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Just Palliative Care?
Integrated Models
of Care

Liz Gwyther, MB ChB, FCFP (SA),
MSc Pall Med (Cardiff)

In his article describing unequal access to
medical care for the poor, Krakauer makes
an important statement that palliative inter-
ventions  should be integrated  with
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preventative and disease-modifying interven-
tions. He goes to the heart of a major misun-
derstanding—providing palliative care implies
the withdrawal of active treatment. This misun-
derstanding persists despite a number of state-
ments emphasizing the active nature of
palliative care. The World Health Organization
(WHO) definition of palliative care includes
the assertion that palliative care “is applicable
early in the course of illness, in conjunction
with other therapies that are implemented to
prolong life.”" In writing about HIV and palli-
ative care, O’Neill and Barini-Garcia describe
palliative care as “complementary care, and
not alternate care, and therefore should not
be provided only when disease-directed ther-
apy fails or is unavailable”® (Fig. 1).

Integration of disease-oriented care and
palliative care is important to provide optimal
care for the patient. Separation of the two
approaches results in patients experiencing
a sense of abandonment by their doctors,
and doctors experiencing a sense of failure if
the disease continues to progress to a stage
where it is not curable. This is true for poor pa-
tients, who, as Krakauer notes, may not be of-
fered expensive disease-specific treatment,
and for rich patients, when high-tech, disease-
specific treatment fails. Initiating a palliative
care approach alongside curative treatment
demands that the doctor engage with the pa-
tient as a partner in management, keeping
the patient fully informed of the stage of the
disease, and the risks and benefits of treat-
ment. This helps in preserving realistic hope
and developing a relationship of trust.

Integrated Care in Practice

Paul Farmer, in an article written for the
Council on Foreign Relations, describes “a
growing awareness that not only doctors and
nurses are needed to deliver medical care:
many are learning that proper ‘accompani-
ment’ — closely supervised home-based ther-
apy, social and psychological support, and
help with everyday tasks including feeding fam-
ilies — is what poor patients with HIV/AIDS
need most of all.”* The South African Hospice
Palliative Care Association assists member hos-
pices and home-based care organization to im-
plement this “accompaniment” through the


mailto:liz@hpca.co.za

518 Commentary Vol. 36 No. 5 November 2008

Curative care
(disease specific,
restorative)
Palliative care
(supportive, symptom-oriented) Bereavement
care

Fig. 1. Integrated model of care: including both curative and palliative. Source: World Health Organization. Can-
cer pain relief and palliative care. Geneva: World Health Organization, 1990.

Integrated Community-Based Home Care
(ICHC) program. Important elements of this
program are treatment support for disease-spe-
cific care, such as antiretroviral treatment; early
identification and treatment of opportunistic
infections; management of distressing symp-
toms; emotional support; and social support, in-
cluding facilitating access to social grants,
economic empowerment programs, and care
of orphans and vulnerable children.

The ICHC program emphasizes networking
with clinics and hospitals and promotion of pre-
vention programs. Many South African hospices
also provide antiretrovirals to enhance the roll-
out of treatment where state services have not
yet been able to meet the need. Palliative care
in its truest form responds to the needs of the
individual patient with life-threatening illness
and his/her family members, and is very much
more than an “alternative to disease-modifying
treatment” or “helping people die with less
pain.”3

There are a number of effective community-
based home care programs in resource-poor set-
tings, from the PIH program in Haiti of
accompagnateurs, to the Kerala Neighbour-
hood Network,* to the National Palliative Care
program in Vietnam.’ Internationally, palliative
care workers have called on governments to re-
spond to General Comment 14 of the Interna-
tional Covenant of Economic, Social and
Cultural Rights (ICESCR), which includes palli-
ative care as a human right.® In resource-poor
settings, the response to suffering needs to be
greater, as argued by Krakauer. We are all aware
that people living in extreme poverty may lack
access to food and adequate shelter, face greater
risk of disease, or be forced to accept dangerous
working conditions. They also have limited

access to health care and are often living in
an unhealthy environment without potable wa-
ter, safe disposal of sewage, and overcrowded
conditions.

Resource constraints apply not only to finan-
cial resources but also to educational opportu-
nities for the community and opportunities for
employment. Lack of human resources in
health is as much a challenge in providing
health care in these settings as lack of technol-
ogy and affordable medicines.

Krakauer describes the public health strategy
for effective palliative care developed by the
WHO. This is a simple, effective, and econom-
ical way to ensure the integration of palliative
care into the formal health care sector. Pallia-
tive care is indeed cost-effective care. A key re-
quirement is that health care professionals
are trained in palliative care and develop the
knowledge, skills, and attitudes to deliver this
care according to the patients’ needs. Essential
palliative care medications are affordable, and
many countries have all the required medicines
included in the essential medicines list. Many
awareness programs are being offered in devel-
oping countries to ensure the availability of
opioids to manage pain effectively.

The imperative to respond responsibly to
the suffering of the poor includes integration
of disease-specific care with palliative care. As
described by Krakauer, scientific research,
including needs analysis and service evalua-
tion, would assist health service providers to
adapt models of integrated care appropriate
to the community in order to provide optimal
care to patients with life-threatening illnesses
and their family members.
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