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P.G.DEPT.0F SOCIAL WORK SHIFT-II IN COLLABORATION WITH LAKSHMI PAIN AND PALLIATIVE 

CARE ORGANISES 

VALUE ADDED COURSE ON PALLIATIVE CARE 

SYLLABUS 
  

DAY-1 

Topic  Faculty 

Introduction to the Course        Dr. Mallika Tiruvadanan

 Concept of Palliative Care       Dr. Mallika Tiruvadanan

   

Break   

History of Palliative Care   Dr. Asoke Mathew  

About Cancer and other Chronic Diseases   Dr. Asoke Mathew 

Principles of Symptom Control  Dr. Mallika Tiruvadanan 

   

Lunch    

Introduction to Pain, Assessment and Management  Dr. Geetha Ramamurthy 

Summary of the day’s sessions and Introduction to 
Communication Skills Dr. Geetha  

DAY-2 

Recap of last week’s topics        Dr. Mallika Tiruvadanan

Basic Communication Skills        Dr. Mallika Tiruvadanan

   

Break   

Breaking Bad News  Dr. Mallika 

Family Issues   Dr. Mallika 

Basic Principles of Nursing and Wound Care Dr. Geetha Ramamurthy 

   

Lunch    

Drama Triangle   Mrs. Vijayalakshmi 

Assignment Topics and Clarifications        Dr. Mallika Tiruvadanan

DAY-3 

Recap – Poll questions?? Dr. Geetha  

Discussion on Assignments given during the week All Faculty 

Break   

Care for caregivers Dr. Geetha and Dr. Mallika 

 Collusion with Role Play  Dr. Mallika 

Group Activity: Patient scenarios – How to address   All Faculty 

LUNCH   

Conscious Selfcare Mrs. Vijayalakshmi 

DAY-4 



Recap Mrs. Geetha 

Ethics in Palliative Care  Dr. Mallika  

 End of Life Care        Dr. MAthew

       Break   

Community Palliative Care  Dr. Geetha  

Responding to Reactions Dr. Mallika 

    

Lunch    

Mind Model and Formula Mr. Viji 

Assignment Topics and clarifications   

DAY-5 

Recap        Dr. Mallika Tiruvadanan

Discussion on Assignments given during the week  
  All faculty  Dr. Asoke Mathew to 

moderate

       Break   

Role of a Social worker including Rehabilitation: Group 
Activity  Dr. Geetha  

Nursing issues – Lymphoedema, Oral care Dr.Geetha 

    

Lunch    

 Spiritual Activity Viji 

Assessment, Discussion, Evaluation, Feedback All Faculty 

 

 

COURSE OUTCOME: The value added course has intended to give an in depth understanding 
on palliative care, the students on completing the course will be able to practice the learnt 
skills to help people suffering in pain . 
 



Concept of Palliative Care 

 

 WHAT IS PALLIATIVE CARE? ‘Palliate’ means, ‘to relieve pain’ (physical & emotional),                                                                            

‘to relieve total suffering’: - Physical, Emotional, Social, Spiritual aspects.  

 

 Aim of Palliative Care - IMPROVE QUALITY OF LIFE for both patient and family. 

 

 It is a Supportive Care to be given to patients & families whenever NEEDED. 

 

 WHEN NEEDED? Whatever stage of the disease they experience suffering: At time of diagnosis itself, 

during treatment and especially during advanced stage of a disease like cancer.  

 

 WHO WILL BENEFIT?  Patients with various chronic diseases and even those with curable disease. 

Palliative Care can  benefit patients with  All Diseases, at All Stages, in All Ages    

 

 HOW is Palliative Care provided?   1. Physical Symptoms Relief    2. Psychological support. 3.  Referrals 

to Specialists when needed, with a view to improve quality of life - Best done by TEAMWORK.  

Social workers and Volunteers have an important role to play as part of the team. 

 

 WHERE can palliative care be given? Where the patient wishes:  At home, in a hospice or in the 

hospital. 

