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With advances in science of medicine, we live
better and we live longer, but are we dying in a
better way? If not, what is wrong with medicine
then?

Dated back to 400 BC, Hippocrates defined a
realistic physician and ideal physician in the ‘Art of
Medicine’. "A realistic physician," wrote
Hippocrates, "is one who should recognise the
untreatable, refrain from treating the untreatable,
reduce the severity of illness, and relieve patient’s
sufferings. An ideal physician is one who is surely
not all-knowing, not all-powerful; but simply a good
person and a skillful healer." These are amazing
words of wisdom, but it seems now the art of
medicine has lost its glamour. For too long in
medical history, human as a whole person, has
been dichotomised to body and mind; and the body
is left to the science of medicine. We then keep on
fixing the body, with little awareness of what is
happening to the whole person. It is the whole
person that experiences the suffering, not the body.
A whole person is a spiritual being.
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Introduction

Unless we recognise that, we will fail to
recognise the sufferings of our patients, and fail to
recognise spiritual care as part of our care. Death
and dying are depersonalised. P. Hill and D. Shirley
say: "Even care for the dying is ‘system by system’,
‘organ by organ’." David Thomasma describes the
modern dying process as one which "different
services are stacked up, waiting to attend the dying".

Man yearns for good death, and a good death
brings consolation to both the living and the dying.
The death of Ronald Reagan has impressed the
world as such – dying in peace at home,
surrounded by his family – an uncommon
occurrence at this time when dying is highly
institutionalized. If you think this is a death of the
celebrities, Dr. Bernard Lown, a renowned
cardiologist, would tell you this is not necessarily
the case. His 96-yr-old mother died after futile CPR
at home, despite his careful planning for a natural
and peaceful death. "While she was spared the
suffering, the indignity was inflicted on the living,"
Dr. Lown wrote in The lost art of healing: Practicing
compassion in medicine, "The memory of her death
evokes pain and tears, but I weep more for what is
happening to my profession…"

Telling others about what palliative care workers are doing is no easy job; telling others about us as
therapeutic is an even greater challenge. Many of you, either as audience or as speaker, may echo with
Professor David Clark:

"Yet, in print, in conferences, and in their daily clinical work, specialists in palliative care seem to lack
clarity and confidence when defining precisely what they do and how it differs from other health care."

In modern medicine, specialists define themselves by the diseases, the organs, the pathology, and
interventions. On the other hand, palliative care is an area or specialty where there is no definite disease, no
definite organ involvement, no definite pathology, and where only death is definite. There are questions that
others would like to ask palliative care workers, as much as we would like to ask ourselves:

Can palliative care workers make a difference to the dying journey?
Can therapeutic activities continue when cure is not possible?
Can healing occur when death is inevitable?

What’s wrong with medicine? –
The blessing of good death and
the pain of undignified death
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The up rise of palliative care -
Person, Suffering, Spirituality

There is a call for better care of the dying. The
up rise of palliative care is a response to such
calling. The essence of palliative care, as I see it, is
embedded in three words – person, suffering,
spirituality. Palliative care should see patient as a
whole person. Therefore, alleviation of sufferings,
which is the experience of the patient as a person,
should be the goal of care; and spiritual care should
be an integral part of palliative care (Fig. 1). Human
exists as a person, but ‘how you look’ can be very
different from ‘who you are’. Our patients come to us
with a diagnosis of incurable illness and various
symptoms or medical problems, unless we are
aware of their presence as a person, our
understanding of our patients will be limited at this
level.

Knowing the nature of a person helps us to
understand why he suffers as a patient and his
spiritual needs when facing death and dying. Eric
Cassell describes a person in a simple topology. A
person has a physical body, a pattern of behaviour,
own roles and functions. A person has his pasts,
and own life experiences. A person is in relationship
with self and others. A person has a family, reflects
own cultural background, and is a political being.
A person is a spiritual being and has a dimension of

transcendence. In the presence of serious illness,
the integrity of the whole person is being
threatened. This impending destruction of a whole
person causes sufferings.

