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Abstract
Purpose Information about inpatient hospice activity is limited. No data exist about the pattern and the characteristics of 
advanced cancer patients admitted to a hospice connected to an acute supportive/palliative care unit (ASPCU).
Methods Data of hospice admissions were retrieved from the database where all data were prospectively collected. The 
Edmonton Symptom Assessment Scale (ESAS) and the use of analgesics and adjuvant were recorded at admission (T0), 
1 week (T7), 2 weeks (T14), and the day before death (T-end). The use of palliative sedation and its indication, duration, 
and drugs end doses used were recorded. The number of hospice deaths, discharges, and hospice staying were recorded.
Results One hundred seventy-seven patients were admitted in 13 months. There were significant differences in total ESAS 
at T0 (P = 0.033), total ESAS being significantly lower in patients admitted from the ASPCU than those referred from other 
settings. The day before death (T-end), only 48 patients could be evaluated. Patients referred by a palliative care setting were 
more likely to be prescribed opioids at T0 (P = 0.0007). At T-end, there was a significant increase in the use of morphine and 
haloperidol (P < 0.05). Seventeen percent of patients died within 48 h. Only a minority of patients could be properly assessed 
at T-end (25%). Palliative sedation was performed in 10.1% of patients. The mean hospice staying was 16.3 (SD 21.4) days. 
There were no differences in mean hospice staying between patients who died in hospice or those discharged (P = 0.873).
Conclusion The presence of a hospice in a comprehensive cancer center could offer a further opportunity for continuing 
care. Specialized palliative care may be offered to patients referred from other hospitals, home palliative care, but above all, 
transfer to hospice may allow a continuity of care for those patients who were initially admitted to an ASPCU for symptom 
control, to which anticancer therapies were withdrawn or withhold after multidisciplinary consultation. Similarly, after a 
proper palliative care consultation in other hospital units, patients may be referred to hospice. This process may avoid trans-
fers to external hospices, which can prevent the continuity of care.
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Introduction

At the end of seventies, palliative care was initiated in Italy 
as a natural progression from an initial interest in cancer 
pain management to a growing need to resolve the com-
plex problems of advanced cancer patients. About 10 years 
after, various organizations developed palliative care pro-
grams, principally based on home palliative care for patients 
with very advanced stage disease [1]. In the last decades, 
the Health Care System has allocated specific resources 
in the field of community care and health districts under 
the input of new legislations. As a consequence, several 
centers involved in palliative care progressively increased, 
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particularly concentrated in Northern Italy, and more than 
300 hospices are now available for palliative care population 
[2]. In pioneer studies, despite being referred to hospices, 
more than 30% of patients with advanced cancer reported 
that they suffered from unacceptably severe pain [3].

Patients with advanced cancer admitted to hospice con-
tinue to experience distress from numerous symptoms [4]. 
Although hospice patients experienced significantly less 
depression and expressed more satisfaction with care in 
comparison with conventional care, hospice care has been 
reported to offer only minimal differences in terms of cost 
or effectiveness. No differences in outcomes were found 
between the two groups including costs, length of hospi-
tal stay, pain, survival, use of major surgical procedures, 
chemotherapy, and activities [5]. A meta-analysis demon-
strated a small benefit on patients’ pain, other symptoms, 
and a non-significant trend towards benefits for satisfaction 
and therapeutic interventions [6].

In the last decade, there has been a rapid growth in the 
number and quality of hospices, possibly providing better 
outcomes with more professional knowledge, experience, 
and advanced clinical approach. In Italy, the hospice is 
accessed by patients suffering an evolving progressive dis-
ease no longer susceptible to active therapy and is evalu-
ated according to some criteria that include life expectancy, 
usually assessed in 6 months, or having an incurable dis-
ease that will inevitably lead to premature death, even if 
in an extremely variable and not always easily predictable 
time. Other criteria include high level of need for assistance 
and/or reduced functional autonomy and/or impairment of 
the cognitive state characterizing a state of "fragility" and 
inability to implement palliative home care, due to health 
or social problems. Patients can access the services guar-
anteed by hospitalization in hospice from any care setting, 
as long as they are consistent with the specific requirements 
indicated above. The hospice is accessed through a multidi-
mensional assessment process that verifies the possession of 
the required requirements and priority and allows the iden-
tification of the most appropriate methods of care for each 
patient and his family [2].