 

 IMPORTANCE OF DEVELOPING Palliative Care in our state and country: less than 2% have access to 

palliative care! Let us prevent unnecessary suffering!   

 

 Palliative Care is now considered as part of treatment of any disease – to be given side by side to 

relieve the disease-related suffering. In fact the World Health Organisation has stated (2014) that 

Palliative Care should be integrated into the Health Care System. 



 
History and Evolvement of Palliative Medicine 

 

 

India has always been a spiritually and culturally rich 

country. People have lived with an awareness of life and death.  

Indian scriptures are rich in the fact that Medicine and Surgery 

were practiced here centuries ago. The science was known to 

us way before it was known to the west. Samhita Shushruta is 

one such compilation of great works of Shushruta the famous 

surgeon.  

 
Over the years, repeated invasions of our country diluted the 

rich culture and India started to imitate the west. The west on 

the other hand was closely learning and following the Indian 

scriptures. Yoga became popular when west realized the 

benefits and started to practice. So, what had been in India for 

centuries came back to the country via Europe. It was then 

that the Indian population in general became aware of the 

benefits they held.  

Our great grandparents chose to be in places of spiritual 

significance like Hrishikesh, Mathura Varanasi Dwarka 

Chitrakut etc. during the last years of their lives. That was a 

way of closure for them and a path towards salvation.  

 Mumuksha Bhavan in Varanasi is based on the concept of hospice care where people come in to spend their 

last days of life praying and chanting the name of God and finally leave the mortal body. ‘Santhara’ in Jainism is 

another one of those spiritual practices.  

 

The whole palliative care initiative began during the 1950s. Three important surveys of end of- life care were 
undertaken: 
 
1.  In 1952 district nurses throughout the UK reported their observations of some 7050 patients. This report 

published by the Marie Curie Memorial Foundation revealed appalling conditions of suffering and deprivation 

among many patients dying of cancer at home.  

2. By 1960, Glyn Hughes had conducted a nationwide survey for the Gulbenkian Foundation. Hughes noted ‘a 

serious gap in the National Health Service with an unanswered question of where and by whom the elderly 

terminally ill would be cared for’. 



3.  Finally, a unique detailed study of the physical and mental distress of the dying was published by John 

Hinton in 1963. His observations showed that much suffering remained unrelieved and also how most patients 

were well aware of their prognosis despite the lack of information normally given at that time. 

 

As a consequence to the studies, much research was done into the relief of distress and laid the basis for the 

development of palliative care.  

 
Dame Cicely Saunders started the St. Christopher's Hospice in 1967 with a building for 54 patients, a 16-bed 

residential wing for the elderly, a nursery for staff children and a planned bereavement service. Home care 

started two years later. Appropriate, scientifically based and patient-centered treatment, first demonstrated in 

St Joseph's Hospice and later in St. Christopher's Hospice, eventually led to the establishment of a ‘modern 

hospice movement’ taking care of the TOTAL NEEDS of patients and their families, with a multidisciplinary 

approach. This led on to Palliative Care as a recognized specialty in 1987 in Australia, New Zealand and the UK. 

This later spear headed the palliative care movement in India.  

 
In India, Dr. M. R. Rajagopal initiated and took a critical step in reducing needless suffering, allowing millions to 

access pain relief. He was mainly responsible for creating the National Program for Palliative Care (NPPC) by 

the Ministry of Health of Government of India.  

 

In 2014, Dr. Rajagopal was honored by Human Rights Watch with Alison Des Forges Award for Extraordinary 

Activism, in recognition of his tireless efforts to defend the right of patients to live and die with dignity. It was 

his consistent efforts that created awareness about Palliative Care in India. He is also the recipient of the 

Padma Shree award of the Government of India. 

 
The palliative care community in India has reached out to lawmakers and bureaucrats, demanding adoption of 

minimum palliative care standards by the healthcare system as a whole.  