Daniel Sulmasy regards two conditions that are
necessary, though not sufficient, to define a human;
they are the fundamental orientation towards
transcendence and "being-in-relationship".
Suffering, as Daniel Sulmasy says, is part of nature
of being human. Man suffers as long as human is
mortal and finite. Mortality and finitude is a long
forgotten message, but is brought to our awareness
by life threatening illness.

For a person facing own dying, the sources of
suffering are many: multiple symptoms, loss of
image, loss of role and function, loss of dignity,
hopelessness, broken relationships, loss of will to
live, disconnectedness and meaninglessness.
Patients may tell us that they have pain here and
there, they are no longer whom they used to be,
they cannot be good mothers or fathers anymore,
they feel lonesome or they do not want to live any
longer. It is the role of palliative care workers to
recognise and identify these sufferings as patient
tells us their history. Identification is the pre-
requisite to alleviation of sufferings. (Fig.2)

Spirituality – a journey of searching
As in suffering, the spirituality of an individual

can only be understood in his own framework, and
by his own search. Because of this nature, one will
find it difficult to ‘define’ spirituality in a sentence.
Kellehear proposes a theoretical model of spiritual
needs in palliative care, and identified transcendence
in three areas as major dimensions of spiritual
needs. The three areas include the situational, the
moral and biographical, and the religious
transcendence. Within this framework, the following
needs are identified: social presence, having
purpose and meaning, peace and reconciliation,
forgiveness, closure, reunion, mutuality, hope,
connectedness etc. It will be interesting to quote

Fig. 2
The nature of suffering and
suffering as a personal experience

How a patient tells you...
It hurts everywhere

I don't look the same now
I'm no longer a good father
I can't do what I used to do

I am useless
I have no future

I haven't told them I'm sorry
I would rather die

Nobody can understand me
Why do I have to suffer ?

.. what he is suffering from
multiple symptoms
loss of image
loss of role
loss of function
loss of dignity
hopelessness
broken relationships
loss of will to live
disconnectedness
meaninglessness

Fig. 1 The essence of palliative care

Patient as whole person

Suffering as
experience of a person

Spirituality as
part of a person

Alleviate suffering as
goal of care

Spiritual care as
part of care
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another study of the essence of spirituality in
terminally ill Chinese patients by Chao et al. Results
showed four constitutive patterns, namely
communion with self, with others, with nature, and
with higher being. In this framework, themes
identified included wholeness, self-identity, inner
peace, hope, gratitude, faithfulness, love,
reconciliation, creativity and inspiration from nature.
It is not difficult for one to identify commonalities in
these two studies. Seeking of self, searching for
meaning and purpose, maintaining hope, peace and
forgiveness are universal, irrespective of culture.

When many physical activities of our patients
slow down or cease because of progressive
weakness, active seeking or searching in mind may
continue. What are they searching for? What
matters to a person when dying?

This is not an easy question to answer, nor could
I give one. Viktor Frankl, one who survived the Nazi
concentration camp, recorded his story there in his
book ‘Man’s search for meaning’. In the camp,
prisoners were virtually facing death every second
of the day in a most unpredictable, helpless and
undignified manner. Yet, Viktor Frankl survived in
the midst of sufferings. The book has illustrated the
convincing power of life stories, and his story has
illustrated man’s nature to search for meaning.
Viktor Frankl developed his "logotherapy" based on
this. Recently meaning centred therapy has also
been studied for its effectiveness in advanced
cancer patients. Vik

In this journey of dying, like many other journeys,
it is the journey itself that keeps one moving
forward, and not the destiny. In this dying journey,
death is nothing new, only the discoveries along the
journey are new. This is a personal journey where
palliative care workers cannot prescribe answers.
We can only facilitate searching. Through
transcendence to a wider landscape, patient derives
meaning that is of personal significance and
importance. We cannot pretend or assume that we
know death better than our patients; after all, they
are nearer to death than us. The dying journey of
one is thus a lonely and unique experience.

The palliative care team and the individual
member

Palliative care workers are familiar with working
as a multidisciplinary team, and this is something so
often described as an important feature of palliative
care. The composition of the team though varies in
local settings, consisted mainly of doctors, nurses,
social worker, physiotherapist, occupational

therapist, clinical psychologist, counselor, pastoral
care workers, chaplain, dietitian, pharmacist and
volunteers. Their contribution has been recognized.
A team is more than a collection of disciplines or
skills; otherwise, it takes no time to form a team. A
good palliative care team may takes years and
generations to build up. Some teams die before
they mature. In a good team, effectiveness is more
than simple addition of members; roles of team
members are overlapping rather than well
demarcated; and each member contributes more as
a person than as own discipline.

