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An 85-year-old man with New York Heart Association class IV heart failure, hyperten-
sion, and moderate Alzheimer’s disease is admitted to the hospital after a hip fracture.
His postoperative course is complicated by pneumonia, delirium, and pressure ulcers
on his heels and sacrum. He is losing weight and is unable to participate in rehabilita-
tion because of his confusion. This is his fourth hospitalization in the past year. His
84-year-old wife, who has been caring for him at home, feels overwhelmed by his
medical and personal care needs. The patient’s physician is increasingly frustrated by
his frequent readmissions. What might she do to address his needs, alleviate his suf-
fering, and facilitate his discharge from the hospital and subsequent care at home?

 

By 2030, 20 percent of the U.S. population will be over the age of 65 years.

 

1

 

 For most
people, the years after the age of 65 are a time of good health, independence, and inte-
gration of a life’s work and experience. Eventually, most adults will have one or more
chronic illnesses with which they will live for years before they die. These years are often
characterized by physical and psychological distress, progressive functional depen-
dence and frailty, and increased needs for family and external support.

 

1

 

 Studies sug-
gest that medical care for patients with serious and advanced illnesses is characterized
by the undertreatment of symptoms, conflict about who should make decisions about
the patient’s care, impairments in caregivers’ physical and psychological health, and
depletion of family resources.

 

2-5

 

the role of palliative care

 

There are many reasons why patients who have advanced illnesses receive inadequate
care, but most of those reasons are rooted in a medical philosophy that is focused al-
most exclusively on curing illness and prolonging life, rather than on improving the
quality of life and relieving suffering. Traditionally, medical care has been articulated as
having two mutually exclusive goals: either to cure disease and prolong life or to provide
comfort care.

 

1

 

 Given this dichotomy, the decision to focus on reducing suffering is
made only after life-prolonging treatment has been ineffectual and death is imminent.

 

6

 

In the United States, this forced choice is driven largely by the reimbursement system
— that is, regular Medicare covers curative therapies and the Medicare hospice benefit
covers comfort care. That division of services results both in the provision of burden-
some and costly life-prolonging treatments when they are no longer beneficial and in
preventable suffering during all stages of advanced illness.

 

7

 

 In contrast, patients would
benefit most from care that included a combination of life-prolonging treatment (when
possible and appropriate), palliation of symptoms, rehabilitation, and support for care-
givers.

Meeting the needs of patients will require that physicians employ skills that are

the clinical problem

strategies and evidence
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not traditionally taught in medical schools.

 

8

 

 Pal-
liative care aims to relieve suffering and improve the
quality of life for patients with advanced illnesses
and their families through specific knowledge and
skills, including communication with patients and
family members; management of pain and other
symptoms; psychosocial, spiritual, and bereave-
ment support; and coordination of an array of
medical and social services.

 

1

 

 Palliative care should
be offered simultaneously with all other medical
treatment.

 

physician–patient communication

 

Communicating with patients is a core skill of
palliative medicine.

 

9

 

 Studies suggest that in a typi-
cal clinical encounter, clinicians elicit fewer than
half of patients’ concerns and consistently fail to dis-
cuss patients’ values, goals of care, and preferenc-
es with regard to treatment.

 

10

 

 Empirical evidence
supports the effectiveness of clinicians’ use of spe-
cific communication skills in enhancing disclosure
of the issues of concern to a patient, decreasing
anxiety, assessing depression, and improving a
patient’s well-being and the level of the patient’s
and the family’s satisfaction with the treatment.

 

10

 

Those communication skills include making eye
contact with patients, asking open-ended ques-
tions, responding to a patient’s affect, and demon-
strating empathy. When a physician is informing
a patient about a poor prognosis, conducting an
open, “patient-centered” interview (in which the
emphasis is on empathy, openness, and reassur-
ance), rather than the traditional closed, “physician-
centered” interview (in which the physician is fo-
cused on the task), has been associated with an
improved level of satisfaction on the part of patients
and their families.

