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Surely we don’t need studies to prove 
that planning ahead is a good idea, yet 

plenty of them exist, even when it comes 
to end-of-life issues. The goal, of course, 
is to assure that a patient’s medical 
care will ensure the greatest measure 
of comfort and serenity 
possible. This requires 
patient power – the promise 
that whatever medical plans 
dying patients choose will 
be carried out. Patients 
treated in this manner are 
known to experience a more 
positive frame of mind, less 
pain and even a longer life. 
Helping patients examine 
the details of possibilities 
such as Hospice, Palliative 
Care and Death with Dignity 
pays off.

Hospice
As a concept of providing 
comfort and peace at home for those at 
the end of life, hospice has progressed 
through several centuries. It wasn’t until 
the 1970s in this country, however, that 
hospice was established as what is widely 
known today as the most recognized 
program offering compassionate relief 
from death’s pain and agony.

Hospice is surprisingly multifaceted, 
operating with a large variety of designs. 
Many of us think of receiving hospice 

care in our homes. Often a hospice doctor 
or medical director consults with the 
patient’s personal doctor to develop a 
plan of action. Other professionals, such 
as nurses, aides, counselors, clergy and 
therapists may then enter the picture. 

Family and patient work 
with everyone on the  
team: What kind of hospice 
support does the patient 
want? What equipment  
is needed? How should 
pain and other medical 
needs be dealt with? 
Care must be taken not 
to treat the patient more 
aggressively than wished, 
thus causing unintended 
pain and driving up costs 
unnecessarily. Does the 
patient have Medicare, 
Medicaid, private insur-
ance or other financial 
resources? Has everyone 

discussed what to expect from hospice 
and how the disease proceeds? Every 
aspect is covered. 

In addition, trained volunteers as well 
as family members and friends bring a 
great deal of comfort to the terminally ill 
on their final journey. Studies show that 
hospice volunteers, family and friends 
make up around 90% of those caring 
for the dying at home. Because of this, 
hospices actively recruit volunteers and 
provide training sessions to prepare them 
to be the non-medical companions so 
necessary to the success of this challenge.

One Family’s Experience
Here’s how the hospice experience 
worked for Janice, a teacher in a small 
Nebraska town, and her mother: “When 
we learned my mother’s struggle with 
cancer was coming to an end, I looked for 
hospice help. There was none available 
where we lived, but I located a hospital 
about 65 miles away whose hospice 
staff met with mother and me to discuss 
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This is the second 
in a periodic series 
about end-of-
life issues. While 
difficult to think 
about, avoiding the 
subject can result 
in last-minute 
decisions based 
on incomplete 
facts and 
misconceptions. 
Part III of this 
series will discuss 
Palliative Care.
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details. They told us a nurse would visit 
mother’s home once a week to check her 
physical condition. As the family member 
on duty, I was introduced to good ways to 
care for mother’s daily living needs such 
as bathing, feeding, toilet issues, turning  
her in bed, administering her medica-
tions. They also explained what to expect 
as mother’s condition deteriorated. 

“A volunteer came in for two hours once 
or twice a week. She tended to mother’s 
needs and often also sat and chatted 
pleasantly with her. This gave me respite 
time, which I gratefully used to go grocery 
shopping or merely to enjoy a restful 
moment to put my feet up and have a cup 
of tea. Occasionally she would do small 
tasks around the house—sweeping or 
washing a few dishes, for instance. She 
was great help.”

Hospice Situations Vary
However, not all hospice care occurs in 
the familiar surroundings of patients’ 
homes. In some areas, patients or the 
family may choose, instead, a hospice 
house, created especially for those who 
want hospice care, but prefer not to 
remain at home. For others, hospice care 
is an institutional benefit. Many patients 
receive hospice care in nursing homes or 
in certain hospitals.
While not administered to “prolong life 
nor hasten death,” specific medications 
are important to bringing comfort to 
hospice patients. Pain medication is, in 
fact, the prime source of such relief. The 
exact kind of medication and the extent 
to which it is used becomes a significant 
early discussion between hospice doctors 
and their patients in determining the care 
they desire.

Medicare and Hospice
In 1982, Medicare benefits became 
available to hospice patients expected to 
live no more than six months. If those 
terminally ill patients exceed that time 
limit, their physicians can re-certify  
to allow them to continue receiving 
hospice care. 

Medicare pays 100% of hospice costs 
for terminally ill hospice patients who 
waive the right to curative care for that 

illness. At the same time, these patients 
may be treated for non-terminal illnesses, 
though expenses for this are not covered 
by Medicare hospice. Medicaid is also 
available in a large number of, but not all, 
states. Statistics show that most hospice 
patients die within two to three weeks, 
confirming the public view of hospice as 
end-of-the-line care. In 2010 alone, an 
estimated 1.6 million patients received 
services from hospice. Some 30% of 
Medicare resources are expended on the 
5% of beneficiaries who die each year 
and one-third of costs in life’s last year is 
accounted for in life’s last month.

Finding Care
Hospice care is available to one degree 
or another in every state in our country, 
though it is carried out in a wide variety 
of ways. Knowing exactly what to expect 
when getting into hospice care can be 
quite an asset. Mayo Clinic and others 
provide a number of tips on what to look 
for when choosing a hospice program. 
Here are a few:
t If possible, use a Medicare-covered 
hospice program that, additionally, is 
licensed or certified by your state or is 
accredited by The Joint Commission, 
an independent evaluating organization 
known to inspire certain performance 
standards in health care organizations  
it certifies. Ask if hospice care teams  
are trained.
t Learn what services are offered and  
if they are available after hours.
t Find out how pain and other symp-
toms are managed.
t Check on which hospice services are 
available for family and other caregivers.
t Understand what Medicare hospice 
pays for and when private insurance or 
some other source is expected to pay.  

Many Options to Consider
As it turns out, getting the medical 
issues settled in our thoughts may only 
be part of the task. Coming to terms 
with our intense inner feelings and the 
role our emotions play at this time in 
our lives also has much to do with the 
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Dr. Maynard:  In this case, I think the dilemma is deciding if the vertebral compression 
fractures were a result of violent trauma, or if they were a result of osteoporosis 
weakening the vertebrae sufficiently that minor trauma resulted in their fracturing. 

I would favor recommending treatment with vitamin D and calcium, and then a repeat 
of the bone scan in one year before initiating IV bisphosphonates now, because violent 
bouncing in a car can result in fractures regardless of bone scan scores. n
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end-of-life process. Many of us take time to imagine those final 
days, dreaming of what we can do to bring about soft clouds of 
serenity to waft us peacefully on, for example. 

We may rely on our deep faith, the divine gift that leads us to a 
glorious new tomorrow. Or on moments of laughter among the 
tears as memories of happiness crowd our minds, and loved ones 
find their way to say goodbye. 

Others want no part of this. Their time is here, they say – let 
death design the stage and pull the curtain. Their plan is not to 
have a plan. So be it.

But no matter what, if we want to see our intentions carried out, 
active or passive as they may be, we are the ones who must steer 
ourselves to that outcome. We are in charge of this phase of life 
and death. It is we who examine our options, consider where 
they sometimes telescope into each other – Hospice merging 
into Death with Dignity? Palliative Care moving into Hospice? – 
and how this leads us to develop our plan. Whatever we decide, 
however we put it together, this is the message we send to those 
around us. n
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