The individual, the skills and the attitude
Different modalities and approaches are being

employed to address the sufferings of the patients,
and their spiritual needs. Many of them are not just
common practices, but also scientifically studied.
Team members may have overlapping skills, but it
is not difficult to identify the ‘territory’ when a
specific skill is required. For example, physicians
and nurses will focus more on symptom control,
physiotherapist and occupational therapist on
maximising of function, pastoral care workers on
religious rituals etc. Skills are just instruments,
however, and their application without the correct
attitude could well be a mechanical task; and worst
of all, only fulfilling self needs. In order for the
encounter with our patients to be potentially
therapeutic, attitude is more important than skills.
By this I mean compassion, acceptance and
awareness, which are not specific to any discipline,
but as part of each team member as a person.
Skills are, therefore, only instruments for delivery of
our inner self. (Fig. 3 & 4)

The Skills in the Person

Symptom control
Maximise function

Preserve dignity
Empower coping

Reframe hope
Creativity

Life review
Reconciliation

Religious rituals
Meaning seraching

Compassion
Acceptance
Awareness

Fig.3 The therapeutic encounter and skills

"SKILLS are instruments for Delivery of inner SELF"
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Compassion, awareness, acceptance

Compassion is more than sympathy and
empathy. Compassion is an active process. Daniel
Sulmasy elaborates the 3-step process of
compassion as follows. It requires: firstly,
recognition of the contents of suffering objectively;
secondly, understanding the experience of suffering
subjectively; and thirdly, helping the one who suffers
by words and deeds actively.

Acceptance is of positive regard, and is non-
judgmental. Acceptance is that of our patients here
and now, and of our limitations here and now.
Acceptance is not just being sympathetic, or just
staying neutral. It is also not tolerating or giving up.

Awareness is an active process and is not
passive learning. It involves reflections with renewal
of thoughts and not that of reinforcing the old ones.
Awareness is that of our patient’s needs here and
now, and of our limitations here and now.

Without compassion, acceptance and awareness,
our encounter with patients can be one that is
overwhelmed by boredom and we wither. On the
contrary, a therapeutic encounter is one that is
nurturing and fosters self growth.

In this therapeutic encounter, we facilitate the
searching process though we have no straight
forward answers. In the dying journey, we continue
the therapeutic activities though we could not bring
along cure. We initiate the healing process, though
we know that not all wounds could be healed. We
accompany the dying, because we know
companionship never fails.

Conclusion

As I prepared the talk, I felt that life would be
easier for me if I regard dying as an ‘illness’, if I see
suffering as a ‘treatable’ symptom, and I call myself
a ‘medical specialist’. However, none of these
common terms in contemporary medicine could
describe what palliative care workers should be
doing. We tell others that we are special when
people cast doubt on what we are doing, but
perhaps we are really not special at all. We are
privileged to be present in the dying process of our
patients, and we are only the companions of the
dying. We hope to make a difference to the dying
journey, not so much as what we can do, but more
as who we are.

At the end of the day, you may still find palliative
care vague and blur to you. You may have a myopic
focus of palliative care that I fail to correct, but do
you actually have a myopic focus of death and
dying that you fail to realise? Instead of going
further, may I lead you back to ancient times again -
Hippocrates wrote:

"Life is short, art is long."
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Fig.4 The therapeutic encounter and attitude

"ATTITUDE is more inportant than SKILLS"

The Skills in the Person
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continuous subcutaneous infusion for three to five
days) has recently been shown to be effective in the
alleviation of refractory neuropathic as well as
somatic pain. After cessation of ketamine, 24 of the
29 patients maintained good pain control for a
maximum of eight weeks.11

It would be more convenient to administer
ketamine by mouth, instead of subcutaneously.
Orally administered ketamine undergoes extensive
first-pass metabolism, resulting in low
concentrations of ketamine but high concentrations
of norketamine in the blood and tissue. However, as
norketamine is also an NMDA receptor antagonist,
the first-pass metabolism does not affect the
potency of the drug significantly. A conversion ratio
of subcutaneous to oral ketamine of 1:1 has been
reported.12