 

Importance of Integrating Palliative Care in the Health Care System 
 

A study done by Lien Foundation on Quality of death index found India in an abysmal low of 67th position 

Indicating that India is one of the worst countries to die in.  45% of countries have no access to palliative care. 

In fact, the global burden of serious health-related suffering is expected to nearly double in the next 4 decades, 

according to a new study.  

 

In India, about 75 % of patients diagnosed with cancer are in advanced stages of their disease at the time 

of diagnosis. Multiple factors are responsible for this: illiteracy, lack of resources screening, poor primary health 

and lack of money. A single day of work gone is equivalent to the family going hungry. When they reach the 

advance stages of their illness palliative care has a huge role in relieving the suffering. It may not change the 

trajectory of the illness neither the fate of the person but will certainly make the journey bearable for the 

patient and their families. It also encompasses bereavement support.  



 

In India, the earliest facilities to deliver palliative care within cancer centers were established in some 

places like Ahmedabad, Bangalore, Mumbai, Trivandrum, and Delhi in the late 1980s and the early 1990s. 

Palliative Care was initiated in Gujarat in 1980s with the opening of a pain clinic and palliative care service 

under the department of Anesthesiology at Gujarat Cancer and Research Institute (GCRI) a Regional Cancer 

Centre in Western India. In 1986, Professor D’Souza opened the first hospice in the country, ‘Shanti Avedna 

Ashram’, in Mumbai, Maharashtra. At a similar time, pain clinics were established at the Regional Cancer 

Centre, Trivandrum, Kerala, with the assistance of a WHO subsidy, and at Kidwai Memorial Institute of 

Oncology, Bangalore, Karnataka. From the 1990s onwards, there was a significant increase in the momentum of 

development of hospice and palliative care provision.  Can Support was founded in 1997 in Delhi which 

provided the first free palliative care home care support service in North India. In Pune, Maharashtra, central 

India, the Cipla Cancer Palliative Care Centre was established. 

 

The Indian Association of Palliative Care (IAPC) was started in March 1994 in Ahmedabad. IAPC held its first 

international conference at Varanasi in January 1994. 

 

Palliative Care was born in Tamilnadu when ‘Jeevodaya’ Hospice was established in 1990. Soon many NGOs like Dean 

Foundation, Lakshmi Pain and Palliative Care trust, Sudarshana Palliative Care Centre and many others followed suit in 

Chennai and other places.  With the support of the Government of Tamilnadu and the National Health Mission, 

integration of Palliative Care is in progress in Tamilnadu and few other states like Maharashtra and Telangana.  

In spite of steady progress in the development of palliative care in India, fact remains that even today palliative 

care reaches only about 1% of the people in India. The recent declaration by the World Health Assembly asking 

all member states to integrate palliative care with routine health care comes as a major tool in advocacy and 

hopefully will boost the current efforts.  

 



How do we approach a patient in chronic Pain? 

1. All Human Beings are made of body, mind, and soul interwoven together. A physical 

distress therefore is always accompanied by emotional distress/ spiritual distress. 

 

2. To relieve a person’s pain we need to understand the true meaning of the word. 

 

3. What is Pain? – “Pain is an unpleasant sensory and emotional experience”. Both 

components have to be treated to relieve ‘Total Pain’. 

Total Pain - Physical Pain can be felt as more painful when there are distressing 

emotional, social and in spiritual issues commonly seen in patients with chronic disease. 

  

Example: A 36 year old gentleman with cancer of the stomach now in advanced stage 

can feel guilty, fear and anxiety of leaving family behind (emotional pain) “Is God 

punishing me? I should not have taken to alcohol (spiritual pain), “What will my family 

do for finances? (social pain). 

 

4. Aim of treatment of chronic pain is not just treating the physical pain but improving 

quality of life, achievable by treating total pain. 

 

5. When pain is not treated effectively the negative consequences are: Lack of sleep, poor 

appetite, loss of job, inability to function normally, general disinterest in life all leading 

to poor quality of life. 

