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Hospice care generally falls under the 
category of palliative care, despite be-

ing an older subspecialty. However, the two 
have different indications and goals and are 
often provided in different settings. 

■■ ORIGINS OF PALLIATIVE CARE
Prompted by what he perceived as neglect of 
dying patients in the acute care setting, Dr. 
Balfour Mount opened the first acute inpatient 
palliative care unit in Royal Victoria Hospital 
in Montréal, Québec, in 1976.1 His purpose 
was to provide a crisis-intervention service 
for patients who were actively dying, and this 
continues to be the main reason for consulting 
palliative care services in the hospital.
	 Palliative care has evolved since the 1970s 
and is now used in a variety of situations:
• A life-limiting illness in a patient who is

not terminally ill
• A life-threatening illness in a patient who has

symptoms but with the potential to recover
• A chronic illness such as heart failure or

chronic obstructive pulmonary disease in a
patient who is on disease-modifying ther-
apy but has symptoms and will eventually
succumb to the illness, but is expected to
live longer than someone with advanced
cancer.2

■■ PALLIATIVE CARE IN CANCER PATIENTS
In patients with advanced cancer, palliative 
care is utilized earlier in the course of serious 
and life-limiting illness and is even involved 
in patient care when cure is the goal. Impor-
tantly, it now includes outpatient clinics to 
provide patients seamless care in conjunction 
with their oncologist’s care.3 
	 Because palliative care focuses on the pa-
tient’s experience of the illness (sickness) rath-
er than on disease itself (pathology), symp-
tom management, psychosocial support, and 
assistance in decision-making are foremost. 
Initiating palliative care early in advanced 
cancer improves multiple outcomes and limits 
overly aggressive, ineffective therapies at the 
end of life (eg, late chemotherapy, late refer-
ral to hospice care, death in the intensive care 
unit), without hastening death. In fact, it may 
prolong life.3,4 
	 Palliative care is indicated in a number of 
situations in oncology:
• Symptomatic presentations of cancer, even

when curative treatments are available
• At the time of a sentinel event such as re-

currence or unanticipated hospitalization
• When palliative radiation is needed
• When changes in chemotherapy are need-

ed because of disease progression.
Also, cancer patients may develop symp-

toms that require a palliative procedure such 
as thoracentesis for pleural effusion, para-
centesis for ascites, or surgery for a fracture 
or spinal cord compression. A palliative care 
consultation is also appropriate when pa-
tients change their goals of care (ie, pallia-
tion rather than cure), and when an onco-
logic crisis occurs and there is a need to offer 
support to the family and to clarify the goals 
of care.
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■■ PALLIATIVE CARE IN OTHER DISEASES
For patients with illnesses other than cancer, 
palliative care may be helpful when disease-
modifying therapy becomes burdensome or 
ineffective, or when patients are symptom-
atic despite maximum therapy. Palliative care 
should also be considered when goals of care 
need to be explored, when a second opinion is 
needed on goals of care, or if the primary care 
provider and family are at odds. 

■■ WHEN A CONSULT IS INAPPROPRIATE
Palliative care consultation is inappropriate 
when used in lieu of an oncology consult in 
advanced cancer. Palliative care specialists are 
not experts in cancer care, whereas oncologists 
are familiar with rapid advancements in cancer 
care, including targeted agents that may offer 
benefit to patients with advanced cancer.
	 Palliative care consultation is also inap-
propriate if the patient does not want to see 
a palliative care specialist, or if the consult is 
used as a way to convince a patient to change 
advance directives or to choose not to be re-
suscitated. Also, cancer patients who are as-
ymptomatic are unlikely to benefit from pal-
liative care initially. The decision to consult 
palliative care should not depend on progno-
sis, and palliative care is more cost-effective 
when utilized early rather than as a crisis in-
tervention near the end of life.3 

■■ THE PALLIATIVE CARE EVALUATION
The initial palliative care consultation usually 
involves an evaluation of the patient’s symp-
toms and concerns. Symptoms are targeted 
based on the patient’s priorities and on an 
assessment using validated questionnaires. A 
validated questionnaire is a better way to com-
prehensively gauge symptom burden than de-
pending on patients to volunteer symptoms.5 
	 As the relationship develops between pa-
tient, family, and palliative care specialist and 
as the disease takes its course, advance direc-
tives, prognosis, and end-of-life care goals 
can be addressed in follow-up consultations.3 
Patients want to know about their prognosis, 
and they usually complete advance directives 
based on clinical circumstances rather than 
viewing them as an extension of patient au-
tonomy, as originally intended.6

■■ REIMBURSEMENT FOR PALLIATIVE CARE
Reimbursement for palliative care is similar 
to that for acute care and falls within the All 
Patient Refined Diagnosis-Related Group, or 
APR-DRG, system, and palliative care has its 
own V code for identification. Codes are used 
to designate disease, stage or location of me-
tastases, disease complications, and symptoms, 
as well as for the discussion of goals of care.