The starting dose of oral ketamine has been
recommended to be 0.5 mg/Kg three times a day.13

The effective dosage could be as low as 6 mg three
times a day,14 or as high as 3.2 mg/Kg every six
hours.15 In one report from Macau, pain was
controlled with oral ketamine 30-60 mg four times a
day.16

While neuropathic pain has all along been
considered opioid-less-responsive pain, modest
relief has been demonstrated with morphine,
oxycodone, fentanyl, levorphanol and tramadol, with
improvement in steady pain, paroxysmal pain and
allodynia.17-20 Despite its NMDA receptor
antagonist effect, methadone has not been shown to
be superior to morphine as first-line strong opioid for
cancer pain, even though the proportion of patients
with neuropathic pain in the methadone and the
morphine groups were similar.21

Management of opioid-induced
adverse effects

Opioid-induced adverse effects could be managed
by treatment of the adverse effects, opioid
substitution, use of opioid sparing drugs or neuraxial
administration of the opioids.

Treatment of adverse effects
It has been shown locally that opioid therapy is a

major cause of delirium in advanced cancer
patients.22 Cholinergic projections in the brain are
considered essential to maintaining the state of
consciousness, awareness, attention and sleep-
wake cycling. Hallucinations may occur with
disruption of the basal forebrain cholinergic
pathways. Opioids have been demonstrated to
inhibit cholinergic activity in multiple brain

regions, and opioid-induced sedation and delirium
has been shown to improve with donepezil or
physostigmine.23-25

Opioid substitution

Another strategy in the management of opioid-
induced adverse effects is opioid substitution. A
fixed dose ratio conversion of morphine to
methadone has been recommended.26 However, it
has been demonstrated that the conversion ratio
could be highly variable in different groups of
patients. If pain is not controlled, rapid increase in
methadone dosage may result in accumulation and
overdose because of the long plasma half-life.
Local experience of the effective use of an ad
libitum schedule has been reported. On the day of
conversion, oral morphine is discontinued. A fixed
dose of methadone is given on request, calculated
as 1/12 of the total daily dose of morphine, up to a
maximum of 30 mg, but not more frequently than
every three hours. When the total daily dose is
stabilized, it is divided to be given two to three times
a day.27

Opioid sparing agents

Various agents have been reported to have
opioid sparing effect, including acetaminophen,
midazolam, ketorolac, parecoxib, and even music.
One way to reduce the requirement of opioids is to
reverse opioid tolerance. It has been demonstrated
that μ-receptor activation might initiate removal of
the blockade of NMDA receptor by magnesium ion,
eventually resulting in decreased responsiveness of
μ-receptors and opioid tolerance. This could be
reversed by the NMDA receptor antagonist,
ketamine. It has been shown that the requirement
of methadone could be reduced from 240 mg/day to
75 mg/day, by intravenous infusion of burst
ketamine 100 mg daily for 2 days, repeated
monthly.28

Neuraxial administration of opioids

Systemic adverse effects could be minimized by
neuraxial administration of opioids by the epidural
or subarachnoid route. Intra-cerebroventricular
administration of opioids has also been shown to be
effective, starting with a low dose, titrating upwards.
Adverse effects included dizziness, sleepiness,
fatigue and nausea. The requirement of nurses to
perform the injection disrupted the privacy of the
patients. Intraventricular injection by the patients’
family members, however, increased the risk of
infection.29
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Psychosocial and existential pain

The concept of total pain is well established.
Pain has been demonstrated to be associated with
anxiety, depression, hostility, anger, fear of future
progression of pain, worry about pain, negative
mood, lower quality of life score for psychosocial
well-being, decreased social activities, lower levels
of social support, reduced social functioning and
lower resiliency of the social network.30