 

6. Relief of pain reverses the negative effects help patients go back into social circulation, 

family feels better, quality of life improves. 

 

7. Why is pain still undertreated in our country? – Management of chronic pain is not 

stressed in the UG medical curriculum plus unnecessary fear and misconceptions 

regarding pain medicines among both medical professionals and public. All this only 

leads to unnecessary suffering of the patient. 

 

8. Chronic Pain is considered a disease to be treated. Therefore if there is continuous pain, 

pain medicines are to be given round the clock. Giving pain killers round the clock helps 

to first relieve the pain and prevent it from coming back. In this way patient can be pain 

free 24 hours of the day. 

 

9. Treatment of pain -with medicines, counseling as and when needed and any physical or 

external therapies that can help relieve the pain better along with the medicines. 

 



10.  Pain medicines are given after detailed assessment of the patient’s pain. Training in 

palliative care focuses on finding out the different types of pain, causes of pain and the 

intensity of the pain. Pain medicines are given specifically according to these findings 

(type of pain and intensity of the pain). 

 

Example: For mild pain we use drugs like paracetomol and for severe continuous pain 

tablet morphine is used. But for other pains like nerve pains, muscle pain etc., other 

specific medicines are used. 

 

11.  Once the prescription is given we always enquire after emotional issues giving time to 

listen to the patient with the aim of treating total pain and improving quality of life. 

 

12.  How can volunteers/social workers help when a patient (say at a home visit) complains 

of pain even after being given the prescription? – Possible reasons for pain not being 

controlled are: 

 

 Tablets not taken according to prescription.  

1. Side effects like vomiting or constipation (anticipated side effects are 

normally explained during the initial consultation and tablets prescribed 

for the same) 

2. Stopped because of fear of side effects/ addiction due to hearsay. 

3. Could not buy/no one to collect. 

 Any Emotional disturbance  

 Progressing disease could have brought in new pains 

 

13.  Questions we can ask to find out about the above stated reasons. 

 “Are you taking the tablets correctly?”  

 “Did you get relief earlier?”  

 “Are you sleeping at night?”  

 “Is this a different kind of pain?” 

 “Are there any other physical problems (ex. Constipation)?” 

 Any unresolved emotional issues? – “Are you worried/anxious/afraid about anything? 

“What is going on in your mind?” “How can we help?” 

An important message – Tablet Morphine is Not an Addict Forming Drug if it is so it will never 

be prescribed by doctors! So, remember, ‘Freedom from pain is a Human Right!’ and so, do 

what you can to make sure patient is relieved of pain always.  



How to Address Physical Symptoms

Dr. Mallika Tiruvadanan



1. 

Control of

Physical

Symptoms2. 

Psycho -

social 

support

3.

Reference to 

Specialists if

needed

do we practice Palliative Care ?

Teamwork



What we will learn:

What does the word “symptom” mean?

 List of symptoms patients complain of

How to address and Relieve the Symptoms

 Role of Psychologists and Social workers

Principles of Symptom Control 



Meaning of Symptom?

• ‘a physical or mental feature….regarded as 

indicating a condition of disease, particularly 

such a feature that is apparent to the patient.’

• ‘an indication of the existence of something, 

especially of an undesirable situation.’



Meaning of Symptom to the patient?

Physical Symptom + 

Distress due to the symptom

Psychological, social, spiritual distress

Aim is to improve quality of life



• Pain

• Vomiting

• Breathing difficulty

• Ulcer, Foul smell

• Sleeplessness

• Fatigue

• Loss of appetite

Treat the Symptom

AND 

The Distress caused

By the Symptom

Common Symptoms in Patients with Cancer



Mrs. S, 65 years, Breast Cancer, treated 2 years ago

Now come with: severe pain in her breast, 2 months.

Also, ulcerated, oozing and foul smelling.

After describing her Symptoms, She cried and said,

“I am unable to hug my grandchild. My daughter-in-law 
does not want me to even touch her…” 

How can we help Mrs. S relieve her ‘Symptoms’

And Improve her Quality of Life?