 

11

 

Guidelines have been developed for establishing
goals of medical care, communicating bad news,
and withholding or withdrawing medical treat-
ments (Fig. 1).

 

12,13

 

 Whether the use of these proto-
cols actually helps patients and their families has
not been empirically determined, but we and
others

 

12-16

 

 have found these guidelines to be use-
ful in clinical practice. One randomized trial in the
United Kingdom showed that a postgraduate course
in communication skills that had cognitive, behav-
ioral, and affective components led to improved
communication skills among the physicians.

 

17

 

Similar courses are offered annually in the United
States.

 

18,19

 

Palliative care begins with establishing the goals

of care. Outlining realistic and attainable goals
assumes an increased importance in the setting of
advanced disease, in which treatments intended
to cure the disease and prolong life may be more
burdensome than beneficial. Whereas the goal for

 

Figure 1. Protocols for Communicating with Patients about Major Topics 
in Palliative Care.

 

Adapted from the Education on Palliative and End-of-life Care Project.

 

12

Establishing Goals
of Medical Care

Communicating
Bad News

Withdrawing
Treatment

Create the right setting: plan what to say, allow adequate time, and determine who
else should be present at the meeting

Establish what the patient
knows: clarify the situation
and context in which the
discussion about goals is
occurring

Establish what the patient
knows: clarify what the 
patient can comprehend; 
reschedule the talk if
necessary

Establish and review the
goals of care

Explore what the patient
is hoping to accomplish: 
help distinguish between 
realistic and unrealistic 
goals

Establish how much the
patient wants to know:
recognize and support
preferences; people handle
information in different
ways 

Establish the context of
the current discussion:
discuss what has 
changed to precipitate 
the discussion

Suggest realistic goals: 
explore how goals can 
be achieved and work 
through unrealistic 
expectations

Share the information: 
avoid jargon, pause 
frequently, check for 
understanding, use 
silence; do not minimize 
the information 

Discuss specific treatment 
in the context of the goals 
of care: talk about whether 
the treatment will meet 
the goals of care

Discuss alternatives to
the proposed treatment:
talk about what will 
happen if the patient 
decides not to have the
treatment

Respond empathetically to feelings: be prepared for strong emotions and allow time 
for response, listen, encourage description of feelings, allow silence

Make a plan and follow 
through: discuss which
treatments will be under-
taken to meet the goals, 
establish a concrete plan 
for follow-up, review and
revise the plan periodically
as needed

Follow up: plan for next 
steps, discuss potential 
sources of support, 
share contact information,
assess the patient’s safety
and support, repeat news
at future visits 

Plan for the end of 
treatment: document 
a plan for withdrawal 
of treatment and give 
it to the patient, the 
patient’s family, and 
members of the health 
care team
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some patients may be to prolong life at any cost,
studies suggest that what most seriously ill patients
want is to have their pain and other symptoms re-
lieved, improve their quality of life, avoid being a
burden to their family, have a closer relationship
with loved ones, and maintain a sense of control.

 

9,20

 

Establishing clear goals can facilitate decision
making regarding treatment. For example, in the
case of a patient with end-stage dementia who has
dysphagia, placement of a percutaneous endoscop-
ic gastrostomy (PEG) tube may be considered. If the
primary goal is to reduce suffering and enhance the
quality of life, then placing a PEG tube is unlikely to
meet these goals, since it requires a painful, inva-
sive procedure; eliminates the pleasurable oral sen-
sations of eating and drinking; is associated with
an increased use of restraints; can cause cellulitis,
vomiting, diarrhea, and fluid imbalances; and is un-
likely to reduce the risk of aspiration.

 

21

 

 Even in
cases in which a primary goal is to prolong life, the
role of a PEG tube remains questionable; no survival
benefits have been shown in observational studies
in which patients with dementia who received feed-
ing tubes were compared with similar patients who
did not receive feeding tubes.