Data regarding the clinical activity in traditional hos-
pices has been variably reported, but information is scarce. 
In November 2019, a new hospice was launched at a com-
prehensive cancer center. Differently from other hospices, 
however, this inpatient unit has joined a pre-existing 10 beds 
of acute supportive/palliative care unit (ASPCU) in the same 
hospital to provide continuity of care for patients who were 
no longer considered for anticancer therapies [7]. Differently 
from typical hospices, patients are admitted to this acute 
unit for distressing symptoms, particularly pain, severe tox-
icity from treatments, or derangement of the general con-
ditions, re-assessment of prognosis to delineate the proper 
pathway of care, that is, continuing anticancer treatment or 

transition to palliative care, home care, or hospice, accord-
ing to individual situations. In APSPCU the mortality rate 
is low (about 5%). In other words it is a bridge between 
oncology and palliative care. This has a relevant influence 
on the prevention of aggressive chemotherapy in the last 
months of life [8, 9]. The ASPCU activity is reimbursed by 
DRG (disease-related group) by the Regional Health Care 
Service, while hospice activity is reimbursed on daily allow-
ance [10]. The aim of this study was to assess the pattern and 
the characteristics of advanced cancer patients admitted to 
hospice, recently added to enrich the offer of palliative care 
in a comprehensive cancer center.

Methods

Structure

The hospice is traditionally equipped with single bed rooms, 
with facilities for allowing caregivers to stay, and dedicated 
trained personnel. It is based on the same floor next to pre-
existing ASPCU, equipped with 10 beds for complex cases 
and early palliative care for patients who mainly receive or 
recently received anticancer treatments. The activity of this 
unit has been described elsewhere [7]. The main differences 
between the two units are listed in Table 1. Physicians regu-
larly rotate their activity between the two units, ASPCU and 
hospice, with frequent meetings to exchange information and 
to share decision-making process. Consultations are avail-
able for most specialties, as well as other facilities of the 
hospital (biochemistry, imaging studies, and so on).

Population

A consecutive sample of patients admitted in a period of 
13 months (from November 11, 2019, to December 10, 
2020) was taken into consideration. In this period, we 
afforded the COVID-19 crisis, which imposed some restric-
tions in admission and family presence, although, first in 
Italy, we adopted a protocol to facilitate the presence of the 
caregiver [9].

Measurements

Data of hospice admissions were retrieved from the database 
where all data were prospectively collected every day. The 
following parameters were drawn: age, gender, diagnosis, 
and performance status; referral (primary care, home pal-
liative care, acute hospital, and others units), reasons for 
admission, anticancer therapies in the previous 15 days, 
and the use of analgesics and co-analgesics. The Memorial 
Delirium Assessment Scale (MDAS), a screening test for 
history of alcohol dependence (CAGE: cut down, annoy, 



Supportive Care in Cancer 

1 3

guilt, eye-opener) [11], or drugs were assessed (CAGE 
for drugs). MDAS is a 10-item clinician-rated assessment 
scale that has been validated for the assessment of delirium 
in cancer patients. It measures the level of consciousness, 
disorientation, memory, recall, attention, disorganized think-
ing, perceptual disturbance, delusions, psychomotor activ-
ity, and sleep The items are scored between 0 and 3, for a 
total score from 0 to 30 [12]. According to our experience, a 
value of > 7 suggest an initial cognitive disturbances, while 
values > 13 mean severe cognitive failure [13]. CAGE is 
considered to be positive by “yes” answer to at least two of 
questions for men and at least one for women [13]. When 
patients were unable to complete the assessment tools, nurse 
and caregivers filled in the data in the chart, when possible.

