2014 
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POVERTY AND PAIN

This elderly woman lived with her 
daughter in very poor conditions.  The 
roof of their hut leaked, the toilet was 
50m away, there were two plastic chairs, 
water from the well was unhygienic and 
had high salt content. Her daughter’s 
fiancé was asking for a high dowry. She 
worried about her daughter’s future and 
not being there to  help her.

FORmING PROFESSIONAL BODY 
AND THE ASSOCIATION

I started the regional association of 
palliative care for the northern province. 
It was  launched on 13th March 2015.  
Dr Kanathigoda,  Director of Shanti 
Foundation, and WHO are international  
patrons. The National Cancer Control 
Program and Cancer Care Association, Sri 
Lanka, are national patrons. 

Our association has an MOU with the 
Shanthi foundation of Australia, the Mental 
Health Society,  Vavuniya and rehabilitation  
centre in Base Hospital, Cheddiculum.  It 
has close working relationships with the 
Palliative Care Association of Sri Lanka, as 
well as its national patrons. 

SENSITIzATION OF THE PuBLIC

We made a documentary on palliative 
care which was released on the 18th 
March, 2015 in Vavuniya. 600 free DVD 
copies were given to the public. It can be 
viewed on you tube, search for “palliative 
care documentary ,Sri Lanka” or on the 
official website of the Regional Association 
of Palliative Care, Northern Province.

www.rapcnp.com

FutuRE PLaNS

We hope to develop our knowledge 
through visits from and links to 
international experts, and conduct 
collaborative studies with international 
associations, professional bodies and 
institutions and palliative care specialists. 
Our dream is that Vavuniya hospice and 
palliative unit will become an international 
and local treating center for palliative care. 
We aim to expand home-based palliative 
care services to other parts of the 
country. We will continue to raise public 
awareness about palliative care and work 
with charities and  NGO’s to assist the 
welfare of our patients and  families. 

PalliativE carE froNt liNE
PALLIATIVE CARE ON THE MOVE IN NORTHERN PROVINCE,  SRI LANKA

Mr .M is a 60 year old Muslim man with oral cancer.  
I operated on him about one year ago, followed by radiotherapy and chemotherapy treatment. 

This elderly woman lived with her daughter in very poor conditions.  
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coNfErENcE NEws

WELCOmE TO IAPCON 2016
We are glad to announce that the 23rd International Conference of the Indian Association of Palliative Care (IAPCON 2016) will be held 
in Pune from February 12 to 14, 2016. This is being organised by Cipla Palliative Care and Training Centre and will be held at Hotel Hyatt 
Regency, Pune.
The theme of IAPCON 2016 is: engage, educate, empower and excel.
All of us who are involved or interested in palliative care ought to engage with the community, patients and their families, policy makers, 
opinion leaders, volunteers and the medical fraternity.
Palliative care needs to be part of education for all medical and paramedical personnel at all levels. This will help increase awareness about 
the important role of palliative care in ensuring quality of life, especially in the face of a life-limiting illness.
We need to empower every patient and the family to take informed decisions at the right time in partnership with the medical team.
Conferences like these give us the opportunity to interact with and learn from experts. We get to exchange notes on the future of this 
speciality. We are inspired to take palliative care to greater heights of excellence as a full-fledged scientific discipline.
We look forward to your presence at IAPCON 2016 in Pune.