 

21

 

Expert opinion suggests that clinicians can as-
sist patients and their families in establishing their
own goals by means of open-ended and probing
questions. Some examples of the types of questions
include “What makes life worth living for you?”
“Given the severity of your illness, what are the
most important things for you to achieve?” “What
are your most important hopes?” “What are your
biggest fears?” and “What would you consider to be
a fate worse than death?”

 

16

 

 The goals that patients
establish may overlap, be contradictory, rise and fall
in importance, and shift with the progression of the
disease.

 

12,16

 

 Warning signs of poorly established
or conflicting goals can include frequent and
lengthy hospitalizations; feelings of frustration,
anger, or powerlessness on the part of the physician;
and feelings of being burdened on the part of care-
givers.

 

15

 

Once goals are established, they can be used to
construct advance directives about the types of care
that patients want. Most studies,

 

22

 

 although not
all,

 

23,24

 

 have shown that few patients have advance
directives and that the documents they do have are
relatively ineffectual in enhancing physician–patient
communication, facilitating decision making about
resuscitation,

 

25

 

 or influencing terminal care in hos-
pitals.

 

22

 

 It is possible that the gradual rise in the

prevalence of advance directives over the past dec-
ade will improve their effectiveness, as physicians
and patients become more familiar with them and
physicians become more comfortable using them
for assistance in guiding the care of cognitively im-
paired adults. A recent report suggested that the
focus of advance care planning should shift from
discussing specific treatments to defining an ac-
ceptable quality of life and setting goals for care
under various likely clinical scenarios.

 

26,27

 

 Whether
this goal-centered approach to advance care plan-
ning will affect clinical outcomes is unknown.

 

assessment and treatment of symptoms

 

A fundamental goal of palliative care is the relief of
pain and other symptoms.

 

9,20

 

 Successful approach-
es to the assessment and management of pain and
some physical and psychological symptoms have
been established in controlled trials.

 

12,28-30

 

 Despite
these advances, undertreatment of symptoms per-
sists in the majority of patients and settings.

 

2,31

 

Relief of suffering begins with routine and stan-
dardized symptom assessment with use of vali-
dated instruments. Routine assessment has been
shown to identify overlooked and unreported symp-
toms, facilitate treatment, and enhance patient and
family satisfaction.

 

32,33

 

 Clinically useful assessment
instruments can be found on the Web sites of the
Center to Advance Palliative Care (www.capc.org)
and of Brown University’s Center for Gerontology
and Health Care Research, which features a tool kit
of instruments to measure end-of-life care (www.
chcr.brown.edu/pcoc/toolkit.htm).

Improved treatment of symptoms has been as-
sociated with the enhancement of patient and fam-
ily satisfaction, functional status, quality of life,
and other clinical outcomes.

 

32,34

 

 Although a com-
prehensive review of strategies for assessment and
therapy of symptoms is beyond the scope of this re-
view, Table 1 summarizes approaches to common-
ly encountered symptoms in advanced illnesses.

 

psychosocial, spiritual, 
and bereavement support

 

Providing psychosocial, spiritual, and bereavement
support to patients and caregivers is a key compo-
nent of palliative care. Patients who experience
spiritual and psychological distress are more like-
ly to express a desire for death than are other pa-
tients,

 

42

 

 and their family members are more likely
to have an extended or complicated grief and be-
reavement process (defined as grief that lasts for
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* For details of recommendations and more information about the management of symptoms, see Foley,

 

35

 

 American Geriatrics Society Panel 

 

on Persistent Pain in Older Persons,

 

36

 

 Luce and Luce,

 

37

 

 Casarett and Inouye,

 

38

 

 Strasser and Bruera,

 

39

 

 Block,

 

40

 

 and Regnard and Comiskey.

 

41

 

Table 1. Approaches to the Management of Pain and Other Common Symptoms.*

Symptom Assessment Treatment

Anorexia and
cachexia

 

Is a disease process causing the symptom, or is it 
secondary to other symptoms (e.g., nausea and 
constipation) that can be treated? Is the patient 
troubled by the symptom?

Consider megestrol acetate or dexamethasone.

