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The Kerala Experience in Palliative Care:
An Ethical Exploration from the 

Public Health Perspective† 

ANEENA  ANNA ABRAHAM AND  V.  J I THESH

You matter because you are you, and you matter to the end of your life.
We will do all we can not only to help you die peacefully, but also to live until 
you die.

— Dame Cicely Saunders

Introduction

Palliative care which deals mainly with incurable illnesses, most often in 
the end stages of life, is a virtual minefield of ethical issues. According to 
the World Health Organization (WHO), “Palliative care is an approach that 
improves the quality of life of patients and their families facing the problem 
associated with life-threatening illness, through the prevention and relief of 
suffering by means of early identification and impeccable assessment and treat-
ment of pain and other problems: physical, psychosocial and spiritual.”1 The 
goal of palliative care can be summarised as providing relief from needless 
suffering due to pain and other distressing symptoms, giving psychological, 
emotional and spiritual care and the creation of a support system that helps 
the individual whose disease is not responsive to curative treatment to live 
as actively as possible and helping the patient and family to cope with the 
illness.2, 3 The aim of any palliative care programme is to maximise the quality 
of life of patients and their families.4 It affirms life and regards dying as a 
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normal process, and hence does not attempt either to hasten or postpone 
death. Palliative care is often misunderstood as care during terminal illness, 
but in its true sense, it relieves suffering and improves quality of life for both 
patients and families throughout an illness experience, not just at the end 
of life.5

Models of Palliative Care Delivery

Several models of palliative care delivery have been tried in different parts of 
the world, with varying results. Each model has its own view on equitable dis-
tribution, universal coverage, quality of care provided and cultural appropriate-
ness. Palliative care initiatives which have been documented6, 7 to contribute to 
improvement in the quality of life of patients in high-income countries may 
not readily be transferrable to situations of low- and middle-income countries 
where human, technical and financial resources are in short supply.
 The origins of the concept of palliative care dates back to medieval times, 
when shelters run by philanthropists and religious orders scattered along the 
trade and crusading routes of Europe offered sustenance and care to the weary, 
sick, wounded or dying travellers.8 The term “hospice”, as defined by the 
Cambridge Advanced Learner’s Dictionary, refers to “a hospital for people who 
are dying, especially from cancer”.9 The concept of a hospice as it is under-
stood today began developing with the establishment of the world’s first 
modern hospice by Dame Cicely Saunders and her colleagues in 1967 in 
London.10 The St. Christopher’s Hospice was based on the concept of “total 
pain” proposed by Dame Saunders, which encompassed not only physical 
pain but also social, emotional and even spiritual dimensions of suffering.11 
The extraordinary success of St. Christopher’s Hospice, based on the three 
principles10, 11 of excellent clinical care, education and research, differentiated 
it from the earlier hospices, and paved the way for the development of the 
hospice movement, where an expert multidisciplinary team in an institution 
works to address the medical, social, emotional and spiritual needs of a patient 
with limited prognosis and their families. The interdisciplinary team consists 
of trained professionals and includes doctors, nurses, social workers, psycho-
logists, spiritual counsellors and other paramedical staff.
 Over a period of time, it was realised that palliative care must be made 
available to patients in the setting of their choice. The principles of care pro-
vided through a hospice could be applied in many settings such as home care 
and day care services and not just in specialist inpatient units. This realisation 
led to the gradual shifting of hospices in its original form as institutions to 
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hospice care which is defined not only by the type of services and care provided, 
but also by the setting in which these services are delivered.12

 Most patients with life-limiting illness prefer to be cared for and to die at 
home8, 13 and so community-based palliative care programmes gradually evolved. 
The interdisciplinary team moved out from the institutions to the community 
and visits patients at their homes, and work hand in hand with families to 
enhance the quality of life of patients. Volunteers began to be included in 
the team when it was recognised that institutions alone cannot respond to the 
social dimension of the multiple issues faced by patients and their families.8,13 
The functions of a hospice volunteer range from doing administrative work at 
the programme office to fundraising, just being there for the patient in need 
to running errands, listening and supporting and giving the caregivers a break 
from their tedious caregiving job to emotional and bereavement support after 
death.13, 14 Hospice volunteers in general are usually not allowed to give “hands-
on” care for the patient in keeping with the regulations and contract rules.14