Existential pain, however, may have different
meanings to different people. It has been shown
that 97.3% of chaplains, 65.8% of palliative care
physicians and 48.9% of pain specialists described
existential pain as suffering that had no clear
connection to physical pain. Only 1% of chaplains
thought that in certain cases, strong existential
suffering could be expressed as physical pain. On
the other hand, 32% of palliative care physicians
and 32% of pain specialist considered that
existential suffering could be a primary cause of
pain, and could reinforce physical pain that already
existed. This carried an implication to treatment,
suggesting the possibility of alleviation of existential
pain by analgesic therapy in combination with
existential support.31
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Haemostatic dressing (e.g. Calcium alginate) or
Sucralfate paste (Sucralfate 1G mixed with 2-3 ml K Y
jelly) are options to control bleeding by maintaining a
moist wound environment and promoting clotting.7,8

Applying gentle pressure to the bleeding point can
stop the bleeding usually. When bleeding is too
massive to be stopped by gentle pressure, application
of 1:10000 Adrenaline soaked gauze with pressure
can be used as an emergency measure to control
bleeding.9,10 A dark coloured towel (e.g. green towel)
can be placed over the dressing pads to reduce the
scare of the bloody scene. Oral antifibrinolytics (e.g.
Transamine) is also effective in reducing bleeding.1,7 If
bleeding cannot be controlled effectively by the above
measures, diathermy, radiotherapy or embolisation
may be considered.

Wound Infection
As the barrier function of skin is destroyed, wounds

are vulnerable to infection. Superficial infection can be
indicated by either two of the five following symptoms:
1) increased exudate with colour in gauze (e.g. green
colour), 2) malodour, 3) serous to purulent exudate, 4)
erythema or edema, or 5) increased tenderness
around the lesion. Systemic infection is indicated by
fever or increased white blood cell.2 Wound infection is
also interrelated with other problems such as pain,
bleeding, malodour, massive exudates, rapid
extension of wound, increase of slough and necrotic
tissue.

Wound cleansing is an important measure to
prevent and control wound infection. Use of antiseptic
(e.g. Hibitane, Betadine) is an option, but some
patients find Betadine irritating and painful.4 Reduction
of slough and necrotic tissue may reduce the
colonization of bacteria in wound bed. When wound
infection is suspected, occlusive dressing (e.g.
Tegaderm, DeoDERM CGF) must be avoided to
minimize the rapid growth of bacteria in the moist and
warm environment so produced. Antiseptic / antibiotic
impregnated paraffin gauze (e.g. Inadine gauze, sofra-
tulle) or topical antibiotics (e.g. Flagyl gel, Silver
Sulfadiazine) may be sufficient to control superficial
infection.4 Systemic antibiotics are usually useful in
controlling wound infection. The use of honey (e.g.
Manuka honey) is also an alternative in managing
wound infection.2,11,12

Malodour
Malignant wounds carry a high risk of wound

infection, especially with anaerobic or aerobic
organisms.4 Anaerobic and aerobic organisms thrive in
necrotic tissue or purulent exudates and may lead to
malodour.13

Keeping the wound clean and use of topical or
systemic antibiotics to reduce anaerobic or aerobic
organisms can reduce the malodour from the wound.
If slough or necrotic tissues are presented, one can

use autolytic debridement (e.g. Hydrogel – Intrasite
gel / DuoDERM gel) rather than surgical debridement
for reducing the risk of bleeding.10 Activated charcoal
dressing (e.g. Actisorb plus, Lyoform C, CarboFlex)
can help to absorb malodour. Applying live yoghurt or
honey to the wound is also an alternative. To control
the environment odour, one can consider using
commercial deodorizers or bowls of vinegar, vanilla or
coffee. Fragrances and perfumes often produce mixed
odour that is often poorly tolerated by patients.4

Exudate
Massive exudate can result from wound infection or

wound inflammation. Sinus or fistula in the wound
should also be ruled out. The use of stoma bag can
contain the massive exudate if adhesion on flat
surface is possible (Fig 2). If sinus or fistula is
present and communicate with secretory glands,
hyoscine may be useful to reduce the amount of
exudate. Wound infection, as a cause of exudates,
should be controlled. For large volume exudate, high
absorbent dressing such as calcium alginate (e.g.
Sorbalgon, Kaltostat, SeaSorb), hydrofibra (e.g.
Aquacel), or foam dressing (e.g. Lyoform) may be
useful. The use of topical or systemic steroids or
NSAID may also reduce exudate by reducing
inflammation. Application of skin barrier, barrier
ointment or hydrocolloid (e.g. Incare, DeoDERM CGF,
Comfeel plus) protects the surrounding skin from
maceration and excoriation due to massive exudate.