 

Anxiety

 

Does the patient exhibit restlessness, agitation, 
insomnia, hyperventilation, tachycardia, or 
excessive worry?

Recommend supportive counseling and consider prescribing ben-
zodiazepines (in the elderly, avoid benzodiazepines with long 
half-lives).

 

Constipation

 

Is the patient taking opioids? Does the patient have 
a fecal impaction?

Prescribe a stool softener (ineffective alone) plus escalating doses 
of a stimulant; if escalation of the dose is ineffectual, agents 
from other classes (e.g., osmotic laxatives and enemas) should 
be added.

 

Depression

 

How does the patient respond to the question “Are 
you depressed?” Does the patient express or ex-
hibit any of the following feelings: helplessness, 
hopelessness, anhedonia, loss of self-esteem, 
worthlessness, persistent dysphoria, and suicidal 
ideation? (Somatic symptoms are not reliable in-
dicators of depression in this population.)

Recommend supportive psychotherapy, cognitive approaches, be-
havioral techniques, pharmacologic therapies, or a combination 
of these interventions; prescribe psychostimulants for rapid 
treatment of symptoms (within days) or selective serotonin-
reuptake inhibitors, which may require three to four weeks to 
take effect; tricyclic antidepressants are relatively contraindi-
cated because of their side effects.

 

Delirium

 

Was the onset of confusion acute? Is the patient dis-
oriented or experiencing changes in the level of 
consciousness or minute-to-minute fluctuations? 
Is the condition reversible?

Identify underlying causes and manage symptoms; recommend 
behavioral therapies, including avoidance of excess stimulation, 
frequent reorientation, and reassurance; ensure presence of 
family caregivers; prescribe haloperidol, risperidone, or olanza-
pine. (Chlorpromazine can be used for agitated or terminal de-
lirium, but benzodiazepines have been found to exacerbate delir-
ium and should be avoided.)

 

Dyspnea

 

Does the symptom have reversible causes? Prescribe oxygen to treat hypoxia-induced dyspnea or to provide 
symptomatic relief, when hypoxia is absent, through stimulation 
of the V2 branch of the trigeminal nerve.

Opioids relieve breathlessness without measurable reductions in 
respiratory rate or oxygen saturation; effective doses are often 
lower than those used to treat pain.

Consider anxiolytics (e.g., low-dose benzodiazepines) and use re-
assurance, relaxation, distraction, and massage therapy.

 

Nausea

 

Which mechanism is causing the symptom (e.g., 
stimulation of the chemoreceptor trigger zone, 
gastric stimulation, delayed gastric emptying or 
“squashed stomach” syndrome, bowel obstruc-
tion, intracranial processes, or vestibular vertigo)?

Prescribe an agent directed at the underlying cause. Multiple agents 
directed at various receptors or mechanisms may be required.

 

Pain

 

How severe is the symptom (as assessed with the use 
of validated instruments)?

Prescribe medications to be administered on a standing or regular 
basis; as-needed or rescue doses should be available for break-
through pain or pain not controlled by the standing regimen; 
start a regimen to prevent constipation for all patients receiving 
opioids. 

For mild pain: use acetaminophen or a nonsteroidal antiinflamma-
tory agent (consider opioids in older adults). For moderate pain: 
titrate short-acting opioids. For severe pain: rapidly titrate short-
acting opioids until pain is relieved or intolerable side effects 
develop; start long-acting opioids (e.g., sustained-release mor-
phine or oxycodone and transdermal fentanyl) once pain is well 
controlled; use methadone only if experienced in its use. 

Rescue doses: prescribe immediate-release opioids consisting of 10% 
of the 24-hour total opioid dose to be given every hour (orally) or 
every 30 minutes (parenterally) as needed. Concomitant analge-
sics (e.g., corticosteroids, anticonvulsants, tricyclic antidepres-
sants, and bisphosphonates) should be used when applicable.
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at least 14 months after the death and results in a
failure of the survivor to return to his or her normal
activities) and are at higher risk for illness and
death.

