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1. According to the American Cancer Society (2011), the goal of hospice is to help patients live their last days as alert and pain-free as possible. Hospice care tries to manage symptoms so that a person’s last days may be spent with dignity and quality, surrounded by their loved ones. Hospice affirms life and neither hastens nor postpones death. It treats the person rather than the disease and focuses on quality rather than length of life. Finally, hospice care is family-centered in that it includes the patient and the family in making decisions. 

2. According to Nabili (n.d.), referral to hospice is considered when a physician believes the patient’s life expectancy is less than 6 months if the disease runs its natural course. Clinical guidelines are available to help clinicians with these determinations. Then, the option for hospice is presented to the patient or their surrogate decision makers. If the patient’s or their decision makers’ goals and wishes are in line with hospice principles, then a formal referral can be made by a doctor. Next, hospice staff meets with the patient and family to discuss hospice services. They evaluate the patient’s medical condition, functional level, living situation, religious beliefs, and social support system. From this information, long-term goals, wishes, and expectations of the patient and family are established. Finally, a two-physician certification has to be signed certifying the terminal illness and appropriateness of hospice (Nabili, n.d.).  
3. According to the American Cancer Society (2011), an interdisciplinary team manages hospice care, meaning doctors, nurses, social workers, counselors, home health aides, clergy, therapists, and trained volunteers care for the patient and his or her family. Together, this group of people gives the patient and his or her loved ones complete palliative care aimed at relieving symptoms and giving social, emotional, and spiritual support. Discomfort, pain, and side effects are managed to make sure the patient is as free of pain as possible, yet still alert enough to enjoy the people around him or her and to make important decisions. Spiritual care is set up to meet each individual’s specific needs and may include helping a patient say goodbye or helping with a religious ceremony or ritual. Finally, hospice care staff members communicate well, are good listeners, and are interested in working with families who are coping with a life-threatening illness. The interdisciplinary team coordinates and supervises all care 7 days a week, 24 hours a day. This team is responsible for making sure that all involved services (including the home care agency, the doctor, pharmacists, clergy, and funeral directors) share information.

4. According to the American Cancer Society (2011), to qualify for Medicare hospice benefit, a doctor and the hospice medical director must certify that the patient has less than 6 months to live if the disease runs its normal course. The doctor, then, must re-certify the patient at the beginning of each benefit period, which consists of 2 periods of 90 days each and then an unlimited number of 60-day periods. Then, the patient must sign a statement that says he or she understands the nature of the illness and of hospice care, and that he or she wants to be admitted to hospice. By signing this statement, the patient declines Medicare Part A and instead chooses the Medicare Hospice Benefit for all care related to his or her illness. The American Cancer Society (2011) also states that the patient can still receive Medicare benefits for other illnesses, and that a family member must sign the statement if the patient is unable to do so
. 

5. According to Ross & Alexander (2001), in addition to pain, the most common symptoms in the terminal stages of an illness are fatigue, anorexia (loss of appetite), cachexia (loss of weight, muscle atrophy), nausea, vomiting, constipation, delirium, and dyspnea (shortness of breath). Management involves a diagnostic evaluation for the cause of each symptom when possible, treatment of the identified cause when reasonable, and treatment of the symptom using non-pharmacologic and adjunctive pharmacologic measures.

6. As mentioned previously, hospice care services include pain and symptom control, spiritual care, and staff support. According to the American Cancer Society (2011), in pain and symptom control, the hospice care team manages pain, discomfort, and side effects to make sure that the patient is as free of pain and symptoms as possible, yet still alert enough to enjoy the people around him or her and make important decisions. Spiritual care is also set up to meet specific needs of each patient, which can include helping patients look at what death means to them, helping them to say goodbye, and helping with a certain religious ceremony or ritual. Finally, hospice care team members are interested in working with families who are coping with a life-threatening illness. They are usually specially trained in the unique issues surrounding death and dying. They also give ongoing education about the dying process to patients and family members. Each of these abilities of the hospice care team should help Jane address her fear of pain and death. The hospice care team specializes in helping patients address these issues (either by simply listening to them or by helping the patient gain spiritual guidance). 
7. “You matter because of who you are. You matter in the last moment of your life, and we will do all we can, not only to help you die peacefully, but also to live until you die” (American Cancer Society, 2011
). According to EndLink (2004), patients and families may experience some feelings of hopelessness when hospice care is offered as the appropriate course of treatment.  Therefore, as the nurse, it is important to help patients and families to identify their own “goals” for hospice care, which will help them to feel some sense of hope. This will, also, shift the focus of their hope: to not be in pain, to die peacefully, to know my family will be okay, to be a role model and a teacher for my children, to make peace with my God/Gods, etc. Each patient is different and will have individual “goals” of hospice care. It is also important to understand the culture of each patient and family and to know something about the religious framework of the patient and family, which will help the nurse to better address their individual “goals”.  
8. I personally believe that Jane should be the one to make the decision to accept or decline hospice services. I fear that once her condition worsens, she may not be able to make that decision for herself, and her family does not want her to accept the hospice benefit. Hospice is not a death sentence, it is simply a way to help the patient and his or her family better accept the terminal illness and to keep the patient free of pain (as well as to address his or her spiritual needs). I believe it is important that Jane discusses with her family that she would like to add hospice care to her health care plan, but I believe it should, ultimately, be her decision. A family member of mine who was terminally ill chose to add hospice care to her health care plan, and I believe it was one of the best things she could have done. Similar to Jane, my family member was diagnosed with terminal cancer, and treatment was not helping (and the disease was worsening). Hospice care kept her free of pain and gave her a qualified person to talk with about her impending death. Finally, according to EndLink (2004), if a patient no longer meets criteria for hospice care, they may be discharged and readmitted at a later date.
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