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Summary There is robust data that palliative care is
prolonging life while there are still prejudices towards
this discipline that have to be demystified. Patients,
relatives and caregivers benefit from the concept of
early integration of palliative care and therefore, pal-
liative care should not be mainly regarded as end-of-
life care.
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The primary goal of palliative care is to consider the
individual priorities and values of patients through
specialized, interdisciplinary care and communica-
tion [1]. The “pallium” stands as a synonym for a coat
in which the patients can slip into and that consists
of individual, medical and psychosocial care, as well
as spiritual care. This multimodal treatment should
help patients and their relatives to gain a better un-
derstanding of the disease, its prognosis and possible
treatment options. Palliative care should not be un-
derstood as a discontinuation of therapy, but more
as a change in therapy goals [2]. Although there are
many nonmalignant, chronic palliative disorders, the
majority of patients receiving palliative care suffer
from advanced oncological diseases.

There are still prejudices against the concept of pal-
liative care that can be mitigated by well-published
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scientific studies. Here, we report upon some com-
mon myths towards palliative care.

Myth 1: palliative care only deals with dying

By definition, palliative care should not be regarded
as an alternative to a curative treatment and explicitly
refers to treatment beyond that of only patients who
are already in the final stages of an advanced disease.
The aim of palliative care is to achieve prolongation of
life with an improved quality of life. Such care should
not be regarded just as an alternative to antineoplastic
treatment; it can also be accompanied by antineoplas-
tic therapy when such therapy is indicated [3]. The
lives of patients with stage IV non-small-cell lung can-
cer was prolonged by three months compared to stan-
dard oncology treatment by initiation of early pallia-
tive care after diagnosis. The palliative care treatment
consisted of at least a monthly visit by a palliative
care team to assess physical and psychosocial impair-
ments. Furthermore, the study results demonstrated
that anxiety or depression were significantly lower in
the group of patients receiving palliative care. There-
fore, it can be concluded that palliative care does not
lead to a loss of hope [4]. The results of this study
could be underlined by further studies that confirmed
prolongation of life through palliative care [5–7].

Myth 2: palliative care mainly deals with talking

Sharing decision making, leading end-of-life discus-
sions or initiating talks about the future are an ele-
mentary part of palliative care. However, palliation
goes far beyond that and is an active form of therapy.
Regardless of prognosis, its aim is to promote wellbe-
ing throughout the course of a serious illness. This in-
cludes targeted improvement of symptoms as a major
focus of palliative care teams [8]. Another domain of
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palliative care is to provide advance care planning [9].
Human beings tend to plan their whole lives through.
In emergency situations, individual wishes often can-
not be realized when advance care planning has not
been provided in time.

Myth 3: palliative care is demoralizing

It has been proven that end-of-life talks are held too
late [10]. Medical staff should be encouraged to ac-
tively seek those conversations. The unspoken, so-
called “elephant in the room” might turn “difficult”
situations into “difficult” patients and families [11].
Most patients gratefully accept the offer for an end-
of-life discussion, and the physician–patient relation-
ship may be improved. A large number of patients
want information about their prognoses [12]. Such
conversations lead to a more realistic view of life ex-
pectancy on the part of patients without negatively af-
fecting their emotional states or the physician–patient
relationships [13].

So, when should palliative care begin? Experience
has shown that patients are very appreciative of being
actively informed about the options of palliative care
teams and of their purposes [14]. Previous studies
and research found that patients, relatives and care-
givers benefit from the concept of early integration
of palliative care for patients suffering from advanced
cancer [15]. Why are there still barriers about offering
palliative care to patients? Reasons are that palliative
care is mainly regarded as end-of-life care, the fear
that the patients would feel abandoned when offer-
ing palliative care to them or a concern that physi-
cians would take away hope [16]. Another reason is
a lack of resources. A high percentage of patients suf-
fering from hemato-oncological diseases do receive
antineoplastic therapies in the last month of life and
die in intensive care units [17]. This represents the re-
ality of a principle that can be described as “going
down with waving flags” and which often prevents
an examination of the fundamental question of the
meaningfulness of an intervention. As part of a study
with general practitioners, the assessment of the ques-
tion “Would I be surprised if my patient dies within
the next year?” revealed a high sensitivity concerning
survival. Answering this question with a “No” would
probably be the appropriate time to initiate advance
care planning and information about the coming time.
Whether people die in the hospital or at home also
depends on socioeconomic factors. If information is
provided early, home care and mobile palliative care
teams can be organized on time. Palliative care units
are still available for complex situations that cannot
be handled at home. The level of early palliative care
integration for oncology concepts still needs to be de-
fined [18]. An issue that remains to be discussed is
the feasibility of early integration due to lack of hu-
man resources in this field:

The organization and structure of a medical in-
stitution influences the way in which and at what
time point palliative care is provided. Coopera-
tion between different healthcare professionals
is important to avoid parallel worlds where on-
cologists, palliative care specialists and mobile
palliative care teams are separated from each
other. In this case, patients, caregivers as well
as colleagues might get the impression that they
have to decide between the one or the other way.
It seems to be a big fear of many patients that
when the “palliative care door” opens, the “on-
cological door” is forever closed. In palliative
care as well as in oncology there is no one-size-
fits-all model. In terms of true interdisciplinar-
ity it would be helpful to tell the patients that
they do not lose their oncologist when palliative
care is provided. Oncologists and palliative care
specialists both should continue to communi-
cate with the patients as well as with each other.
In addition, there should be continuous training
on the content and purpose of palliative care at
all institutions.

Medical caregivers do practice a social profession.
Therefore, interpersonal relationships have no clear
guidelines and often require the ability to read be-
tween the lines. Linking this with evidence-based
medicine is one of the strengths of palliative care.
Palliative care is more than just prescribing opioids
and sedatives. It gives attention to details and to the
individual. Palliative care leads to a better quality of
life, reduces the occurrence of anxiety and depression,
can improve the burden of symptoms and unburdens
caregivers. It is the approach of palliative care to look
at the disease itself as well as to see the individual
behind the disease.
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