 

43

 

Studies suggest that patients welcome inquiries
about their spiritual well-being from their physi-
cians,

 

44

 

 although interventions to address spiri-
tual distress have not been well developed or well
evaluated. Support groups have been found to re-
duce stress and depression experienced by care-
givers.

 

45,46

 

 Although many formal interventions
to address complicated grief and bereavement have
been described, data are lacking on their effects
on outcomes.

 

47

 

 Two recent studies reported lower
morbidity and mortality

 

48

 

 and better emotional
support

 

49

 

 among surviving family members of hos-
pice patients than among family members of pa-
tients who did not receive hospice services, although
it is uncertain whether this difference reflects the
nature of families who elect hospice care rather
than the effects of the intervention.

 

48

 

coordination of care

 

Several studies demonstrate that the personal and
practical care needs of patients who are seriously ill
and their families are not adequately addressed by
routine office visits or hospital and nursing home
stays and that this failure results in substantial bur-
dens — medical, psychological, and financial — on
patients and their caregivers.

 

3-5,49,50

 

 In the context
of chronic progressive disease, the ability of physi-
cians to coordinate an array of social and medical
services on behalf of patients and families assumes
increased importance.

Various comprehensive care programs are avail-
able to help physicians manage the care of their
patients who have serious and complex illnesses.
Palliative care programs within home care organi-
zations, hospitals, and nursing homes are increas-
ingly prevalent in the United States and provide
comprehensive interdisciplinary care for patients
and families in collaboration and consultation with
primary care physicians.

 

51

 

 Hospice services, under
the Medicare benefit, are available in most U.S.
communities and provide palliative care, primarily
at home, for patients with a life expectancy of six
months or less who are willing to forgo insurance
coverage for life-prolonging treatments. Studies
suggest that referral to palliative care programs and
hospice results in beneficial effects on patients’
symptoms, reduced hospital costs, a greater likeli-
hood of death at home, and a higher level of patient

and family satisfaction than does conventional
care.

 

49,50,52,53

 

Other programs that coordinate care for patients
who have complex illnesses are available in most
communities. Programs that coordinate home care
services for patients with chronic conditions (e.g.,
depression, heart failure, or the acquired immuno-
deficiency syndrome) have been associated with in-
creased patient and family satisfaction and reduc-
tions in mortality, use of hospital services, visits
to physicians’ offices, and admission to nursing
homes.

 

54-56

 

 Case management is usually provid-
ed by managed-care organizations, Medicare man-
aged-care services, commercial insurers, some
home health care agencies, and privately hired case
managers. The quality, cost, and extent of the ser-
vices provided are highly variable.

Comprehensive multidisciplinary home care
programs that serve frail older adults have been
evaluated under Medicare and the Veterans Health
Administration (VHA). The Program of All-Inclu-
sive Care for the Elderly (PACE) is a capitated Medi-
care and Medicaid benefit for frail older adults that
offers comprehensive medical and social services at
25 adult day health centers, in homes, and at in-
patient facilities. (More information about the pro-
gram is available online at www.cms.hhs.gov/pace/.)
Patients who use the services provided by PACE
have higher rates of completing advance directives
for their care

 

57

 

 and lower rates of admission to
nursing homes,

 

58

 

 hospitalization,

 

59

 

 

 

and death in
the hospital

 

59

 

 than do patients who do not use the
services. Similar programs of team-coordinated
home-based care exist within the VHA.

 

60

 

Until comprehensive palliative care programs
become widely available, the responsibility for coor-
dination of care falls to the primary care physician,
since patients and their families frequently have
problems negotiating the current health care sys-
tem. Table 2 details the range of palliative care ser-
vices that should be considered at various stages
of a serious illness; Table 3 lists services that are
covered by Medicare. 

Physicians have few data to guide them in improv-
ing their communication with patients and in their
management of pain and other symptoms. The
communication guidelines presented in Figure 1,
although widely taught and used by palliative care
experts, have not been shown to be associated with

areas of uncertainty
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improved outcomes. Similarly, although data are
available to guide the treatment of pain due to
cancer, data are lacking regarding the treatment of
other pain syndromes, symptoms other than pain
(such as dyspnea, fatigue, delirium, and anxiety),
spiritual distress, and complicated grief and be-
reavement.