 Though hospices continue to be built and developed worldwide, palliative 
care initiatives detached from hospitals and hospices and dependent on 
the contributions of the general public have increased tremendously.8 This 
community-based system of palliative care is being increasingly adopted in 
areas where resources — doctors, nurses and drugs — are scanty.8 In settings 
such as that of most Asian nations, where prevention, diagnosis and treatment 
of cancer are limited or non-existent, it is unrealistic to expect the formal 
health system to provide palliative care for the patients and their families at 
their homes. It is in this context that an approach where the community takes 
up the responsibility of caring for its sick in their homes began to take shape 
as the most pragmatic solution to achieve better coverage. This radical model, 
which makes an active effort to locate those who need care and provide care 
to them, is denoted in this article by the term “community-owned home-based 
palliative care”.
 The various models of palliative care delivery are not distinct entities, but 
part of a continuum which extends from purely institution-based care at one 
end, to the model of care where the community assumes full responsibility of 
caring for its less fortunate at the other end.
 The rapid spread of palliative care was accompanied by confusion regarding 
terms such as “hospice”, “palliative care” and “end-of-life care”. In the UK, 
“palliative care” and “hospice care” are used as synonyms and we see hospice 
care in the institutional setting and hospice care at home. In the US, hospice13 
can refer to an institution or a dedicated unit in a healthcare facility where 
the dying are cared for, or it can be a community-based organisation that 
provides care to patients in a number of settings but usually in their homes. 



17

The term is also used to describe an approach to care for those with incurable 
illness and also refers to a benefit available to Medicare beneficiaries. This 
last meaning of hospice care made it synonymous with end-of-life care, meant 
for a person with less than six months to live. On the other hand, the term 
“palliative care” in the US, describes care that starts at the time of diagnosis, 
continues simultaneously with curative treatments and helps in managing 
symptoms that these therapies cause.15

 In this article, the term “palliative care” or “hospice care” is used to describe 
an approach to care of a person with a diagnosis of a life-limiting illness 
irrespective of the prognosis and expected longevity, while “hospice” refers to 
an institution providing such care.

Palliative Care in Kerala

A report16 from The Economist Intelligence Unit ranked 40 countries across 
the world on end-of-life care facilities based on 24 indicators on healthcare 
environment, availability of services, cost and quality of care. India, with a 
score of 1.9 out of 10, was at the bottom of the “Quality of Death Index” in 
overall score, and performed badly on many indicators. The same report goes 
on to state that if the state of Kerala was assessed on the same measures, it 
would rank among the top in the list. In a country where national coverage 
still remains under two per cent,17, 18 Kerala, with just three per cent of India’s 
population, provides two-thirds of India’s existing palliative care services19 
through a more realistic approach, aimed at providing care to those in need 
as close to their homes as possible.
 The Pain and Palliative Care Society (PPCS), established at Calicut in 
1993,18 offered home care services as an extension of the outpatient clinic. It 
was soon realised that this was insufficient to reach all those in need and the 
requirement of a different model of care where “chronic and incurable illnesses 
are considered social problems with medical components”20 was felt. This 
philosophy paved the way for the formation of the Neighbourhood Network 
in Palliative Care (NNPC) in 2001.18 The NNPC, based on the principle that 
it is the duty of the healthy in society to take care of the ill, called for volun-
teers from the community to provide the rights and needs of the terminally 
ill in their community.18 Another key principle of the NNPC is community 
ownership and the majority of the funding for all the activities comes from 
donations of few rupees a day received from the people of the community the 
unit functions in.18 Since 2001, the NNPC has grown rapidly into a large 
network operating in all the districts of Kerala and caters to the needs of 
more than 2,500 patients every week.
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 Two major components21 form the backbone necessary for the proper func-
tioning of the community-owned palliative care machinery, namely the com-
munity volunteers and the healthcare professionals. Community volunteers are 
the soul of this system and are of two types. Untrained sensitised volunteers 
establish the social support system, vital for the provision of care, and engage 
in fundraising and administrative activities. Trained volunteers, on the other 
hand, undergo intensive training that equips them to provide emotional and 
basic nursing care for the patients. The healthcare team consists essentially 
of doctors and nurses, but can include other health professionals trained in 
palliative care. Depending on the particular need of the patient, most often, 
care is delivered in the home through home visits. The volunteers are the first 
points of contact and provide care and support at the local level. The first 
line of professional service is provided by nurses’ home care teams, where the 
nurses can be either nurses with training in palliative care or auxiliary pallia-
tive nurses trained for the purpose. This service is supported by doctors’ home 
care which can be supplemented by outpatient clinics and inpatient services. 
The community-level service is also linked up with the primary, secondary 
and tertiary healthcare system for any referral or interdisciplinary support.

