
active treatment combined with an emphasis on impeccable symptom 
management. Family members and patients themselves also note such 
improvements – a phenomenon we sometimes call “the hospice bounce.”  
This affords a period during which the patient and family become 
comfortable with the hospice team and plans are developed for the 
remaining time.

Our care is interdisciplinary. Hospice physicians and nurses manage 
clinical issues in conjunction with attending physicians when they remain 
involved. Social workers assist with psychosocial concerns, and chaplains 
assist with the spiritual. Hospice aides provide non-skilled, yet skillful 
personal care and companionship. Also involved are volunteers and other 
team members, as needed. This interdisciplinary team meets at least once 
every two weeks to ensure the team provides for the changing needs 
of the patient and family as the disease process continues its trajectory 
toward death. Bereavement services are available to the surviving family 
for up to 13 months after the patient’s death.  

Hospice addresses all the major causes of death in the US. While cancer is 
only one of many potential diagnosis categories, it remains an important 
one. Hospice is not about giving up hope, but rather changing the things 
for which someone is hoping. This transition is from a hope for a cure 
to hopes for comfort, hopes to no longer being a burden, and hopes that 
their family will be all right after they’re gone.  Hospice team members 
are skilled at assisting patients and family members in negotiating such 
changes in goals of care.  
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End-stage cancer care and hospice have been linked since the inception of 
the Medicare hospice benefit in 1982. As we know it today, hospice came 
into being primarily to address issues of pain and other uncomfortable 
symptoms, as well as psychosocial and spiritual distress, experienced by 
patients with cancer when there were no longer any curative or life-
prolonging treatment options. In those early days of hospice, cancer 
diagnoses represented the vast majority of hospice care. While cancer 
treatment has greatly evolved, caring for cancer patients remains a major 
portion of hospice care provided in today’s world.

While there are many more options for curative and life-prolonging 
treatments, cancer remains one of the top two causes of death in the 
United States.  With improved surgical techniques, amazing innovations 
in radiotherapy and chemotherapy options, and the completely new 
realm of immunotherapy, cancer survival is at an all-time high. Such 
advances prolong survival, but do not commonly cure the underlying 
cancer. This means a cancer patient’s encounter with hospice is delayed, 
but not indefinitely.  

Many cancer survivors learn to live with their disease, which is associated 
with its own set of uncomfortable symptoms including pain, dyspnea, 
nausea, and the like. Fortunately, palliative care before hospice can help 
manage those distressing findings alongside active cancer treatments. 
Hospice becomes involved when active, disease-directed therapy against 
cancer is no longer working, assuming the mantle of comfort care from 
the oncology and palliative care teams.  

While Medicare beneficiaries become eligible for hospice care when 
their prognosis is for a likely life expectancy of six months or less, the 
reality is cancer patients are among those who receive the shortest stays 
on hospice. Americans are ingrained to fight cancer as long as they can, 
often leading to delays in accepting the inevitable and changing to a more 
comfortable and less stressful type of care provided by hospice.

Counterintuitively, cancer patients coming to hospice may actually 
live longer than those continuing active treatments in the setting of 
severe functional and nutritional impairment. Those of us practicing 
hospice medicine routinely note improvements in function, nutritional 
status, and psychosocial parameters of those newly admitted to hospice, 
presumably because of reduced stress associated with cessation of 
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We are here. Let us know how we can assist with 
patients with cancer. 