Principles of Symptom Control

1. Evaluation

2. Explanation

3. Management

4. Monitoring – Follow up / Review 

5. Attention to Detail

“No Symptom is too simple to be left unattended”



EEMMA - 1. Evaluation:

• Read notes in detail – confirm diagnosis

• History - Ask questions: Listen to ‘his’ ‘story’!

(what YOU can also do)

• Physical examination

• Find out most probable cause of the symptom 

• Example:  Symptom is Constipation – “Did you take your 
medicines? (laxatives).  When did you last pass motion?



EEMMA  2.  Explanation

• Likely Cause of the Symptom

- not having taken medicines 

- possible side effect of medicine / chemotherapy

- medicine not helpful (eg. because of vomiting?)

• Goals of care – Relief of symptom, comfort

• Communication to team 

• Assurance of Relief & Continuity of Care

in simple, easy to follow language



- Write out the medicines

- Warn about side effects 

4. EEMMA Monitoring – Assure Follow up / Review 

5. EEMMA Attention to Detail – Any other, however     

minor the complaint may be – give it a listening

EEMMA 3. Management



Principles of Symptom Management

Other Facts You Can Know to help Patient 

• Doses can be increased till effective relief

• Advise Non drug measures also: 

- ventilation, avoidance of smells, physical therapy

• Enquire after other symptoms and  emotional issues



Aim of Treatment :

- ‘Improve Quality of Life’ 

- Both Patient and Family

- (Not just relieving the symptom)



Symptom Management

Palliative care is Teamwork

Seek Specialist’s advice when needed



Remember Medical Ethics

• Patient Autonomy – Right to Accept or Refuse 

treatment. Respect patient’s wishes

• Do good -

• Do not harm

• Justice



Palliative Care is about respecting patient’s wishes 

Accept refusal of treatment option



Towards Terminal Stage…

May have to continue unnecessary medications

Attend more to the mind than to the body

 Simplify medications

 Consider alternatives routes: Subcut. or Rectal

‘Do’ less  and ‘Be’ more (with patient)

 Explain and be Supportive to Family 



Your Role in Symptom Relief

Find out about compliance – look at prescription

- taking the medicines? If not, why?

- any other reason for the symptom?

Help with nondrug measures – educate 

Assess the symptom / and inform the team

Give Realistic Hope



Principles of Symptom Management-Summary

• Evaluate- Ask and Listen!

• Explain – Cause of symptom, Goals of care

• Make sure patient gets and takes the medicines

• Review and Follow up. Give Continuity of care

• Address and Treat Symptom AND Symptom Distress

Aim of Treatment: To Improve Quality of Life



Never say,

“There is nothing more we can do”

(We can always do something to help)

Nicer to say :

“We will try our best to keep you comfortable”

“We will always be there for you”



CANCER 

What do you understand by the term cancer? 

Cancer is a disease where cells grow out of control and invade, erode and destroy normal 

tissues. Normal body cells grow, divide and die in an orderly fashion. Cancer can occur at any 

age, but 67% of cancer deaths may occur in people older than 65 years.  Exact Cause is not 

known!   

Possible Initiating Environmental or genetic factors are as follows.  

 Benzene and other chemicals pollutants like asbestos  

 Drinking excess alcohol, smoking, chewing pan  

 Environmental toxins, such as certain poisonous  mushrooms and  poison that can grow 

on peanut plants  (aflatoxins) 

 Excessive sunlight exposure  

 Genetic problems  

 Obesity 

 Radiation 

 Viruses 

Common Cancers: 

• Bladder Cancer  

• Lung Cancer  

• Breast Cancer  

• Melanoma  

• Colon and Rectal Cancer  

• Non-Hodgkin Lymphoma  

• Endometrial (Uterus) Cancer  

• Pancreatic Cancer  

• Kidney (Renal Cell) Cancer  



• Prostate Cancer  

• Thyroid Cancer  

Signs and symptoms of cancer 

• Pain ± 

• Fever – on and off (unexplained) 

• Loss of weight 

• Loss of appetite 

• Lymph node swellings 

• Long standing cough / change in voice 

Main methods of cancer diagnosis 

1. Radiological diagnosis  

2. Cytological diagnosis 

3. Histological diagnosis (From Tissue Biopsy) 

4. Frozen section 

5. Hematogical diagnosis (Blood tests) 

6. Immunohistochemistry 

7. Molecular diagnosis 

8. Tumour markers  

How can cancer be possibly prevented? 