Ethics of Palliative Care as a Public Health Strategy

A good understanding of the ethical principles is a basic requirement for any 
person or community involved in or planning to get involved in palliative care.
 Ethics in palliative care is governed by four cardinal principles:22

1. Respect for patient autonomy (Patient choice)
2. Beneficence (Do good)
3. Non-maleficence (Minimise harm)
4. Justice (Fair use of available resources)

 The above four cardinal principles govern the delivery of palliative care 
at an individual patient-doctor level. However, palliative care has grown be-
yond the WHO definition which laid emphasis on care of people with life-
threatening illnesses, mainly cancer, and now caters to the needs of those who 
require long-term care, like those afflicted with HIV and mental illness, as 
well as bedridden patients and the elderly. It is estimated that more than 60 
per cent of those who die each year in the developing world need palliative 
care.23 Worldwide, more than 3.5 million patients with terminal cancer and 
HIV/AIDS die each year without having access to opioids,24 one of the basic 
pain relief medications. This estimate automatically implies that the actual 
number of persons in need of palliative care worldwide is even higher. The 
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burden of preventable suffering caused by all these conditions highlights the 
need to think of palliative care as a public health intervention. The principles 
of patient autonomy, beneficence and non-maleficence have to be interpreted 
differently in a public health setting. Patient autonomy is subservient to the 
spirit of justice in the community, wherein individual choice is limited by the 
concepts of equity and equality in the community as a whole. Beneficence 
and non-maleficence have a much wider meaning at the community level 
whereby any intervention should give the maximum possible benefit to the 
largest number of people in the community, while at the same time not cause 
any harm to anyone in the community. When viewed from a public health 
perspective, palliative care must provide care to the affected population at 
large rather than the best possible care to each individual and so a different 
framework needs to be constructed for ethical decision-making, based on the 
following key concepts:22, 25

1. Respect for life and acceptance of the ultimate inevitability of death
 Each life is precious, and one cannot be valued superior or inferior to 

another based on caste, creed, income or any other factor. Palliative care 
should not attempt to hasten or prolong death, since death is an inevitable 
consequence of birth. Efforts should be to maximise the quality of life of 

 all affected people until inevitable death catches up.

2. A duty to alleviate suffering
 Ethics refers to standards of behaviour that are formed by the image of 

how we must be “at our best”. It is expected that an ethical society consi-
 ders it a duty to do everything in its capacity to relieve the suffering of the 

unwell among them.

3. Utilitarianism
 Palliative care as a public health strategy must aim to do the greatest good 

to the maximum number of people affected in the society. The consequence 
of the choice must alleviate the suffering of the majority in the community.

4. Human rights
 Palliative care at the community level must protect and respect the rights 

of those affected by illness, including their right to life, right to health, 
right to privacy and right to respect and dignity. Those with incurable ill-

 ness or requiring long-term or special care in society have the right to live 
lives of dignity, free of needless suffering.

5. Justice
 Every decision should be fair to each individual in the community and 

should ensure equity and equality of care. In practice, this means that every 
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attempt should be made to ensure as fair and equitable a distribution of 
the available but scarce resources as possible, so as to benefit the majority, 
while at the same time ensuring that harm is not caused to any other 

 person in the process.

 A public health model of palliative care delivery should therefore be ana-
lysed based on the above five principles of ethics which is applicable at the 
community level, in contrast to the four cardinal principles of ethics at an 
individual patient-doctor level.

Analysis of NNPC as a Public Health Model of 
Palliative Care

The NNPC model has been criticised for involving volunteers in active pa-
tient care.26 The critiques mainly point at the possible loss of confidentiality, 
privacy, patient autonomy and quality of care when the community actively 
participates in all aspects of patient care. However, this is countered by the 
argument that these criticisms against the NNPC model are based on ethical 
frameworks of individual patient-doctor interactions, rather than the principles 
of public health ethics. It is in this context that we attempt to analyse the 
NNPC model in the following section, based on the public health framework 
for palliative care detailed above.