The National Comprehensive Cancer Network

 

61

 

has developed guidelines for patients who have
advanced incurable cancer, and the National Con-
sensus Project for Quality Palliative Care,

 

62

 

 a collab-
orative effort of five national palliative care organi-
zations, has similar guidelines for patients who

have advanced chronic illnesses. These guidelines
encompass many of the recommendations detailed
in this article, and the National Consensus Project
guidelines also include recommendations regard-
ing the spiritual, religious, and existential aspects
of care; cultural aspects of care; and care of patients
whose death is imminent.

 

62

 

 Although the guide-
lines of the National Comprehensive Cancer Net-
work are targeted to patients with terminal cancer,
many patients who have early stages of the disease
or uncertain prognoses or who are undergoing
active curative or life-prolonging therapies can ben-
efit from the organization’s recommendations. The
application of those recommendations should
not be restricted to patients with a limited life ex-
pectancy.

guidelines

 

* Early stage refers to the stage of disease at the time of diagnosis, middle stage to progressive disease and increasing functional decline, and 

 

late stage to the stage when death is imminent. PACE denotes Program of All-Inclusive Care for the Elderly.

 

Table 2. Coordination of Care for Early, Middle, and Late Stages of Serious Chronic Illnesses.*

Palliative Care Services Early Stage Middle Stage Late Stage

 

Goals of care Discuss diagnosis, prognosis, 
likely course of the illness, 
and disease-modifying ther-
apies; talk about patient-
centered goals, hopes, and 
expectations for medical 
treatments.

Review patient’s understanding of 
prognosis; review efficacy and 
benefit-to-burden ratio for dis-
ease-modifying treatments; re-
assess goals of care and expec-
tations; prepare patient and 
patient’s family for a shift in 
goals; encourage paying atten-
tion to important tasks, relation-
ships, and financial affairs.

Assess patient’s understanding of diag-
nosis, disease course, and progno-
sis; review appropriateness of dis-
ease-modifying treatments; review 
goals of care and recommend appro-
priate shifts; help patient explicitly 
plan for a peaceful death; encourage 
completion of important tasks and 
increased attention to relationships 
and financial affairs.

Programmatic support Advise patient to sign up for 
visiting nurse and home 
care services and case-
management services 
(if available).

Advise patient to sign up for visiting 
nurse and home care services; 
consider palliative care program 
in hospital or at home, hospice, 
subacute rehabilitation, case-
management services, and 
PACE.

Advise patient to sign up for a palliative 
care program in hospital or at home, 
case-management services, hospice, 
or PACE; consider nursing home 
placement with hospice or palliative 
care if patient’s home caregivers are 
overwhelmed.

Financial planning Advise patient to seek help in 
planning for financial, long-
term care, and insurance 
needs and to begin transfer 
of assets if patient is con-
sidering a future Medicaid 
application; refer patient to 
a lawyer who is experienced 
in health issues.

Advise patient to reassess adequacy 
of planning for financial, medi-
cal, home care, prescription, 
long-term care, and family-sup-
port needs; consider hospice re-
ferral and Medicaid eligibility.

Advise patient to review all financial re-
sources and needs; inform patient 
and family about financial options 
for personal and long-term care (e.g., 
hospice and Medicaid) if resources 
are inadequate to meet needs; explic-
itly recommend hospice and review 
its advantages; consider Medicaid 
eligibility.

Family support  Inform patient and family 
about support groups; ask 
about practical support 
needs (e.g., transportation, 
prescription-drug coverage, 
respite care, and personal 
care); listen to concerns.

Encourage support or counseling for 
family caregivers; ensure that 
caregivers have information 
about practical resources, stress, 
depression, and adequacy of 
medical care; identify respite and 
practical support resources; rec-
ommend help from family and 
friends; raise the possibility of 
hospice and discuss its benefits; 
listen to concerns.

