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Death is an inevitable fact of life, however over the last 
few decades there has been an increasing focus on the cir-
cumstances of the event. Dame Cicely Saunders, the founder 
of the Hospice movement in the UK, said “How people die 
remains in the memories of those who live on”,1 hence, an 
increased focus on the place of death for patients is timely. 
Sonal et al.2 have provided an elegant study addressing the 
location of death of patients dying from colorectal cancer, 
which remains the second most common cause of cancer-
related mortality in the USA, with over 52,000 deaths per 
year. Assessing colorectal cancer deaths in the USA between 
2003 and 2019 through national databases, they have dem-
onstrated a progressive shift of patient deaths from within 
medical institutions including hospitals, nursing homes, and 
emergency departments, to deaths at home or in a hospice. 
The shift, however, is not equally distributed across the pop-
ulation, with Black, Asian, and American Indian and Alaska 
Natives (AIAN) less likely to die at home or hospice com-
pared with white decedents, and patients with lower educa-
tional status being less likely to die at home or in a hospice.

Optimal care at the end of life has been defined as being 
able to die free from pain, in the place of your choice, cared 
for with dignity and supported by the best possible care.3 
This is combined with an increasing desire for control and 

autonomy, with the ability to say goodbye and put relation-
ships right, with family present, and a sense of pragmatism 
and acceptance of the inevitable outcome. The require-
ment of wishes and values of the individual patient being 
respected is core to the approach. A ‘bad’ death is more 
likely to involve a prolonged death, unnecessary investi-
gations with suffering without benefit, loss of dignity and 
autonomy, the absence of family, failure of acceptance of 
death and wishes, and values of the patient being ignored. 
The ‘de-medicalising’ of death has understandably been a 
slow evolution, with many healthcare professionals, patients 
and patients’ families believing it is important to continue 
to strive for prolongation of life at all costs. This remains 
a very difficult balancing act that must be tailored to each 
specific case and may account for some of the racial dis-
parities identified within the study by Sonal et al.,2 with 
discomfort around discussing death and awareness of the 
role of  hospices4,5 potentially more prevalent in certain eth-
nic groups. Even within individual couples, there may be 
a different perspective around dying at home, with differ-
ent views expressed by the individual partners.6 There has 
been development of government policies in both the USA 
and the UK to enable increasing access to hospice  care7; 
however, despite this, the discrepancy of access remains, as 
demonstrated by the paper published in this journal.

This progressive change in location of death from hos-
pital to home or hospice is not isolated to colorectal cancer 
and is reflected in other tumour types, including oesophageal 
cancer in the USA.8 The trend is also consistent outside of 
cancer-related deaths, when mortality from cardiovascular 
disease, respiratory disease, dementia and stroke, as well 
as cancer, are considered.9 Interestingly, again, racial and 
ethnic minorities were more likely to die in hospital than 
at home. When compared with the other causes of death, 
however, patients with cancer had the greatest odds of death 
at home or in a hospice. Sonal et al.2 highlighted the fact 
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that patients with lower educational status were less likely 
to die at home or hospice. So, could the overall disparity 
be accounted for by a combination of cultural themes and 
limitations in the awareness of the differing options in terms 
of places to die? There may also be a temporal element to 
the location, as one would perhaps expect patients with 
cancer to have a greater awareness of impending mortality 
than patients with cardiovascular disease or chronic illness 
and hence have greater opportunity to consider and plan the 
environment and circumstances for their demise. This is an 
important area for further research with investigation into 
the impact of ethnicity and culture on choice, in combination 
with assessment of the awareness of available options. Inter-
vention through education could modify potentially deep-
seated expectations around death and facilitate generation 
of new perspectives, potentially correcting the imbalance in 
location of death across the different ethnic groups.

The opportunity to improve the education of patients 
around their options with respect to the location of their 
demise also raises the concept of forward planning and 
increasing the uptake of shared decision-making and 
advanced care directives. Studies of elderly patients dying 
from colorectal or lung cancer have shown that the qual-
ity of end-of-life care from the perspective of the family is 
improved with earlier hospice involvement and death outside 
of hospital, supporting the initiation of advanced care plan-
ning.10 This is a further area where educational input would 
be valuable to dispel the incorrect concept that utilization of 
advanced care planning will unduly shorten life or be more 
psychologically damaging to the patient and the family. The 
recent introduction of voluntary assisted dying in several 
countries may also add a further dimension to the discus-
sion, particularly in patients with terminal cancer,11 although 
this remains a controversial area that generates strong opin-
ions and emotions across patients, families and clinicians 
alike. Financial implications are also important to consider 
if there is to be further transition from hospital to home or 
hospice deaths. For colorectal cancer, it appears that this 
transition actually reduces costs in Canada, and potentially 
in the USA, with respect to Medicare costs,12 however this 
would necessitate redistribution of resources external to hos-
pital facilities.

Societal expectations of dying are evolving, although dis-
cussions around the terminal phase of life remain a taboo 
subject across some cultures and ethnic groups. Location 
is an important consideration in generating the optimal 
circumstance for dying patients and their families, and the 
progressive shift to home or hospice and away from hos-
pitals is reflective of societal changes but also mirrors dis-
parities present within society. The ability to plan for this 
situation, which is probably easier in patients dying from 
cancer, utilizing interventions such as advanced care plans, 
may smooth the journey; this could provide the opportunity 

for educational interventions, which could help reduce the 
differences across groups. This remains an area in need of 
further research and would benefit from consideration by 
both government bodies and funding bodies. Medical facili-
tation of patient wishes is essential and may help shift the 
paradigm from a depressing perspective of death to perhaps 
more of a celebration of life, with dying becoming, to quote 
Peter Pan, “… an awfully big adventure”.13
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