The Edmonton Symptom Assessment scale (ESAS) and 
the use of analgesics and adjuvant were recorded at admis-
sion (T0), 1 week (T7), 2 weeks (T14), and the day before 
death (T-end). The ESAS is a widely used validated tool to 
measure the severity of common physical and psychologi-
cal symptoms (pain, weakness, nausea, depression, anxiety, 
drowsiness, dyspnea, poor appetite, poor sleep, and poor 
feeling of well-being) on a numeric rating scale ranging 
from 0 to 10 [14].

The use of palliative sedation and its indication, duration, 
and drugs end doses used were recorded. Palliative sedation 
was used to reduce the level of consciousness in patients 
with refractory symptoms in the last days of life. The num-
ber of hospice deaths, discharges, and hospice staying were 
recorded.

The Institutional Review Board of ASP Palermo 6 
approved the study, and patients or surrogates gave their 
informed consent.

Statistical analysis

Continuous variables are presented as mean (SD), and 
categorical variables are expressed as number of patients 
(percentage). Chi-square or Fisher’s exact tests were used 
for categorical variables, as appropriate, and the univari-
ate analysis of variance (ANOVA) test was performed to 
evaluate the mean differences between patient groups. The 
repeated measures ANOVA test was used to compare con-
tinuous variables at different time intervals. The paired 
Wilcoxon signed-rank test was used to compare symptom 
intensity scores and drug use differences in the four time 
intervals. The data were analyzed by the SPSS software, 
version 22 (SPSS Inc., Chicago, IL, USA). All statistical 
tests were two-tailed, and statistical significance was defined 
as P ≤ 0 0.05.

Results

One hundred seventy-seven patients were admitted in the 
period taken into consideration. Eighty-eight patients 
(49.7%) were males, and the mean age was 68.6 years (SD 
11.6). The mean Karnofsky at admission was 31 (SD 10). 
The mean Karnofsky was significantly higher in patients 
who were referred from a palliative care setting (33.2, 
SD 9.5 versus 26.9, SD 9.6, P = 0.0005). Five patients 

Table 1  Admission criteria and main objective for admission in ASPCU and hospice

Characteristics and admission criteria Objectives

ASPCU - Patients with cancer - Rapid pain and symptom stabilization
- Patients receiving anticancer therapy presenting pain and symptoms, or worsening of 

clinical condition
- Selection of patients for transition of care

- Patients with symptoms who need a reassessment for a possible transition of care (pal-
liative care only)

- Patients diagnosed with cancer but strongly symptomatic for starting chemotherapy
- Admission on emergency from other wards or other hospitals
- DRG reimbursement
- Short staying
- Low mortality rate (about5%) (7,10,16)

Hospice - Patients with advanced cancer or non-cancer progressive diseases with limited survival 
not receiving active therapies

- Control of pain and symptoms after sta-
bilization (if transferred from ASPCU)

- Patients who cannot be followed at home for social or clinical problems - Helping patients and families with social 
and psychological support

- Respite admission for relieving caregiver burden
- Long staying (up to 6 months)
- Daily reimbursement
- High mortality rate
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were CAGE-positive for alcohol. One patient was CAGE-
positive for drugs. Two patients received anticancer ther-
apy in the last 15 days before hospice admission. Four 
patients underwent palliative surgery in the last 15 days. 

The general characteristics of patients are described in 
Table 2. Twenty-four admissions (13.5%) were non cancer 
patients. Reasons for hospice admission were often mixed 
and included in a rank order: symptom control, and pain 
control, as well as social problems (Table 3).

Symptoms

Changes of ESAS items intensity are represented in Table 4. 
There were significant differences in total ESAS at T0 
(P = 0.033), total ESAS being significantly lower in patients 
referred from the ASPCU (29.5, SD 16.6) than in those 
referred from other wards, hospitals, or home palliative 
care. Specifically, patients coming from oncology ward had 
the highest total ESAS at T0 (47.1, SD 12.8). Differences 
between cancer and non-cancer patients were not evaluated, 
considering the lower number of patients in the latter group.

There were significant changes in symptom intensity 
1 week and 2 weeks after hospice admission, particularly 
for pain, insomnia, weakness, and well-being, as well 
total ESAS. The mean MDAS was 14.4 (SD 12.3). Not all 
patients could report their ESAS, because of their cognitive 
deterioration (n.115, 64%). The day before death (T-end), 
only 48 eight patients could be evaluated.

