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World at present  is experiencing a   health transition with a 
rapidly rising burden of chronic and incurable diseases in 
one hand and on the other, a demographic transition in 
terms of increasing life expectancy.  Infections and 
nutritional deficiencies are receding as leading contributors 
to death and disability in most of the countries. Cardiovas-
cular diseases, cancers, diabetes, respiratory diseases, 
neuropsychiatry ailments, and other chronic diseases are 
becoming major burden of diseases and consequent mortal-
ity. In 2008, 63% (36 of 57 million) deaths worldwide 
occurred due to Non-Communicable Diseases (NCDs) and 
nearly 80% of these deaths, i.e.  29 millions took place in 
low and middle income countries. NCD deaths are 
projected to increase by 15% globally between 2010 and 
2020 causing for 44 million deaths! During this same 
period, the population of older person is growing at a rate of 
2.6 per cent per year, considerably faster than the popula-
tion as a whole which is increasing at 1.1 per cent annually.
Bangladesh is also in the same phase of demographic and 
disease transition.  Chronic diseases accounted for 53% of 
all deaths   in 2005. The share of population above the age 
of 60 is growing at a rapid rate. In 2005, the total number of 
people aged 60 years and above was 5.64 million (about 5 
% of the total population) and this number is expected to 
increase to 14.6 million (about 9% of the total population) 
by the year 2025.
Looking at the present medical establishment, with its 
hospital-centered services, one can easily understand that it 
is geared basically to look after patients with acute illness. 
This acute-care orientation is reflected in the current 
emphasis on illness diagnosis, patient-initiated consulta-
tions, and curative and/or symptom relieving treatments. 
Many hospitals in state a policy of not admitting incurable 
patients, emphasizing that these are places of cure. 
People dying of these   “wrong conditions” and their 
careers, whether family, social or professionals are being 
increasingly frustrated by the major obstacles to accessing 
appropriate care.
Programmes for the prevention and control of these major 
non-communicable diseases   chronic diseases are particu-
larly difficult because it   needs to adopt a ‘life span’ 
approach, attempting to reduce risks at different stages of 
life through appropriate multidimensional public health 
interventions. The ultimate intervention would be, well 
known in the modern medicine, as Palliative Care’ and 
would have made a significant differences in the end- of - 
life of these patients suffering from life limiting and incur-
able illnesses. This is particularly true for diseases like 
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cancers which are predicted to become an increasingly 
important cause of morbidity and mortality in the next few 
decades, all over the world. Unfortunately, while the world 
has the knowledge and experience to control pain and 
diminish suffering significantly for these patients and their 
families, palliative care is not available for most of the 
global population. In fact, satisfactory palliative care does 
not exist in many countries where the needs are greatest and 
where it is probably the only realistic therapy or care to 
offer.
Palliative Care (derived from Latin palliare, to cloak) is a 
relatively new era of modern healthcare that focuses on 
relieving and preventing the suffering of patients with life 
limiting or incurable illnesses. 
It is a concept of “active total care that improves the quality 
of life of patients and their families facing the problems 
associated with life-threatening illnesses, through the 
prevention and relief of suffering by means of early identifi-
cation, impeccable assessment and treatment of pain and 
other problems, physical, psychosocial and spiritual”. 
(World Health Organization). It is   not solely about clinical 
skill and medical service to meet the psychosomatic need of 
the incurably ill patients whose life span is limited, but is 
also about the social and spiritual dimension of professional 
care. Palliative care should be seen as part of a continuum 
of care involving all the components of prevention and 
management of chronic diseases. Palliative care services, if 
implemented in a rational public health way, would quickly 
and dramatically improve the quality of life for cancer 
sufferes, other patients dying of chronic diseases, the 
elderly terminally ill and people living with AIDS. The 
success to implement this care in marginalized population, 
what is needed is the political will to act, educate and train 
the health professionals, involve the community and make 
the necessary affordable drugs easily available. The World 
Health Organization (WHO) has pioneered a public health 
strategy to integrate palliative care into existing healthcare 
systems.  This offers the best approach for translating this 
new knowledge and skills into evidence-based, cost-
effective interventions that can reach everyone in the popu-
lation, when incorporated by governments into all levels of 
their healthcare systems and owned by the community.  It 
needs to be appreciated that most of the patients in need of 
palliative care and long term care will have to be looked 
after by health care professionals at the primary health care 
level. If the doctors and nurses   at the field level are trained 
to improve their clinical and communication skills and are 
supported by a works of trained community workers and 
home care nurses, it can improve the care of the majority of 
these patients tremendously. The training of general practi-
tioners and other doctors in rural areas in pain relief and 
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palliative care are important as  well as capacity building 
among the community volunteers and nurses. Emotional 
support, spiritual support, prophylaxis for avoiding 
bedsores, appropriate food, changing of bandages, etc are 
some of the important areas in which the family and local 
community can make a positive impact when empowered to 
do so. Establishment of adequate and accessible palliative 
care facilities in the community will also mean freeing 
expensive hospital beds from incurable patients. It will also 
culturally be the most important for reassuring the citizen’s 
dignified death where they want it most, namely at home. 
Good quality community based home care services can help 
in reversing the present trend of materially and emotionally 
expensive institutionalized dying. Older people are often 
overlooked in the design of health care provision, and yet 
they often have the greatest and most complex needs. The 
needs of the elderly are becoming a concern to palliative 
care programs all over the world. This is because the same 
model of care can be adopted   with some fundamental 
modification and integration. It must be appreciated and   
acknowledged that while modern medicine can often save a 
patient from a potentially fatal heart attack, few early 
cancers, and most bacterial disease, the survivors will 
eventually likely to go on to develop advanced end stage 
diseases such as heart failure, dementia, debilitating arthritis 
or Parkinson’s disease at an old age. To provide proper care, 
clinicians must understand the unique needs of this age 
group as well as how the ageing process affects the delivery 
of health care to the elderly. Improvement in symptoms 
must be balanced with maintaining functional status and 
maximizing Quality of Life --- a challenge that makes care 
of the older adults sometimes difficult but always reward-
ing. Palliative care providers must learn to balance the 
multiple comorbid conditions of patients with chronic, 
eventually fatal illnesses. This re-framing of illnesses as the 
summed consequences of a multiple of chronic diseases is 
often difficult for clinicians as major medical training 
focuses on cure of discrete illnesses.
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