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Context: Cancer patients in advanced stages often face severe physical, psychological, and
spiritual challenges, impacting their quality of life (QOL) significantly. Ganga Prem Hospice
(GPH) in Uttarakhand, India, provides specialized palliative care aimed at improving end-of-
life experiences for terminally ill cancer patients.

Objective: This study aimed to assess the effects of hospice-based palliative care on pain
relief, symptom management, and QOL for terminal cancer patients.

Methods: This prospective study included 99 terminally ill cancer patients admitted to GPH
from January 2022 to January 2023. Patient data collected included demographics, cancer
stage, pain levels, symptom relief, QOL assessments, and place of death. Pain and symptom
relief were assessed using the Visual Analog Scale (VAS), while QOL was categorized as
“good” or “poor.” Descriptive statistics and comparative analysis were used to measure
changes pre- and post-admission.

Results: The median age of patients was 49 years, with 58.6% male and 41.4% female
representation. Advanced cancer stages (96.96% at Stage IV) were prevalent, with head and
neck (34.34%), gastrointestinal (24.24%), and gynecological cancers (21.21%) as the most
common types. Post-admission, patients reporting no pain increased from 4% to 23%, while
86% experienced symptom relief compared to 10% at admission. QOL improved markedly,
with 86% of patients reporting good QOL after admission, up from 22% initially. The majority
(72.6%) chose to remain at GPH for end-of-life care.

Conclusion: Palliative care at GPH significantly improved pain relief, symptom control, and
QOL for terminally ill cancer patients, highlighting the essential role of hospice settings in
end-of-life care, especially in resource-limited regions. These findings advocate for expanded
hospice services to support both patients and families in terminal care.

Introduction

Cancer remains a significant global health challenge, with projections indicating that by 2040,
around 16.3 million individuals will live with the disease, predominantly in low- and middle-income
countries [1]. In these regions, cancer is often diagnosed during advanced stages, limiting
treatment accessibility [2]. The symptoms associated with cancer can impact patients’ quality of life
(QOL), causing physical discomfort, mental strain, and financial burdens [3-6]. Recognizing these
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challenges, the World Health Organization (WHO) introduced the palliative care (PC) initiative in
1990.

End-of-Life Interventions

1. Palliative Care

It focuses on enhancing the QOL of patients with serious illnesses and short expected time left to
live, by managing symptoms through a holistic approach [7, 8]. This approach involves
interdisciplinary efforts to assess and alleviate pain, address physical and psychosocial issues, and
offer spiritual support. Implementing an effective palliative care strategy is crucial for providing
patients with appropriate support and symptom management. Palliative care can offer improved
QOL to both patients’ and their family members [9].

2. Hospice offering dignified care

Ensuring dignity for those who are terminally ill, struggling with unbearable symptoms in the final
days of their life, at the hospice during this crucial period calls for a profound improvement in the
alleviation of physical, psychological, spiritual, and existential suffering. Yet, healthcare
professionals may find themselves grappling with the challenge of initiating conversations with
patients about their limited time remaining and the inevitability of death. Central to preserving
dignity in these final moments is the presence of a compassionate companion, offering solace and
support throughout the journey’s end. It is imperative that those facing the end of life receive not
only effective pain management but also compassionate assistance in navigating the tumult of
anxiety, worry, and physical anguish [10]. Achieving this noble objective requires a harmonious
synergy among patients, their devoted families, and empathetic healthcare providers, particularly
in the specialized environment of hospice care. While the needs of those in the twilight of life may
vary, certain timeless principles underpin what defines “exceptional care” in hospice settings.
These encompass not only the alleviation of emotional and physical distress but also the nurturing
social support, the unwavering continuity of care, and the gentle reassurance that effective
communication with both physicians and nurses brings. Indeed, the measure of success in hospice
care often lies in the profound satisfaction experienced by those who receive it [11].

Aims and Objectives

To evaluate the impact of palliative care on symptom relief, pain relief, and quality of life.

Secondary objectives
1. Examine the demographics of patients presenting to the GPH.