Drugs

The use of opioids and adjuvant drugs is reported in Table 5. 
Patients referred by a palliative care setting (ASPCU and 
home palliative care) were more likely to be prescribed opi-
oids at T0 (P = 0.0007). At T-end, there was a significant 
increase in the use of morphine and haloperidol (P < 0.05).

End of life issues

Of 141 patients who died in hospice, 24 of them (17%) died 
within 48 h. At admission these patients had lower Kar-
nofsky levels in comparison with the other patients (22.3, 
SD 9.7 versus 30.9, SD = 9.5, P = 0.0005). Only a minority 
of patients could be properly assessed the at T-end (n = 48, 

Table 2  Characteristics of patients

Uncontrolled pain 88 (49.7%)

Symptom control 118 (66.6%)
  Respiratory 60 (33.9%)
  Gastrointestinal 24 (13.6%)
  Neurological 31 (17.5%)
  Psychiatric 3 (1.7%)
  Other 3 (1.7%)

Social
N° patients 177
Gender (male/female) 88 (49.7%)/89 (50.3%)
Age, mean(SD) yrs 68.6 (11.6)
Karnofsky, mean(SD) 31 (10)
  -Primary diagnosis
  - Cancer 153
  Gastrointestinal 53
  Lung 34
  Genitourinary 23
  Breast 15
  Hematologic 14
  Head-neck 9
  Others 5
  -Non cancer diseases 24
  Neurologic disease 13
  Lung disease 6
  Cardiac disease 4
  Infection 1

Referral
 Territory:
  Home palliative care 23
 Hospital Units:
  ASPCU 93
  Oncology 11
  Hematology 3
  Surgery 3
  Other 7
  Other hospitals: 35

Education
  Primary 32 (18.1%)
  Lower secondary school 41 (23.2%)
  Higher secondary school 53 (29.9%)
  Degree 28 (15.8%)

Table 3  Reasons for admission 
(multiple choice)

Uncontrolled pain 88 (49.7%)

Symptom control 118 (66.6%)
  Respiratory 60 (33.9%)
  Gastrointestinal 24 (13.6%)
  Neurological 31 (17.5%)
  Psychiatric 3 (1.7%)
  Other 3 (1.7%)

Social problems 55 (31.1%)
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25%), and no differences in total ESAS among the types of 
referral were found (P = 0.683).

Palliative sedation was performed in 18 patients (10.1%). 
The principal reasons were delirium (n.10), dyspnea (n.5), 
and existential distress (n.8) (in some cases patients had 
more reasons for starting palliative sedation). The mean 
starting doses and the final dose (at T-end) of midazolam 
were 57.8 mg/day (SD 35.1) and 89.2 mg/day (SD 46.8), 
respectively.

Hospice staying

The mean hospice staying was 16.3 (SD 21.4) days (median 
11, interquartile range 6–22). One hundred forty-one patients 
died in hospice (79.4%), and 33 patients (18.6%) were dis-
charged home. There were no differences in mean hospice 
staying between patients who died in hospice (16.4 days, SD 
22.2) and those who were discharged home (15.8 days, SD 
17.6) (P = 0.873). Patients admitted from ASPCU or home 
care (palliative care setting) had a longer staying (17.7 (SD 
23.1) and 13.6 (SD17.3) days, respectively), although this 
data did not attain significance (P = 0.232).

Discussion

General aspects

This study provided interesting information regarding some 
clinical aspects of patients admitted to a hospice in a com-
prehensive cancer center with a pre-existing ASPCU, where 
experience and clinical footprint were shared between the 
two teams.