Encourage out-of-town family to visit; 
refer caregivers to disease-specific 
support groups or counseling; in-
quire routinely about health, well-
being, and practical needs of care-
givers; offer resources for respite 
care; after death, send bereavement 
card and call after one to two weeks; 
screen for complicated bereavement; 
maintain occasional contact after 
patient’s death; listen to concerns.
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* Under Part A, the patient pays no premium if the patient or the patient’s spouse has paid Medicare taxes while working for 40 or more quarters.

 

† Under Part B, the patient pays for optional coverage with a premium of $58.70 per month.

 

Table 3. Summary of Medicare Coverage for Common Services Required by Patients with Serious and Chronic Illnesses.

Medicare Part A*

 

Service Coverage Out-of-Pocket Cost

Ambulance Transportation only to a hospital or skilled nursing facility and only if 
transportation in any other type of vehicle endangers health

20% of Medicare-approved amounts

Custodial care No coverage for custodial care if this is the only care needed 100%

Home health care Skilled nursing care in the home for treatment of an acute illness if at 
least one of the following is needed: intermittent skilled nursing 
care, physical or speech therapy, or continuing occupational ther-
apy and if the patient is unable to leave the house except with ma-
jor effort

None; if the patient has only Part B cover-
age, services are covered by Part B

Hospice Eligibility: life expectancy of 6 mo or less if disease follows its usual 
course and willingness to relinquish Medicare-reimbursed servic-
es focused on prolongation of life or cure; coverage includes phy-
sician and nursing services, durable medical equipment and sup-
plies, medications for pain or symptom control, home health aide 
and homemaker services (4 hr/day on average), physical and oc-
cupational therapy, short-stay hospitalizations and respite care, 
social work services, and bereavement services; regular Medicare 
covers services not related to hospice diagnosis; room and board 
are covered only for respite care and short hospital stays, not for 
nursing home or residential hospice stays

None for regular hospice services; copay-
ment of up to $5 for outpatient prescrip-
tion drugs; 5% of Medicare-approved 
amount for inpatient respite care

Hospital inpatient
care

General hospital services with semiprivate room For each benefit period, deductible of $812 
for days 1–60, $203/day for days 61–90, 
and $406/day for days 91–150; benefit 
period begins on hospital day 1 and ends 
when hospital or skilled nursing care 
has not been received for 60 consecutive 
days

Skilled nursing facility
or rehabilitation

If patient has Part A benefit days remaining after hospitalization; qual-
ified hospital stay (inpatient stay of 3 consecutive days and entry 
into a skilled nursing facility within 30 days of discharge); need for 
a skilled service to treat a medical condition that was treated in the 
hospital or started while getting Medicare-covered skilled nursing 
care; no coverage for nursing home custodial care

For each benefit period, none for days 1–20, 
$101.50/day for days 21–100, and 
100%/day for day 101 

 

Medicare Part B

 

†

 

Service Coverage Out-of-Pocket Cost

Custodial care No coverage for custodial care if this is the only care needed 100%

Durable medical
equipment

“Air-fluidized” beds, canes, commode chairs, crutches, home oxygen 
and equipment (with qualifications), hospital beds, nebulizers, 
patient lifts, suction pumps, walkers, and wheelchairs

Variable after $100 deductible

Office visits to doctors No coverage for routine physical and gynecologic examinations 20% of Medicare-approved rates

Outpatient mental
health services

Office visits to physicians, clinical social workers, psychologists, 
nurse specialists, and physician assistants

50% of Medicare-approved rates

Nonphysician health
care services

Office visits to clinical social workers, psychologists, physician assis-
tants, and nurse practitioners (for medically necessary services)

20% of Medicare-approved rates

Prescription drugs Limited coverage for erythropoietin only in end-stage renal disease, 
injectable drugs, limited oral cancer medications, limited oral an-
tiemetics (if a Medicare-covered cancer drug), some infusion ther-
apies (if considered reasonable and necessary). A Medicare dis-
count card is currently available for other prescription drugs and a 
$600 credit is available for qualifying low-income individuals. In 
2005, a Medicare prescription-drug plan will become available.

