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Timely hospice care reduces pain and discomfort
for patients and increases family satisfaction
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Timely Hospice Care Reduces Pain and Discomfort for Patients and Increases Family Satisfaction

Hospice is a type of palliative care that is typically only available to individuals with a life expectancy of six
months or less. The objective of hospice is not to cure illness, but instead to minimize the physical, emotional,
and spiritual suffering that is often experienced by patients towards the end of life. The person‐centered
approach that is at the heart of the hospice model, coupled with clinical expertise in pain and symptom
management, often lead to superior outcomes for patients and families who receive hospice care, as compared
to those who receive usual care.

Hospice is a type of palliative care that is typically only available to individuals with a life expectancy of six months or less.
The objective of hospice is not to cure illness, but instead to
minimize the physical, emotional, and spiritual suffering that
is often experienced by patients towards the end of life. The
person-centered approach that is at the heart of the hospice
model, coupled with clinical expertise in pain and symptom
management, often lead to superior outcomes for patients and
families who receive hospice care, as compared to those who
receive usual care.
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Hospice Reduces Use of More Expensive Health Services Resulting in Lower Health Care Costs
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The fiscal impact of these changes in how patients engage with the healthcare system is substantial. In a
tudy of quality and fiscal outcomes for over 3,000 Medicare beneficiaries, Kelley and colleagues estimated an
average of $2,561 in savings to Medicare for each patient enrolled in hospice for 53‐105 days before death,
with even higher savings for shorter enrollment periods (p<0.01 for all).3 Given the improved patient and family
outcomes associated with hospice, these savings point to the exceptional increase in the value of care – better
quality at lower cost‐ that hospice brings to bear.
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