First, most patients (2/3) had previously received special-
ized palliative care, either at home or in the ASPCU (23 and 
93, respectively), with only 1/3 (59 patients) not having con-
sultation or assistance of a palliative care team. Of interest, 

patients admitted from a palliative care setting had a Kar-
nofsky higher and survived something more than patients 
admitted from other places. This in contrast with other stud-
ies in which most patients were referred from home, pos-
sibly without a previous palliative care consultation [15]. 
Reasons for hospice admission were variable and included 
about 1/3 of patients who had logistic problems at home, 
other than clinical problems. Patients who cannot be ade-
quately assisted at home for lack of caregiver or other social 
problems have a clear indication for hospice admission. In 
a previous multicenter study performed in Italy, however, 
social problems were rarely the indication for hospice admis-
sion [15]. In Germany, problems and symptoms impairing 
autonomy and mobility, but not primarily pain or dyspnea, 
were the main reasons for admission to hospice. The most 
frequent symptoms/problems were weakness (95%), need of 
assistance with activities of daily living (88%), overburden-
ing of family caregivers (83%), and tiredness (75%). Four 
symptom clusters were identified and included deteriorated 
physical condition/decompensation of home care, emotional 
problems, gastrointestinal symptoms, and other symptoms 
[16]. In the Netherland, with a different cultural profile and 
hospice typology, hospice application was quite variable. In 
a large study, most patients were admitted to hospices with a 
declared wish to die. Hospice typology includes stand-alone 
hospices, hospice-unit nursing homes, and volunteer-driven 
hospices, also explaining different levels of expertise [17, 
18]. In South Korea, it has been reported that family doc-
tors (dedicated hospice physician group) performed better 
than oncologists (non-dedicated physician group) [19]. This 
underlines the huge differences in hospice facilities existing 
around the world. In Italy hospices are run by a physician 
with a multiprofessional team, including doctors, nurses, 
psychologists, social workers, physiotherapists, and other 
health professionals. The reimbursement provided by the 
national Health Care System is a fixed amount/day of 250 

Table 4  ESAS at the different 
time intervals (mean (SD). 
Not all patients had a complete 
evaluation

T0 T7 T14 T-end p(T0vsT7) p(T0vsT14)

ESAS n.115 n.79 n.79 n.48
Pain 2.7 (2.7) 1.5 (2.2) 1.4 (2.1) 1.9 (2.7) 0.011 0.029
Dyspnea 1.8 (2.6) 1.0 (2.4) 1.3 (2.3) 1.5 (2.4) 0.458 0.520
Anxiety 3.0 (3.2) 2.1 (3.0) 2.8 (3.0) 2.2 (2.9) 0.217 0.434
Depression 2.9 (3.3) 1.7 (2.9) 2.2 (3.1) 2.1 (3.0) 0.347 0.352
Insomnia 3.5 (3.6) 1.9 (2.8) 2.5 (3.4) 2.2 (2.9) 0.007 0.078
Drowsiness 3.7 (3.0) 2.8 (2.7) 3.3 (3.2) 3.5 (3.3) 0.728 0.727
Nausea 1.8 (3.2) 1.0 (1.9) 0.8 (2.0) 0.5 (1.5) 0.118 0.032
Poor appetite 3.8 (3.3) 3.1 (3.7) 2.5 (3.3) 2.4 (3.5) 0.860 0.784
Weakness 5.5 (3.1) 3.2 (3.3) 4.2 (3.3) 4.6 (3.5) 0.002 0.344
Poor well-being 5.1 (2.9) 2.8 (3.1) 3.2 (3.1) 3.3 (3.4)  < 0.0005  < 0.0005
Total32.9(18.5) 19.9 (15.9) 22.8 (17.7) 23.8 (18.8) 0.002 0.038
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euros [2]. Other structures, such as residential places or 
nursing homes, are out of the palliative care network.

A low number of patients had a non-cancer disease. Of 
interest, in a previous multicenter study performed 10 years 
ago, almost all patients had a diagnosis of cancer [16]. 
Despite the growing increase of non-cancer incurable dis-
eases, this population is still under-represented in the hos-
pice setting [15]. Similar percentages (13,6%) were found 
in a large multicenter study performed in Germany [16]. On 
the other hand, this data was expected, considering that most 
patients were referred by other acute units of the hospital, 
which is a cancer center.