2. Enumerate the clinical characteristics of the patients presenting to the GPH.

Materials and Methods

» Study Design - Prospective Cohort Study
* Location - Ganga Prem Hospice (GPH)

* Time Period - January 1st 2022 to January 1st 2023
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Data Collection
Data of all patients admitted to the hospice between 2022 - 2023 was collected propectively. Data
collected included the demographic details (age, gender), clinical characteristics at presentation
(site of cancer, stage at presentation, any prior treatment), level of pain relief, symptom relief
status, quality of life, vital parameters, cause of death and place of death.
Assessment of pain levels was done pre and post GPH admission according to the VAS Pain Scale
and was categorized into no pain, mild pain, moderate pain and very severe pain. Symptom relief
was measured before and after GPH admission and was categorized to yes or no. Similarly

assessment of quality of life was done before and after GPH admissions and was categorized to
poor or good.

Statistical Analysis

Descriptive statistics were used to summarize the demographic and clinical characteristics.
Frequencies and percentages were used to present categorical variables. Comparative analysis was
used to assess the change pre and post admission to GPH in pain level, symptom relief and quality
of life.

Ethical Considerations
All ethical considerations were adhered to during the course of the study. The anonymity and
confidentiality of the patient was maintained during the study.

Financial Considerations

Not applicable.

Funding

This research did not receive any specific grant from funding agencies in the public, commercial, or
not-for- profit sectors.

Results

Demographic and Clinical Details

Table 1 shows demographic and clinical details of 99 terminally ill cancer patients admitted at GPH
Hospice during 2022-23.

Demographic Details:

Age Minimum: 18 Median Age: 49
Maximum: 92
Gender Male: 58 (58.58%)

Female: 41 (41.41%)

Clinical Details:
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Site of Cancer Gastrointestinal: 24 (24.24%)
Gynecological: 21 (21.21%)
HNC: 34 (34.34%)
Respiratory: 11 (11.11%)
Urological: 9 (9.09%)

Stage Stage I1I: 3 (3.03%)

Stage IV: 96 (96.96%)
Taken: 70 (71%)

Not Taken: 29 (29%)

Old Age: 2 (6.89%)

Prior Treatment

Reasons for Treatment not
taken

Advanced Stage and fear: 13
(44.82%)

Financial issues: 14 (48.27%)
Table 1. Demographic and Clinical Details of the Patients Admitted at GPH During 2022-23.

The age distribution ranged from (18 to 92) years, with a median age of 49 years. Gender
composition showed a balanced representation, with (58.58%) male and (41.41%) female patients.
Cancer site distribution revealed that head and neck (34.34%), gastrointestinal (24.24%), and
gynecological (21.21%) cancers were the most prevalent, while respiratory (11.11%) and urological
(9.09%) cancers were less common. The overwhelming majority of patients were diagnosed at
Stage IV (96.96%), indicative of the advanced disease stage. Of the patients, 70% had received
prior treatment, whereas 29% did not, citing reasons such as advanced stage and fear (44.82%),
financial constraints (48.27%), and old age (6.89%).

Palliative Care Interventions

Analysis of pain management using the VAS Pain Scale as shown in Table 2, indicated a significant
improvement post-GPH admission.

VAS Pain Scale

Level of Pain

Before GPH Admission

Post GPH Admission

No. of Patients (%)

No. of Patients (%)

0 No Pain 4 (4) 23 (23)
1-3 Mild Pain 60 (61) 70 (71)
4-7 Moderate Pain 34 (34) 6 (6)
7-10 Very Severe 1(1) 0 (0)

Table 2. Pain Management Status of Patients before and after Admission to GPH.

Notably, the proportion of patients reporting no pain increased from 4 before admission to 23 post-
admission, alongside a reduction in moderate to severe pain levels. Symptom relief status, as shown
in Table 3 exhibited marked enhancement post-admission, with 86% of patients experiencing relief

compared to 14% before admission.