■■ WHAT PALLIATIVE CARE IS NOT
Palliative care has too often been tied to end-
of-life care.7 The two often appear together in 
titles of reports in the literature. As a result, 
patients and physicians may be confused and, 
thus, reluctant to utilize palliative care ser-
vices. To avoid the confusion, certain programs 
have included the term “supportive” oncology 
care in their title. This appears to facilitate pal-
liative care referral, but may be misleading.8

■■ WHAT IS HOSPICE CARE?
Hospice care is a service funded and capitated 
under Medicare part A and is largely provided 
as outpatient home care for those deemed ter-
minally ill.9 An illness must be certified as ter-
minal by two physicians. Medicare defines ter-
minal illness as a life expectancy of 6 months 
or less if the illness runs its normal course.
	 The philosophy of hospice care is to pro-
vide comfort through intensive nurse man-
agement and home-based follow-up. In some 
cases, disease-modifying therapies are con-
tinued to control symptoms—eg, continuing 
angiotensin-converting enzyme inhibitors in 
heart failure patients. Hospice care is typically 
delivered at home, but it is also delivered in 
nursing homes, in hospital inpatient units, 
and at private or nonprofit hospice facilities.
	 Inpatient palliative care units are often 
mistaken for hospices. The purpose of hospice 
care is to provide quality of life and comfort 
and to avoid overly aggressive, expensive, and 
futile care at the end of life. The focus is on 
intensive, hands-on, personalized symptom 
care and family support at home. The goal is 
to provide a comfortable and dignified death 
among friends and family. The use of pallia-
tive radiation, transfusions, and antibiotics in 
hospice varies among hospice programs and is 
considered on a case-by-case basis.10 
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	 The Medicare per diem payment limits what 
hospices can afford, so they must be fiscally re-
sponsible. Hospice agencies are capitated and 
are responsible for providing medications and 
durable equipment necessary to treat symptoms 
related to the terminal illness. They also pro-
vide bereavement services for family members 
at no charge. Enrollment in hospice care can be 
revoked depending on circumstances and then 
reinstituted later as the goals of care change.
	 Care for nonterminal comorbid illnesses 
can be continued by a general practitioner or 
internist. This care is not covered under the 
Medicare hospice benefit, but it is covered 
under Medicare part B.
	 The patient and family can choose the 
hospice physician, who may be a family prac-
titioner, internist, oncologist, or palliative 
care specialist, or may designate the hospice 
medical director as the hospice physician.
	 Criteria for hospice admission have been 
established for noncancer terminal illnesses 
and should be considered when practitioners 
decide to consult hospice.11–13

■■ HOME-BASED PALLIATIVE CARE
Programs such as advanced illness manage-
ment or home-based palliative care aim to im-
prove the quality of care at home and prevent 
rehospitalization, particularly for patients with 
repeated hospitalizations.14 Home-based palli-

ative care services are provided either by a cli-
nician who makes home visits or by a certified 
home health care agency. Services are particu-
larly useful for patients with serious illnesses 
who do not qualify for hospice services but are 
homebound. Consultations are obtained for 
ongoing supportive care at home, assessment 
for medication compliance, and disease moni-
toring at home. Consultations are scheduled at 
the time of hospital discharge.
	 Unlike hospice care, home-based palliative 
care does not include 24-hour on-call service. 
Comprehensive services (eg, home health aide, 
durable equipment, medications) are not pro-
vided as they are under hospice care: patients 
must qualify under Medicare stipulations for 
such services outside of hospice care. For exam-
ple, home oxygen can only be supplied if the 
patient's oxygen saturation is less than 90%, 
while under the hospice benefit it is provided 
without regard to oxygen saturation and is 
based on symptom need. For home-based palli-
ative care, patients must be largely homebound 
or unable to be seen regularly in the outpatient 
clinic. This type of care can be a bridge to hos-
pice care for patients who feel they are not 
ready for hospice care at the time of discharge 
from acute care. Those who receive palliative 
care at home are less likely to be hospitalized 
at the end of life, are more likely to be transi-
tioned to hospice at an appropriate time, and 
are more likely to have relief of symptoms.15  ■
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