Respect for Life and Acceptance of the Ultimate Inevitability of Death

That death is an inevitable consequence of birth is readily accepted as a 
universal truth by people of all cultures. However, the diagnosis of a life-
threatening illness received after a routine medical check-up or a visit to the 
doctor with something which you trust he or she can cure with a few pills 
becomes less palatable and the doctor’s opinion that the condition is incurable 
is often a fact which is impossible to accept. No person can be expected to 
stay poised and accept premature death calmly. Such a medical verdict brings 
along changes in the day-to-day situation of the patients and their families 
and it becomes the responsibility of the palliative care team to support them 
as they reconcile with this fact and help to cope with the inevitability of 
impending death.
 On a cursory look, it would seem that all models of palliative care value 
life equally and accept the inevitability of death in a similar manner. How-
ever, differences do exist across the palliative care continuum. In the highly 
medicalised settings of institutions, infection control rules often prevent the 
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family from staying with the patient in the alien atmosphere. The situation 
becomes worse if the patient is admitted to intensive care units in order to 
be provided extra care. Even in the event of a formal “Do Not Resuscitate” 
order, it is highly probable that all the latest measures will be taken to prevent 
the patient from reaching that stage. All these have a negative impact on the 
quality of life of both the terminally ill patient and the family. In cultural 
situations like those in which the NNPC functions, the family considers it a 
failure of their duty if they are unable to give a last drop of water to their 
dying family member or recite holy verses to them. On the other hand, in the 
community-owned palliative care system, the key role played by the family 
ensures that often, even informally expressed wishes by patients are given top 
priority. A majority of patients die at home, surrounded by those they love 
and care for. There are no oxygen masks or tubing preventing them from 
having their last few words with their dear ones. They have opportunities to 
discuss their concerns with their kith and kin, express their opinions and in 
general feel more comfortable in familiar surroundings.

Duty to Alleviate Suffering

In many developed nations, provision of palliative care services has been taken 
up by the government and is made available as community-based programmes 
with the involvement of the local community in some form. In the UK, pallia-
tive care initiatives receive a third to a fifth of its funding from the National 
Health Service (NHS) and the remaining funds are raised through donations 
from the local community.27, 28 In the USA, “end-of-life” care for those who 
have been certified by their physicians as having less than six months to live 
is provided as a benefit of the federal Medicare programme but palliative care 
remains underfunded and inaccessible.15 The role of the community in these 
programmes lies in donating generously and paying taxes on time. In addition 
to this, some community-based palliative care programmes recruit volunteers 
from the community to aid in the smooth running of the programme and 
help with daily chores of the patients and their families. The responsibility 
to care for the patients, who come and register with the palliative care pro-
grammes, rests entirely with the professional team by means of a contract. In 
contrast, the community-owned system of palliative care provision is literally 
owned by the community, which makes active efforts to locate those needing 
care and assumes the responsibility for the total care of the patient and thus 
fulfils the duty of alleviating the suffering of its fellow men. Almost everything 
from personal and household needs and medications for the patient to the 
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salaries of the staff in the palliative care clinics are raised from the local 
community through donations sometimes as little as about 2 cents a day, 
so that palliative care becomes an initiative belonging to each person of the 
community.20 Of the total expenditure of US$285,000 in 2003 for NNPC, 
77 per cent came from small donations from the massive support base in the 
community.20

Utilitarianism

As mentioned above, most hospice and community-based programmes for 
palliative care provisions are based on some sort of a payment system. In the 
USA, for example, as per the Medicare scheme, a beneficiary can avail six 
months of hospice care in his or her lifetime. It therefore becomes the respon-
sibility of the referring physician to ensure that a patient is referred for care 
at the most appropriate time. If the patient referred for care lives more than 
six months, the insurance firms can sue the physician for losses suffered by 
them. This makes doctors apprehensive and ultimately results in undue delay 
of care for most patients in need, particularly those with mental illness and 
requiring care for conditions associated with old age. In the UK, where the 
NHS pays a portion of the palliative care expenses, each individual has to 
wait for his turn to receive the best quality care29 and it can be expected 
that a large proportion of patients on the waiting list die without receiving 
care.30, 31 Western culture is one that gives primary importance to individual 
rights and choices. The amount of care persons with life-limiting illness 
receive is usually not governed by the principle that maximum benefit has to 
reach as many in need but by the type of scheme and the paying capacity. 
Thus, it can be summarised that if one can afford to pay for care or if the 
government pays for the patients, they get the best possible care and their 
rights are protected, whereas if one’s paying capacity is low and there is no 
insurance or government scheme to support, the patient is denied any sort of 
care and all the patient’s rights are denied. On the contrary, the community-
owned system generally generates resources from within the community and 
so it has the right to distribute resources in an equitable manner, where the 
share of resources is determined by the need — nobody is denied care for 
lack of paying capacity. In the US, though end-of-life care can be obtained as 
a benefit of Medicare, one must not fail to recognise the fact that nearly 42 
million Americans, mostly from the disadvantaged communities, are outside 
the purview of any form of insurance. In a community-owned system, it is 
the responsibility of the society to ensure that all persons who need care get 
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it and are able to live and die with dignity. Within a decade, the NNPC 
initiatives have achieved an estimated coverage of 70 per cent in palliative and 
long-term care in Kerala.32