 Eating a healthy diet  

 Exercising regularly  

 Limiting alcohol 

 Maintaining a healthy weight  

 Minimizing   your   exposure to radiation and  toxic chemicals  

 Not smoking or chewing tobacco  

 Reducing sun exposure, especially if you burn easily  

 

Treatment for Cancer. 

Depends on: 

 The organ affected 

 Stage of the disease 

 Type of cells. 



Is cancer Curable? 

Yes, in 20% to30% if detected early and depends on the stage and type of the disease 

Remaining 70% are detected late due to - late onset of symptoms or lack of awareness. 

Total Cancer care consists of 

Surgery +/- Radiotherapy +/- Chemotherapy+/- Pain & Palliative care 

Palliative care is a supportive care. It helps patients & families to cope with the disease. 

TREATMENT MODALITIES, 

SURGERY (the most common form of treatment) 

Useful in Breast, uterus, Stomach or Gut cancer 

Surgery may be done as a diagnostic method like biopsy 

It can be done as a curative intent or as a palliative measure. 

Radiotherapy - can be given alone or after surgery or before surgery or in combination with 

Chemotherapy 

Similar to X-rays and  rays are directed towards the tumour or swelling of the diseased area. 

Radiotherapy is external beam therapy directed to the internal tumor in a calculated dose. 

Sometimes internal radiotherapy ( Brachythetapy)  where the radiation cathodes are placed in 

the hollow organs to enhance radiation to the organs affected by the disease near these hollow 

organs. Eg. Uterus or Esophageal (food pipe) or for prostate cancers. 

Radiotherapy is given as a curative treatment of certain cancer. It can be given as a palliative 

measure to reduce the mass of the tumour in order to control the progression. 

Radiotherapy is given for a period of  2- 8 weeks in divided dose. 

Radiotherapy is effective in mouth, throat, lungs, uterus , bones or brain tumours. 

 

The side effects of radiotherapy 

 Affects adjoining areas / organs 

 Normal cells too get damaged 



 Side effect depends on site 

 Skin discolouration 

 Swallowing difficulty, burning mouth 

 Diarrhoea, vomiting & urinary problems 

Precautions : 

• Side effects subside by 3 to 6 weeks 

•  General care and precautions: 

     - Care of marked out area, Plenty of fluids, Frequent mouth wash, Avoid hot and spiced food 

What is Chemotherapy? 

 Medication to treat cancer. 

   Medicines work by killing cancer cells but also may kill the healthy cells causing many 

unpleasant side effects. 

Goals of Chemotherapy 

 Cure 

 Control 

 Palliation 

When chemotherapy is given in a curative intent the confirmation of cure may take many years. 

When cure is not possible, Chemotherapy can be used to shrink the tumour and to prevent it 

from growing and stop spread. This helps in the control of disease and helps to improve the 

quality of life as long as he is alive. Sometimes chemotherapy is given with the intent for 

palliation to ease the symptoms and thus support and thus improve the quality of life. 

Side effects of Chemotherapy. 

 Nausea and vomiting, Loss of appetite, Fatigue, Hair loss, Mucositis (inflammation of 

the mucous membrane), Anaemia, drop in immunity 

OTHER CHRONIC DISEASES. 

1. Stroke 

2. Dementia 

3. Parkinson’s  Syndrome. 



4. Chronic Kidney Diseases. 

5. Heart Diseases  

TREATMENT OF CHRONIC DISEASES 

1. Treatment specific for the disease 

2. Nursing & Supportive care 

3. Palliative care  

• Cancer is second leading cause of deaths following heart diseases.  

