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Care at the End of Life: Guiding Practice Where There Are No
Easy Answers

Throughout the ages, people have sought a
“good death” in which they are physically as

comfortable as possible, are treated with compas-
sion and respect, and find closure in their lives. In
the United States at the end of the 20th century,
this quest remains elusive. Many people fear that
they will have unrelieved symptoms, will undergo
unwanted life-prolonging interventions, or will be
abandoned by their health care providers.

This editorial announces a new series of articles
on end-of-life care in Annals whose goal is to pro-
vide practical advice and other guidance to clini-
cians who are not specialists in palliative care and
for whom the care of dying patients is not an every-
day aspect of their practice. These papers supple-
ment the ethics and policy positions articulated in
the fourth edition of American College of Physi-
cians Ethics Manual (1).

Recent research documents serious problems in
medical care at the end of life. Many patients suffer
significant pain in their final days (2, 3). Physicians
commonly do not know their patients’ preferences
for life-sustaining interventions or fail to carry out
those preferences (2). Communication often is poor;
many seriously ill patients and physicians do not
discuss care at the end of life (3). When conversa-
tions do occur, physicians miss opportunities to ad-
dress patients’ concerns and fears (4). Relatives of
patients have written eloquently of the problems
they encountered with the care of a dying patient (5).

Improving care at the end of life is particularly
important in light of ongoing public discussions
about managed care and physician-assisted suicide.
Appropriate palliative care may be as costly as dis-
ease-oriented care (6). Some people fear that capi-
tated reimbursement creates an incentive to restrict



typically die of sudden arrhythmia and do not have
a predictable terminal phase of progressive decline
(12). Thus, discussing palliative care only with pa-
tients who are highly likely to die soon will miss
many patients who may benefit from it.

To avoid these problems, physicians should take
a “both/and” approach to palliative and disease-
oriented care instead of an “either/or” approach.
Palliative care should be regarded as coexisting with
disease-oriented therapy throughout a patient’s care
rather than as a sharp transition before death (9,
11). As disease progresses, many patients may de-
cide to forgo some disease-oriented therapies, and
relief of symptoms and attention to psychosocial
needs may require increased attention. However,
even if comfort becomes the primary goal of care,
some disease-oriented therapies may be continued
or initiated. For example, local radiation therapy
may be the most effective approach to relieve symp-
toms caused by a metastatic cancer lesion. Palliative