Pain
Malignant wound pain may be due to 1)

exposure of nerve endings, 2) pressure on nerves or
other structure or 3) wound infection. Pain may also
be induced by use of some dressing products e.g.
Betadine may be irritating and painful; or the cleansing
procedure itself, especially when the dry gauze
adheres to the wound. Pain is also aggravated by
patient’s anxiety.

Pain can be controlled by use of appropriate
analgesic and non-adherent dressing. For dressing
induced pain, skillful dressing technique (e.g.
cleansing by irrigation rather than swabbing) and
reducing the frequency of dressing change must be
considered. To prevent pain during dressing
procedure, one can give pre-medication one hour
before.5 Wound infection should be controlled if
possible. The use of relaxation, distraction or
visualization to reduce anxiety or stress of patient is
also an alternative to control pain.

Cutaneous Irritation
Cutaneous irritation is a creeping or intensive

itching sensation attributed to the activity of the
tumour, particularly in inflammatory breast disease
and cutaneous infiltration.14 It is generally not
responsive to antihistamines.6 When irritation occurs,
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allergy to dressing or topical agent must be excluded
and immediate removal of allergen is necessary.
Dryness of the skin may increase the itching sensation
but can be relieved by application of moisturizing
cream. When anti-histamines are not effective, one
may consider NSAID or topical steroids for reducing
inflammation. Transcutaneous Electrical Nerve
Stimulation (TENS) may be useful for temporary relief
of irritation. Hormonal therapy or palliative chemo-
therapy may relieve itching from the malignant wound
by reducing tumour activity.6

Psychosocial Aspect
Psychosocial care of patient and family is also

important to reduce the distress. The disgusting
appearance or malodour causes patient to withdraw
from social activities. We should avoid the use of bulky
dressing pads and keep the outer dressing clean and
dry without malodour. Improving the outer appearance
of patients by wearing loose fitting coloured clothes
helps to disguise the malignant mass or dressing. All
these measures encourage them to continue their
normal social activities and maintain their psychological
well-being.

To improve patient’s self image is another
important aspect of psychological care in nursing. One
needs to assess patients’ perception of body image
carefully and encourage patients to verbalize their
feeling and concern. Active listening with non-
judgmental attitude and being acceptance and
supportive encourage patient to express. We should
encourage patients to resume normal activity if possible
and give practical advices e.g. dress, control malodour,
and use of cosmetic devices. Continuous support and
positive reinforcement will help patients to sustain their
effort in improving the body image. Enhancing patient’s
acceptance of self and reinforcing own personal value
help patient to face the distress inflicted by the physical
disfigurement. Family members should be educated in
order to promote their understanding and participation
in care, which is valuable to patient.
Conclusion

Managing malignant wound is complex and
challenging. Effective symptom control and
psychological care contribute to alleviation of suffering
of patients and enhancement of their quality of life. A
holistic and sensitive approach in assessment and care
is necessary and the care plan must be realistic and
acceptable to patient and carer. The general condition
of the patient in different stages of illness also
influences the goal of care in managing the malignant
wound.
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Fig. 2: The use of stoma bag to contain exudate
from a malignant wound due to colonic cancer

Fig. 1: Bleeding from a friable malignant wound
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discussions, elderly could raise self-awareness,
understand one’s end of life care needs, and start
advance care planning.

SPHC targeting the 18 districts all over Hong
Kong, we outreach to a district every other month.
We have been to Wanchai, Kwun Tong, Central &
West, Wong Tai Sin and Shatin. Other scheduled
districts include Tsueng Kwan O, Tai Po, Kowloon
City, Shamshuipoo and Yau Tsim Mong.