Symptom Relief Status

Before GPH Admission

Post GPH Admission

No. of Patients (%)

No. of Patients (%)

Yes

10 (10)

85 (86)

No

89 (90)

14 (14)

Table 3. Symptom Relief Status of Patients before and after Admission to GPH.

Similarly, assessments of quality of life post-GPH admission showed improvement, with 86% of
patients reporting good quality of life, contrasting with 22% prior to admission as shown in Table 4.
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Quality of Life Before GPH Admission Post GPH Admission
No. of Patients (%) No. of Patients (%)

Poor 77 (78) 14 (14)

Good 22 (22) 85 (86)

Table 4. Quality of Life in Patients before and after Admission to GPH.

Vital Status and Death Analysis

Among the patient cohort, 84.8 % were deceased, with cancer as the primary cause of death. The
hospice setting served as the preferred place of passing for the majority of patients (72.62%), while
27.38% passed away at home as shown in Figure 1.

Figure 1. Vital Status of Patients Admitted at GPH.

These findings underscore the pivotal role of hospice care in providing comprehensive end-of- life
support to terminally ill cancer patients, emphasizing the significance of patient-centered care in
the terminal stage.

Discussion

Cancer remains a significant health challenge with projections estimating that there will be 16.3
million individuals living with the disease by 2040 with a large proportion of these living in low
income countries [1]. As most of these patients are diagnosed in late stages palliative care becomes
an essential part of their treatment. Palliative care consists of a holistic approach to enhance the
quality of life of the patients diagnosed with serious illnesses with short life expectancy [2].

These patients who are struggling with unbearable symptoms in the final days of life require
alleviation of physical, psychological, spiritual and existential suffering. It is important that along
with symptom relief these patients also receive compassionate assistance in handling anxiety,
worry and physical anguish. These form the bedrock of hospice care.

Through this study we aim to present our experience providing hospice care at the Ganga Prem
Hospice (GPH) between July 2022 - June 2023 and its role in providing pain relief, symptom relief
and quality of life improvements to our terminally ill cancer patients. It was a prospective study
consisting of all the patients admitted to the Ganga Prem Hospice, Raiwala, Uttarakhand, India
between 2022 and 2023. Patient data included demographic details, clinical characteristics, pain
relief status, symptom relief status, quality of life improvement, cause of death and place of death.

There were 99 patients in the study aged between 18 to 92 years with a median age being 49 years.
Majority of the patients were male (58.6%) with females making up only 41.4% of the patient
group. This difference could just be a marker of increased incidence of malignancy in males as
compared to females. There have also been differences noted in the preference for palliative care
between males and females. In the analysis of the data from the VOICE clinical trial it was noted
that females preferred palliative care more than the males. It has also been noted that males were
more likely to adopt to aggressive care in advanced stages as compared to females who are more
likely to adopt to hospice/palliative care [3].

Head and neck (34.3%), Gastrointestinal (24.2%) and Gynaecological Malignancies (21.25) were the
most common malignancies noted in our study. Other studies from India reported similar results
with Head and Neck malignancies being the most common in India [4-8]. Studies from higher
income countries like Brazil [9-12] China [13-15] and South Korea [16] had higher incidence of
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lung, GI, breast and gynaecological malignancies. Reasons for seeking admission for hospice care
could be increased requirement for specialized care in head and neck cancer in advanced stages.
Advanced head and neck malignancies present with fungating wounds, severe pain and with
various tubes in situ like RT and PEG tubes that are difficult to manage at home and hence such
patients seek care in hospice. Similarly advanced abdominal malignancies presenting with multiple
drains, feeding tubes and with severe symptoms like recurrent vomiting, pain, obstruction and
surgical wounds can be difficult to manage at home.