 The composition of the multi-disciplinary home care teams of the 
community-owned system is markedly different from that of hospice or 
community-based programmes. The community volunteers form the core of 
the community-owned home-based palliative care team21,33 with the doctor and 
nurse providing the necessary medical support. The trained volunteers take 
up the role of providing emotional and psychological support to the patient 
in addition to giving basic nursing care and supporting the family members 
to provide care.33 Though this is in contrast to the principle of providing the 
best possible skilled personnel, it has to be noted that within the social and 
cultural norms of the Asian countries, a professional with the required skills 
may not be readily available for the patient at the time of need. The emo-
tional and psychological support of the professional counsellors in the hospice 
or the community-based programmes is limited to the amount of time avail-
able with them to spend on counselling. It is here that the role of the family 
and the local volunteer in the community-owned palliative care initiative 
gains importance as they provide continued support almost on a round-the-
clock basis. In addition to this, the community also takes responsibility of the 
daily needs of the patient and the family — offering to provide daily rations 
and help with the education of the children and other household needs. It 
can be said that while hospice and community-based programmes as they are 
run now provide the best possible care for a limited time, community-owned 
programmes provide what may be criticised as lower-quality care and support 
around-the-clock in the patient’s home. Also, the professional counsellors in 
the hospice and community-based programmes, due to time constraints, are 
often unable to support the caregivers and families, who have as much or more 
need for support than patients. The trained volunteers in the community-
owned system, on the other hand, can give time to support the caregivers and 
families in this time of major change in their lives.

Human Rights and Justice

In the community-owned palliative care system, volunteers play a larger role 
in actual patient care than in hospices and community-based programmes and 
so the potential for causing harm might be larger due to a lack of professional 
skills. But then the pertinent question is: in resource-poor settings where 
availability of trained personnel is grossly insufficient to provide top-quality 
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care at home for patients, is it just to deny any sort of care to the needy on 
the grounds that what we can provide might not be the most ideal? From a 
public health viewpoint, providing some form of care and support universally 
is a better alternative to providing top-notch care to a lucky few.
 Clinical ethics demands respect for patient autonomy and confidentiality 
and is very particular that care should be given by the most qualified and 
competent personnel. However, when we look at palliative care as a public 
health intervention, these terms have totally different connotations. In cultural 
settings like that of Asian countries, where most societies consider family as 
the basic unit and not the individual, patient autonomy does not mean the 
same thing as in western cultures. The society and family are very closely-knit 
units, and separating individuals from their families and close communities 
is not practical. It is for the local community to decide what its moral and 
ethical standards should be, and the standards set by the developed nations 
cannot be transplanted in its entirety into other communities. In the true 
sense of the term “public health”, concern for impeccable quality of care at 
the individual level is only of secondary importance and the responsibility of 
governments and communities is to ensure the universal availability of care, 
which the community-owned system has accomplished.