In collaboration with the local District Elderly
Community Center (DECC), we have three modules
to provide in each district. Module one is the
"Celebrate Life" Infotainment Show, which is a life
education program with LDE messages built into the
performances and entertainment elements of the
show. We have volunteers’ involvement including
some celebrities to provide a quality interactive
show. Elderly people that attended this program
have commented positively about it. Module two is
the LDE Workshop for the co-workers whose
service target are the elderly. The workshop focuses
on raising participants’ self-awareness on death and
dying. Together in groups, they plan creatively some
LDE programs for their service target. Some
guidelines and insights on conducting LDE
programs are shared. Module three is a
bereavement component. Depending on the needs
of the district, we would conduct bereavement group
for the elderly with co-workers from the district.
Sometimes, training to co-workers would be
conducted instead of running groups.

Patient Group Workshop
Outreach to Patient Groups is a collaborative

program with various patient group organizations.
People with long-term illnesses and their families
are invited. The program includes information from
invited specialists in palliative care, emphasizing a
holistic approach and enhancement of patients’
quality of life.

The format is an experiential one with
participatory activities to elaborate the messages
from the experts and help participants more easily
transfer knowledge to daily life practice. It has a
focus on coping with losses. People with long term
illnesses would have experienced multiple losses
both tangible and non-tangible forms. The workshop
employs various techniques to enhance
communications among family members, and to use
a "life review" approach to affirm the togetherness
and resilience of the patients and their family.

Latter Life Forum

SPHC also hosts regularly "Latter Life Forum" to
create a platform to facilitate an open discussion
among guest speakers and the public on aspects of
EOL care. Each forum explores a designated topic
with various experts taking different perspectives, so
as to empower the public with a full range of
information on EOL issues.

The Forum also facilitates a positive attitude
towards the discussion of death so as to set an
example of addressing the issues of death and
dying honestly and openly. The previous one was
held on 15th May 2004 (Sat) at the Central library.
Perspectives shared from a palliative physician, a
spiritual leader, and a hospice advocate.

Discussions
Death is a taboo in many communities.

Regardless health care professionals or lay people,
we tend to avoid the discussion of end of life issues.
It is simply not easy to talk about death. However, in
order to have a more satisfied end of life care, it is
essential that we address it frankly. We need to
examine our own attitude towards death and dying.
Being so difficult to talk about death with loved ones,
one would ask how could we tackle it. The key is, as
Fred Rodgers proposed, "Making difficult matters
mentionable is one of the best ways to help make
them manageable." (in Corr, Nabe & Corr, 2003)

Most people are unfamiliar and uncomfortable
with EOL issues. Fears, lack of knowledge, lack of
confidence and role modeling are some contributing
factors that make the experience with a dying
relative less satisfactory. Therefore, the main
strategy to make EOL issues palatable for
discussion is to address these factors.

Through experiential and person-centered
approach, a person’s self-awareness on death,
dying and bereavement could be raised, and death
issues could be discussed frankly and openly.
Experiential learning in LDE activities are more
effective in stimulating personal feelings and self
awareness of own attitudes about death. In a group
setting, it fosters sharing and acceptance of
emotions, and therefore, is more effective to induce
attitude change. (Durlak & Reisenberg, 1991)

SPHC has developed many teaching tools to
assist various target groups in disseminating LDE
messages. Some video clips were shown to
demonstrate the tactics used to challenge viewers’
attitudes and beliefs.
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Besides, death is part of living; life and death are
closely related. Death is happening everyday
around us. We could use the "teachable moments"
in daily life to learn about LDE.

Conclusion
We have discussed about End of Life Care, and

Life & Death Education. It is important that more
people would identify with our mission, and join
force with us towards a better prospect. The
possible ways are shared as follows.

For Hospice and Palliative Care / End of Life Care,
we hope to:
1. Support broadening hospice palliative care

service to all those approaching end of life.
2. Continue with End-of-Life care education

programs; widen the targets to include others;
such as the personal care workers, police, fire
fighters and morgue attendants.

3. Inform community about hospice palliative care
service, and how to access the resources.

4. Strengthen community care for the dying that
wishes to stay/die at home.

For Life and Death Education, we aspire to:
1. Promote life & death education to the public to

foster a positive attitude towards death, dying
and bereavement

2. Expand the targets to include primary and
secondary teachers, principals and guidance
counselors

3. Support related local research

SPHC asks your support in working towards a
community that put priorities in caring for its
vulnerable members in the end stage of life, and in
doing so, community is facilitated to appreciate the
whole spectrum of life.
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