The short time of hospice staying or time to death, how-
ever, imply an inacceptable timing for patients with several 
problems presumed to be present early during the course of 
disease, at least for patients referred from other settings. In 
this study, a large amount of patients had received palliative 
care either at home or in the ASPCU. In this unit, oncolo-
gists refer their patients early in the trajectory of disease 
when they are receiving active therapy, for pain and symp-
tom control, extreme toxicity, and re-evaluation for gradual 
transition of care which includes a huge effort of commu-
nication and psychological support for both patients and 
relatives [7]. Indeed, an extremely late referral or multiple 
hospital admissions in the last 3 months of life indicates a 
missed opportunity for timely intervention by the palliative 
care teams designed to address the physical, psychological, 
social, emotional, and spiritual aspects of care for patients 
with serious illnesses. This aspect was also underlined in 
very specialized centers in other countries [20].

Symptoms

Patients had a consistent symptom burden at admission, 
although differences between cancer and non-cancer patients 
were not measurable, because of the unbalanced number of 
patients in these groups. However, a previous study showed 
similar symptom burden in patients with malignant and non-
malignant disease [21].

After admission there was a clear improvement of physi-
cal and psychological symptoms, as it often occurs in acute 
or home care settings [22, 23], probably as a result of a 
comprehensive assessment and team experience in symp-
tom control. In a retrospective study, admission to hospice 
led to a significant reduction of pain intensity, particularly 
in patients with moderate to severe pain [24]. It is likely that 
hospice policies are largely different among countries and 
even in the same country. It has been reported that a system-
atic pain assessment and management were performed in 
only one-third of patients, a percentage that could be much 
improved in clinical practice [25]. For example, the need 
of an appropriate clinical documentation is of paramount 
importance for an appropriate management of palliative care 

Table 5  Drugs administered at the different time intervals. TD trans-
dermal, O oral, SC subcutaneous, IV intravenous. Percentage in 
bracket

Drugs

T0 T7 T14 T-end

Analgesics
  TD buprenorphine 12 (6.8) 6 (7.8) 2 (2.6) 6 (12.6)
  TD fentanyl 20 (11.3) 16 (20.8) 8 (10.4) 14 (29.4)
  O-hydromorphone 2 (1.1) 2 (2.6) 3 (1.7) 1 (2.1)
  O-IV methadone 10 (5.6) 6 (7.8) 6 (7.8) 11 (23.1)
  O-IV morphine 53 (29.9) 41 (53.3) 21 (27.9) 48 (100)
  O-oxycodone 10 (5.6) 4 (5.2) 3 (3.9) 11 (23.1)
  O-tapentadol 2 (1.1) - 1 (1.3) 1 (2.1)
  O-ibuprofen 5 (2.8) 4 (5.2) 4 (5.2) 4 (8.4)
  O-IV ketorolac 3 (1.6) 4 (5.2) 2 (2.6) 1 (2.1)
  O-IV paracetamol 14 (7.7) 12 (15.6) 11 (14.3) 9 (18.9)

Rescue pain medications
  IV methadone 2 (1.1) 3 (3.9) 3 (3.9) 3 (6.3)
  Sublingual fentanyl 11 (6.2) 8 (10.4) 5 (6.5) 6 (12.6)
  IV morphine 98 (55.4) 57 (74.1) 28 (36.4) 48 (100)
  Oral morphine 13 (7.4) 11 (14.3) 5 (6.5) 9 (18.9)
  Oral oxycodone 2 (1.1) 1 (1.3) 2 (2.6) 6 (12.6)
  Oral tramadol 3 (1.8) 1 (1.3) - 1 (2.1)
  Nasal fentanyl-pectin 1 (0.6) - - -
  IV Ibuprofen 1 (0.6) 1 (1.3) 1 (1.3) -
  IV ketorolac 1 (0.6) - - 1 (2.1)
  IV Paracetamol 11 (6.2) 8 (10.4) 4 (5.2) 8 (16.8)
  IV Tramadol 3 (1.6) 3 (3.9) 2 (2.6) 1 (2.1)