In 2004, 75 to 90 percent for most prescrip-
tions. In 2005, a $35 monthly premium 
and a $250 deductible; 25 percent of 
pharmacy costs between $250 and 
$2,250 in drug spending, 100 percent 
of costs between $2,250 and $3,600, 
and 5 percent of costs over $3,600

Transportation No coverage for transportation to physicians’ offices, laboratory tests, 
outpatient physical therapy, or ambulette (van) services

100%

The New England Journal of Medicine 
Downloaded from nejm.org at MONASH UNIVERSITY LIBRARY on July 23, 2018. For personal use only. No other uses without permission. 

 Copyright © 2004 Massachusetts Medical Society. All rights reserved. 



 

n engl j med 

 

350;25

 

www.nejm.org june 

 

17, 2004

 

clinical practice

 

2589

 

The aim of palliative care is to relieve suffering and
improve the quality of life for patients with ad-
vanced illnesses and their families. It is based on an
interdisciplinary approach that is offered simulta-
neously with other appropriate medical treatments
and involves close attention to the emotional, spiri-
tual, and practical needs and goals of patients and
of the people who are close to them. The patient
who is described in the vignette, who has multiple
chronic and serious medical conditions but is not
actively dying, is ideally suited to receive high-quality
palliative care. Specifically, we suggest the follow-
ing approach. The patient’s symptoms should be
assessed and treated, as discussed in Table 1. If
available, consultation with a palliative care team
should be strongly considered to help with evaluat-
ing and managing his symptoms. Once the patient
is comfortable, a discussion about realistic goals
should be held, with particular attention given to
clarifying the patient’s opinion about an acceptable
quality of life, identifying conditions under which
the patient would consider life not worth living, es-
tablishing attainable short- and long-term goals,
and designating a health care proxy. We recommend
that this discussion be summarized in a treatment
directive and that a health-care-proxy form be com-
pleted. Once goals are clarified, appropriate treat-
ment and discharge planning can begin.

In the case described in the vignette, for example,
the treatment goal might be to focus on the pa-
tient’s comfort and on caring for him at home, and
the appropriate treatments might be spoon-feeding
rather than placement of a PEG tube, diuretics and

bisphosphonates, avoidance of hospitalization, and
a trial of physical and occupational therapy with
the aim of regaining function. The patient’s dis-
charge services will depend on the goals, the pa-
tient’s insurance coverage and financial resources,
and available home care services. Since a hospice
program will support these goals, a referral to hos-
pice should be considered. If hospice is not an op-
tion (e.g., because of limited home care hours or
uncertainty about the prognosis), the patient should
be referred to a case-management program, PACE,
or a certified home care agency. The family’s ability
to afford medications should be evaluated, and al-
ternative sources (such as mail-order drug plans or
state-sponsored prescription plans for low-income
elderly people) or less costly medications should be
considered. Before discharge, a home-safety and
home-needs evaluation should be performed either
by an occupational therapist or through a structured
interview with the patient’s caregiver. An assess-
ment of support requirements for the caregiver
should be conducted to ensure that the personal
care needs of the patient and the patient’s family are
met. Referral to a social worker can help identify
community alternatives and determine Medicaid
eligibility. Finally, a regular system of communi-
cation should be established between the treating
physician and the home care team.

 

Dr. Morrison is a Paul Beeson Faculty Scholar in Aging Research,
an Open Society Institute Project on Death in America Faculty Scholar,
and the recipient of a Mid-Career Investigator Award in Patient-
Oriented Research (K24AG022345) from the National Institute on
Aging. Dr. Meier is an Open Society Institute Project on Death in
America Faculty Scholar, the recipient of an Academic Career Leader-
ship Award (K07AG00903) from the National Institute on Aging,
and the director of the Center to Advance Palliative Care, a program
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