Almost all of the patients in our study (97%) were stage IV patients with 30% of them being
treatment naive. The reasons for not seeking treatment were varied with the most common ones
being fear of treatment, advanced stage (44.8%) and financial constraint (48.2%). Khankeh et al
[17] in his study similarly observed that fear of treatment due to its complications and past
experiences of a loved one dying from cancer were the major reasons for refusing treatment in
cancer patients. Oshiro et al [18], in his study of factors involved in seeking help in cancer patients
identified that age, low educational level, difficult financial conditions, symptom appraisal, lack of
knowledge and fear of treatment were the most important factors in delaying cancer care. The
other important reason for delay in treatment in a country like India with lack of affordable
oncological care is the use of Complementary and Alternative medicine (CAM) in initial stages of
cancer. In a study by Pandey et al [19], it was noted that out of 2614 patients who were getting
treated for malignancy in a tertiary care centre in Uttarakhand almost 46.2% were reported to have
been treated with CAM out of which 85% patients used CAM as the sole modality of treatment. In
another study by Kumar et al [20], 38.7% patients out of 1117 patients were found to be CAM users
majority belonging to low socio-economic status.

Studies have been conducted to identify patient priorities at the end of life. In an important study
by Steinhauser et al [21], the most important priorities were excellent pain and symptom control,
being able to spend quality time with family and to deal with unfinished businesses. It has also been
noted that good hospice care is better at providing analgesia to patients as compared to those who
do not have access to hospice. Similar results were noted in our study where symptom relief status
and quality of life pre and post admission to the GPH were markedly better. Patients suffering no
pain increased from 4% to 23.2% and patients experiencing symptom relief increased from 14% to
86% after their treatment at GPH. Eighty-six percent patients reported a good quality of life after
receiving care at the GPH as compared to 22% prior to their admission. Other factors that have
been identified with better quality of life in terminal phase are female gender, sociodemographic
factors like (level of education, presence of children, presence of a partner) and type of treatment
received in the terminal stages [22]. A cohort study in India showed that in inoperable head and
neck carcinoma short course palliative radiotherapy was better than conventional radiotherapy in
improving social well-being [6]. A study conducted in Brazil also showed that palliative
chemotherapy improved QOL in terminal phases [9].

According to Butow et al [23] and Munday et al [24] deciding the place of death in the terminal
hours is influenced by many factors. In our study 84.8% of the patients died due to cancer with
majority of them choosing to die at GPH (72.6%). This number is in contrast with other studies from
the high income countries where the patients preferred home as the place of death [25, 26]. The
systematic study published by Bell et al [27], also showed that home is the preferred place of death
for most patients. The above could be explained as we cater to the low socio-economic strata which
have difficulty managing advanced terminally ill patients at home. The facilities provided to them at
the hospice includes free nursing care, lodging, free food for one of the family members which
makes hospice as a preferred place to choose for the end. Also, most of patients in the terminal
stage have bed sores, open wounds, multiple tubes in form of Ryles tubes, FJ tubes, PEG tubes and
abdominal drains which are difficult to manage at home. Factors such as lack of home-based
hospice care facilities and sociological factors which consider dying at home as unacceptable could
also be the reasons for the disparity.

These terminally ill patients are difficult to manage at home. Moreover, nuclear families,
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socioeconomic factors, life in difficult geographic terrain makes it difficult to take care of these
patients at home. Ganga Prem hospice provides all palliative care services at no cost including food
and stay facility for one attendant. Patients in their terminal phase prefer staying at the GPH to
improve quality of life and relief for caregivers.

In conclusion, the palliative care model implemented at Ganga Prem Hospice plays a transformative
role in enhancing the quality of life for terminally ill cancer patients by providing effective pain
management, symptom relief, and compassionate support. The marked improvements in QOL,
alongside the preference for hospice as a place of passing, underscore the value of structured end-
of-life care in alleviating both physical and emotional suffering.

This study emphasizes the need for expanded access to hospice services, particularly in low-
resource settings where home-based care may not be feasible. With its holistic and patient-centered
approach, GPH demonstrates a viable model for end-of-life care that not only supports patients but
also alleviates the care giving burden on families. Future research should explore ways to integrate

palliative care into national healthcare frameworks to ensure equitable access to dignified,
compassionate care for all terminally ill patients.
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