• One should care about its prevention before the occurrence of disease by various 

examinations and if disease is already exists then one should go for its regular 

treatment.  

• Recent treatment mainly includes radiation therapy, cell based immunotherapy, gene 

therapy, chemotherapy are most widely used methods used for treatment of various 

type of cancers. 

SUMMARY 

 Cancer is the uncontrolled division of cells 

  Abnormal division causes disease 

  Not contagious – does not spread from person to person 

  Some initiating causes – can be avoided 

  Treatment – surgery, chemo and radiotherapy, hormones, & immunotherapy  

                          Palliative care completes the treatment 

 

 

 

 



 

Breaking Bad News (Telling the diagnosis) 

Why should we attempt to tell the diagnosis? 

 People have the Right to know 

 Permits patients, families to plan, cope  

 Reduces uncertainty 

 Avoids inappropriate hope 

 Builds trust between doctor and patient & nurse and patient 

 Helps compliance 

 

HOW to Break Bad News: Follow the 6 steps   

1. Setting the scene - Getting started 

2. What does the patient know?  

3. How much does he want to know?  

4. Sharing the information (telling the diagnosis) with a warning 

shot 

5. Responding to patient‘s / family’s feelings 

6. Summarizing - Planning and follow-up 

Do not tell if the patient does not want to know 



Caring for the Caregivers

Family – “The Silent Patient”



Common Family Issues

• Collusion

• Sibling conflicts

• Ethical Dilemmas in decision making

• The ‘difficult’ patient

• Burden of caregiving



Spouse

Parent 

Daughter in law

Son

Sibling

Daughter

Grandparent

Near relative



Challenges faced by Caregivers

 Age

 Relationship to patient

 Duration of caregiving

 Disease status of the patient

 Needs  of the patient

 Financial  status

 Other roles of the caregiver

 Any added roles and responsibilities

 Health status of caregiver

 Coping skills

 The trade offs: 
Sleep, food, social activity, recreation

Depends on:



How can YOU help?

Address Non-physical Issues   

Focus on  Effects of Illness on the Family
Changes in family dynamics, roles, relationships

Provide  Psychological Support
Reduce fear, anxiety

Make best possible use of resources
Family, Community, Welfare services

Develop  Community Organisations and Groups for Support



Empowering the Caregiver

Assessment of family

Set Realistic Goals

Individual, group and family counselling

Education



Caring for the Caregiver – Practical Strategies

Communication  is the key – Apply Equally to Caregivers too!

Active Listening

Showing  Empathy and Being  Understanding

Assuring Availability and Continuity of care

Support after Death of patient – Bereavement support

Need for Breaking Bad News OR Collusion?



Total Pain

Social Pain

Psychological 
Pain

Physical Pain

Spiritual Pain

Your Role in Palliative Care is More than one Dimension!



♦ > 1.5 million new cancer patients a year in India

♦ Over 80 % in stage 3 or 4 – Majority in pain!  

♦ Growing NCD- DM, HTN,CKD,CCF,COPD    

< 1% have access to palliative care!

No. MCI-5(3)/2009-Med./MEDICAL COUNCIL OF INDIA EXECUTIVE COMMITTEE 10th & 11th June, 2009

Palliative Care - Need of the Hour



WHO:2014 - Key Recommendations 

►“To Integrate Palliative care into Healthcare systems          

(along with Prevention, Detection and Cure)

► Training for All Health Care Professionals



All the people who live 

in a particular place, area, etc. 

A group of people who have something in 
common.(religion, profession, language, etc)

What is Community? 

What is Home?

The place where you live or

where you feel that you belong.