Adjuvants
  O-valproate acid 3 (1.8) 2 (2.6) 1 (1.3) 3 (6.3)
  O-SC haloperidol 22 (13.2) 20 (26.0) 8 (10.4) 44 (92.4)
  O-alprazolam 2 (1.1) 1 (1.3) 1 (1.3) 1 (2.1)
  O-bromazepam 5 (3.0) 3 (3.9) 2 (2.6) 1 (2.1)
  O-IV chlormetaproma-

zine
1 (0.6) 1 (1.3) 1 (1.3) -

  IV chlorpromazine 4 (2.4) 1 (1.3) 5 (6.5) -
  O-clotiazepam 1 (0.6) 1 (1.3) 1 (1.3) 2 (4.2)
  SC-phenobarbital 3 (1.8) 2 (2.6) - 4 (8.4)
  O-levetiracetam 4 (2.4) 3 (3.9) 3 (3.9) 2 (4.2)
  O-levomepromazine 3 (1.8) 3 (3.9) 2 (2.6) 1 (2.1)
  O-lorazepam 2 (1.1) 1 (1.3) 1 (1.3) -
  IV-midazolam 10 (6.0) 8 (10.4) 4 (5.2) 25 (52.5)
  O-mirtazapine 1 (0.6) 1 (1.3) - 1 (2.1)
  O-olanzapine 12 (7.2) 9 (11.7) 6 (7.8) 9 (18.9)
  IV-promazine 15 (9.0) 15 (19.5) 11 (14.3) 18 (37.8)
  O-quetiapine 1 (0.6) 2 (2.6) 2 (2.6) 1 (2.1)
  O-risperidone 1 (0.6) 1 (1.3) - -
  O-triazolam 1 (0.6) - - -
  O-zolpidem 1 (0.6) 1 (1.3) 1 (1.3) 1 (2.1)
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patients. In a study in the Netherland, collecting documenta-
tion was found to be difficult and time-consuming. Various 
types of hospice patient records were found with different 
availabilities, with nurses’ records being largely available 
(98%), compared to volunteers’ records (62%). Information 
about the illness was largely available (97%), but symptoms 
assessment was poorly available (10%). The principal barri-
ers were ethical issues, lack of knowledge, and lack of com-
munication [17]. Indeed, specialistic assessment and treat-
ment are the two main steps for the management of patients 
admitted to hospice.

Drugs

A large number of patients referred by a palliative care set-
ting were already receiving opioids at hospice admission. 
Haloperidol and continuous intravenous morphine were the 
most frequent drugs used in the last days of life. Of interest, 
most patients had an intravenous line for the treatment of 
emergencies, particularly those admitted from the ASPCU, 
most of them already having a peripheral-central catheter. 
In a previous study, the percentage of patients prescribed 
given around-the-clock opioids increased from 63 to 76.8% 
on the second day and to 89.9% 1 day before death. The 
most frequent route of drug delivery was the subcutaneous 
one [26]. In another study performed in Finland the number 
of patients admitted to hospice opioid doses were increased 
during their hospice stay [27].

In a similar study, appropriate drugs were found to be 
more likely to be given continuously in the hospice than 
in a hospital setting. Opioids were delivered continuously 
at over twice the rate in hospice than in hospital. These 
drugs were less frequently started in the last 3 days of life 
in hospice than in hospital (20.8% and 13.3%, respectively). 
Midazolam, haloperidol, and drugs for pulmonary secre-
tions were more frequently started in the final 3 days in 
hospice than in hospital [14]. Of concern, in the hospital 
setting, patients were more likely to receive more inap-
propriate drugs than appropriate drugs in comparison with 
the hospice setting. Furthermore, patients in hospital were 
more likely to undergo diagnostic procedures than hospice 
patients. There was no difference in chance on receiving two 
or more therapeutic procedures between hospital and hos-
pice patients. In a retrospective study, admission to a hospice 
led to a significant reduction in reported pain intensity for 
the patients. This decrease in pain was accompanied by a 
significant increase in the use of morphine, especially via 
parenteral routes, but not by a higher mean equivalent daily 
dose of oral morphine per patient [24]. Thus, hospice care 
provides an appropriate drug selection for symptom control 
in comparison with hospital non-specialized care.