Challenges before the NNPC Model

The NNPC machinery requires that the volunteers and professionals work 
hand-in-hand as a team. This unique work culture results in a very thin line 
differentiating the roles of the two groups and consequently paves the way 
for potential ethical challenges when volunteers, knowingly or unknowingly, 
tread into the domain of professionals. Due to the larger degree of role overlap 
in community-owned palliative care models when compared to institutional 
models, there exists the possible risk of volunteers, especially those involved 
with delivery of palliative care for longer durations, taking up the roles of 
professionals, particularly nursing personnel and occasionally even that of 
the palliative care physician. This is a matter of serious concern and can be 
avoided only through clearly specified guidelines on areas of activity, coupled 
with regular scrutiny and monitoring.
 All existing healthcare systems are based on hierarchical models, with a 
qualified doctor occupying the apex of the hierarchical pyramid. When trying 
to implement a parallel rather than hierarchical system, with roles of equal 
importance for all participants, the professionals, mainly the doctors, may find 
it difficult to adapt to the new model. The environment in which the NNPC 
model strives to exist, therefore, puts it under constant pressure to shift back 
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to institutionalisation of care delivery. This has been seen not very uncom-
monly, especially when the NNPC groups providing care are not aware of such 
possibilities or less vigilant about the dangers of institutionalisation of care.
 The de-institutionalisation of care, with care being given at home under 
the leadership of the community, strips the doctors and other professionals of 
the importance to which they are accustomed in the general health system. 
This, along with concerns — real and potential — of over-enthusiastic volun-
teers overstepping their responsibilities and taking on the roles of professionals, 
have been observed as major reasons why more doctors are not coming forward 
to work with the NNPC teams. This also is a cause of grave concern since it 
can lead to drop in quality of care due to inadequacy of trained personnel.

Conclusion

Once born, death is inevitable and necessary. But this in no way justifies the 
needless pain and suffering associated with the terminal stages of incurable 
diseases. Wide disparities exist worldwide in the capacity, resources and infra-
structure devoted to palliative care. A majority of the world’s nations neither 
have formal palliative care policies nor meet the international guidelines on 
provision of basic care to people in need. Most nations have very strict regu-
lations which effectively limit the use of oral opioids for pain relief. As early 
as 1992, it was argued that relief of suffering must be the goal of both medi-
cine and human rights and numerous covenants have stressed the importance 
of considering palliative care as a human right.34 Palliative care as a human 
right can also be read into the Universal Declaration on Human Rights as 
part of the right to healthcare. Hence, provision of basic medications neces-
sary for relief of pain and control of other symptoms, ensuring universal 
access to and facilities for end-of-life care and adoption and implementation 
of national policies on palliative care should be obligatory on the nations of 
the world.
 The Institute of Medicine (IOM), in its seminal report on the Future of 
Public Health in 1988,35 defined public health as “what we, as a society, do 
collectively to assure the conditions for people to be healthy”. The IOM’s 
definition emphasises the cooperative and mutually shared obligation of the 
society and calls on governments and communities to take responsibility for 
health. When we view palliative care from a public health perspective, we 
can see that the community-owned model of palliative care is a highly ethical 
initiative to ensure that care reaches the last person in need, irrespective of 
income, residence, caste or creed. It is clearly evident that NNPC has suc-
ceeded in providing universal access to relief of pain and suffering of patients 
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in need at their homes, through a community-owned system which provides 
equitable distribution of available resources.
 Simple and inexpensive measures to relieve pain in conditions like cancer 
and AIDS have been very clearly elucidated in the WHO analgesic ladder.22 
Oral morphine, which occupies the highest position on the ladder of pain 
relief, is one of the cheapest drugs available. Is it not then unjustified and 
unethical for tens of millions of people all over the world to suffer intense 
pain and long for death?24 The reason most often cited for the inability to 
provide palliative care, an inexpensive healthcare service that can drastically 
improve the quality of life of people with life-limiting illness, is a lack of 
resources. If Kerala, with its poor to middle-income economy, could make a 
difference in the lives of the thousands requiring palliative care, the question 
to be answered would be why the other nations cannot replicate the same. 
NNPC has conclusively proved that obtaining resources is not a major problem 
if the community takes responsibility of caring for its ill and comes forward 
to own the programme on its own terms. The social, cultural and political 
context determines how palliative care can be given. Instead of criticising and 
condemning the NNPC for compromising quality in order to achieve greater 
coverage and using community volunteers to achieve this, it must be com-
mended for moving beyond traditional biomedical models of palliative care. Its 
efforts to increase access to palliative care for all by provision of holistic care 
within the community must be appreciated. Community-owned home-based 
models of palliative care delivery like the NNPC challenges each society in the 
world to wake up to their ethical and moral responsibility of caring for the 
last person in need in their community, instead of waiting for resources and 
better healthcare systems.
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