All patients  Need  Treatment

BUT

All people do not need hospitalisation

Community Palliative Care 

IS

Meaningful Palliative Care 



Community Palliative Care –

What is Good about It?
Familiar surroundings

Family around you

Freedom of care – food, facilities

Favours Optimisation of Resources

Cost of Care

Travel Cost

Hospitalisation cost

Time cost (hidden cost)



Challenges in Community Palliative Care
Access to patient,place

Awareness

Acceptance

Belief systems

Conflicts- interfamily

Delivery of care- caregiver, drug availability

Environment - sanitation, space, safety

Funds

Group ( TEAM)



Social Worker in 

Community Palliative Care

Role in Transition of Care

Hospital to Home

Home to Hospital



Social Worker 
in Community

Patient

Counsellor 

Patient & Family 

Assessing needs 

of patient

Educator

Managing 
symptoms

Team worker

Social worker- Role in Community 
Palliative Care

Multi Tasking

Team

Coordinator

Resource

Manager



The Empowered Social Worker in 
Community 

Knowledge 
Competence

Compassion

Reduces Suffering

Improves Quality of life

For More 

At Home

Communication 
skills



Sl.No Name Department21.08.202128.08.202104.09.202111.09.202118.09.2021
1 Abinaya Raju MSW (SF) Present Present Present Present Present
2 Angeline .G .D MSW (SF) Present Present Present Present Present
3 Anjitha Jose MSW (A) Present Present Present Present Present
4 Anusha. R MSW (SF) Present Present Present Present Present
5 Banti Rani Patgiri MSW (SF) Present Present Present Present Present
6 Bhanu Priya MSW (A) Present Present Present Present Present
7 Debajani Gohain MSW (SF) Present Present Present Present Present
8 Deepika. G MSW (SF) Present Present Present Present Present
9 Dharavath indu MSW (A) Present Present Present Present Present

10 Dharsika MSW (SF) Present Present Present Present Present
11 Divya shree. M MSW (SF) Present Present Present Present Present
12 Gautham. G MSW (SF) Present Present Present Present Present
13 Gaya Reena MSW (A) Present Present Present Present Present
14 Hanu Priya MSW (A) Present Present Present Present Present
15 Harsha. S MSW (A) Present Present Present Present Present
16 Ipshitha Freeda Soile. A MSW (SF) Present Present Present Present Present
17 Jaishree. S MSW (SF) Present Present Present Present Present
18 Jayashree. G MSW (A) Present Present Present Present Present
19 Jayashree. J MSW (SF) Present Present Present Present Present
20 Kaviyaa. A MSW (SF) Present Present Present Present Present
21 Kripa Mathew Poovathur MSW (SF) Present Present Present Present Present
22 Lavanya. S. k MSW (SF) Present Present Present Present Present
23 Manimozhi. S MSW (SF) Present Present Present Present Present
24 Mathivanan. S MSW (SF) Present Present Present Present Present
25 Mokshavathi. A MSW (SF) Present Present Present Present Present
26 Monikavarthini. K MSW (A) Present Present Present Present Present
27 Moukthika Snigdha Kashyap MSW (SF) Present Present Present Present Present
28 Namratha Ajay MSW (SF) Present Present Present Present Present
29 Preetha Alice. R. MSW (SF) Present Present Present Present Present
30 Prem Jonathan MSW (A) Present Present Present Present Present
31 Pricilla Jeyarani. J MSW (A) Present Present Present Present Present
32 Ramya .C MSW (A) Present Present Present Present Present
33 Sampreeetha. S MSW (SF) Present Present Present Present Present
34 Shama Shareen MSW (A) Present Present Present Present Present
35 Sreya S Nair MSW (SF) Present Present Present Present Present
36 Supriya .T MSW (A) Present Present Present Present Present
37 Tobina Akther MSW (SF) Present Present Present Present Present
38 Vaisakh. S. V MSW (A) Present Present Present Present Present
39 Vanarasa Sooraj MSW (SF) Present Present Present Present Present
40 Vishnupriya. V MSW (SF) Present Present Present Present Present
41 Yashwanth. R MSW (SF) Present Present Present Present Present

Dr.S.Rachel
Course Coordinator
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