End of life issues

Less than 80% of patients died in hospice and a minority (10%) 
needed to be sedated at the end of life. This observation is in 
contrast with the findings of other studies. In a previous study 
performed in Italy, patients admitted to hospice were unlikely 
to receive specialized palliative care before hospice admission. 
Of concern, one patient was transferred from an intensive care 
unit of another hospital and died some hours after hospice 
admission. In contrast, some patients were transferred from 
our surgical unit, after a palliative care consultation which pre-
vented the admission to an intensive care unit where patients 
would have received a disproportionate and distressing treat-
ment before dying. Although the survival was similar, more 
patients (86%) died in hospice and a higher number of patients 
(25%) received palliative sedation [15]. One could argue that 
in a hospice where most patients are referred from a palliative 
care setting, there would be a lesser need of palliative sedation, 
possibly because a better assessment and symptom manage-
ment, although this statement should be proved in studies an 
appropriate design. Seventeen percent of patients died within 
2 days of admission, and one-third of patients could not be 
properly assessed, particularly 1 day before death, due to dete-
riorated cognitive function. In a recent study, 2% of patients 
received a palliative care referral less than 24 h before death. 
These patients had higher scores for depression, drowsiness, 
and shortness of breath, meaning that at this stage, patients 
could be assessed [28]. It is likely that the difference resides 
in an indirect evaluation by proxies or nurses. In this study, 
symptom assessment consisted of a subjective measurement 
of symptom intensity, facilitated by a nurse or physician. In 
Germany, hospice resulted to be a transition place. After a 
mean admission time of 10 days, about 21% were discharged 
palliative home care, with only about 60% of patients dying in 
the ward. Of interest, a minimal amount of patients came back 
to hospital wards for anticancer therapy. It is evident as admis-
sion policies, levels of assessment, and organization are quite 
different among countries and probably in the same country.

This study had several limitations. First, this study was 
conducted at a single institution. This is a tertiary care com-
prehensive cancer center, staffed by a well-established pal-
liative care team, connected to the ASPCU. However, this 
could be a future model allowing a continuing of care [29], 
including an ASPCU where admitted for symptom control in 
patients who are still receiving anticancer therapies, or even-
tually to allow transition from cancer care to other settings, 
including home care or hospice, where patients unable to be 
assisted at home or requiring complex treatments difficult to 
be performed at home can be more usefully admitted. Non-
cancer patients seem to be an under-represented population. 
Application should be based on the need for palliation, irre-
spective of diagnosis. Finally, there was not a comparative 
group, for example, a territorial hospice.



 Supportive Care in Cancer

1 3

Conclusion

Many people suffering from life-threatening diseases expe-
rience great suffering and need palliative care, a means of 
alleviating symptoms and improving their quality of life. 
However, problems including fragmentation of services 
and late referrals prevent many patients from receiving the 
appropriate palliative care at the right time. Regretfully, lit-
tle research is performed in hospice care, also because this 
has different meanings across the countries. In the authors’ 
opinion, different options should be available for providing 
palliative care, at least in a comprehensive cancer center, 
including an ASPCU where difficult symptoms are treated 
during the course of cancer disease, an outpatient clinic for 
a proper consultation for ambulatory patients, and hospice 
and home care for patients who have a shorter survival time. 
All these services should be coordinated to dictate the timely 
choices for each individual. Consultations in intensive care 
units or other wards should be prompted to prevent dispro-
portionate treatments in the dying patient [29, 30]. The pres-
ence of a hospice in a comprehensive cancer center offers 
many advantages. First, specialized palliative care may be 
offered to patients referred from other hospitals or home 
palliative care, as it occurs with other hospices. Indeed, a 
continuity of care is available for those patients who were 
initially admitted to an ASPCU, when anticancer therapies 
are withdrawn or withhold after multidisciplinary consulta-
tion. Similarly, after a proper palliative care consultation in 
other hospital units, patients may be referred to hospice. This 
process may avoid uncomfortable transfers to external hos-
pices, which can deprive the continuity of care. Comparison 
among different models of hospice are necessary to establish 
the best care for patients with irreversible conditions, either 
in terms of costs or quality.
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