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You can go to rehab to see if you get stronger for chemo. These are words that every clinician caring
for hospitalized patients with cancer has heard or said countless times. And yet, especially when
it comes to older adults with advanced solid tumors, less than a third of these patients will ever
receive systemic therapy again.1 Furthermore, their symptom profile is more similar to those
discharged to hospice than to those discharged home,2 and they face debilitating functional
decline and early mortality3,4—leading some to coin the term “rehabbed to death” to describe
this phenomenon.5 Most oncology clinicians never practice in skilled nursing facility (SNF)
settings and may not understand the limited clinical capabilities of an SNF, designed more for
older adults recovering from hip fractures or simple pneumonias, rather than those with
complex cancer diagnoses and extensive palliative care needs due to high symptom burden and
poor prognosis. With less nursing staff in SNF settings compared with hospitals, less clinical
experience with oncology symptoms and complications, and a lack of integration with larger
hospital or outpatient health systems, SNF and other postacute care (PAC) facilities are the
perfect storm for poor outcomes, regardless of the good will of patients, caregivers, and cli-
nicians to work toward getting stronger for cancer-directed therapy.

As a medical oncologist, a palliative care physician, and an emergency medicine doctor, we see
these patients at various stages of their care trajectory and, like so many others, struggle to
coordinate their care and communicate the seriousness of their cancer diagnoses across care
silos. In the article that accompanies this editorial, Singh et al6 have formally captured the
voices of hospital and SNF-based clinicians involved in oncology patient care and have given us
amore complete picture of where to focus on as we aim to improve care for patients with cancer
across the care continuum. Specifically, the authors interviewed 37 clinicians across a wide
range of disciplines, including physicians, nurses, physical therapists, and social workers, about
the challenges of caring for patients with cancer discharged to SNF. Using rigorous qualitative
methods, the authors saw four key themes emerge. Two themes relate to the patient and
family’s clinical context; namely, clinicians recognized discharge to SNF as a time of worsening
prognosis—consistent with published data—and, perhaps as a result, family and caregiver
distress around this worsening prognosis poses a serious challenge to advancing patient care in
the SNF setting. The other two themes focus on communication and care coordination across
SNF and outpatient oncology settings—first, the barrier to proper communication with out-
patient teams, including the primary oncologist and palliative care, and second, the lack of
clarity about which clinician should lead serious illness conversations when patients do not
make rehabilitative progress at SNF or experience other forms of clinical decline.

These findings provide several directions for future research and health system changes to
address an urgent, unmet clinical need in oncology. We suggest a few keys area of focus: (1)
reframing hospital discharge conversations, including incorporating practices of disclosing
prognoses using validated tools or other algorithms; (2) empowering team-based care and
inclusion of palliative care clinicians in the SNF setting; and (3) identifying patients failing to
make functional progress early.

First, improving SNF care for persons living with cancermust begin before hospital discharge. A
discharge to hospice for end-of-life care or home to resume outpatient cancer-directed therapy
has clear follow-up and expectations. As the clinicians in this study noted, the SNF-bound
population is challenging precisely because it is sometimes unclear whether functional and
clinical improvement is possible orwhether the patient is near the end of life. At other times, it is
clear there is little chance of improvement, but the patient and family are not ready to accept
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this fact. More challenging yet, sometimes patients and
families would prefer home hospice but do not have the
social support or resources to provide full-time care at
home, so face limited discharge options. Thus, inpatient
hospital teams in conjunction with outpatient oncologists
need to discuss the underlying prognosis and the clinical or
functional progress expected at SNF in the context of the
patient’s overall goals; in addition, there must be contin-
gencies in place if this progress is not met—what is thought
of as a “time-limited trial” in other contexts like the in-
tensive care unit.7,8 For instance, if further cancer-directed
therapy is offered to the patient contingent on rehabilitative
progress, the oncology team should discuss with the patient
and caregiver what thosemetrics are and document them for
the SNF team (eg, spendmore than 50%of the day out of bed
and be able to complete self-care with minimal assistance).
Singh et al6 only included one physical therapist in the study
sample, but future studies should explore the role of physical
therapists in oncology settings and how to educate and
empower them to support oncologists’ clinical decisions
around functional progress. Furthermore, sharing data cited
above on how only about a third of patients going to SNF ever
receive cancer-directed therapy again can help appropriately
set expectations, although it should be tailored to the spe-
cific clinical situation. If an oncologist has recommended
that the harms of cancer-directed therapy outweigh the
potential benefits and that prognosis is poor in any scenario,
then this too must be documented and flagged to the SNF
team to involve palliative care and prepare to advance
hospice conversations more urgently. The lack of palliative
care resources in an SNF setting is a major barrier,9,10 so
coordination with outpatient resources before discharge to
SNF may be necessary. We suspect that a large part of the
caregiver distress cited in the study is related to symptom
management and overall care needs in a less resourced
setting compared with the inpatient hospital. No patient
with advanced cancer should be discharged to SNF without
an understanding of the resources available there, a realistic
expectation of the progress that may be possible, and,
whenever possible, the involvement of palliative care cli-
nicians to support them through the transition.

Second, the authors’ finding that respect for the patient-
oncologist relationship is a barrier to serious illness con-
versations in SNF is an unsettling—if unsurprising—
conclusion. This finding is an urgent call for clear com-
munication of prognosis, likelihood of functional progress,
and plans for further cancer-directed therapies. Many on-
cologists went into the field precisely to shepherd patients
through a serious illness involving constantly evolving
treatments. However, with increasing treatment complexity,
an aging, comorbid cancer population, and an oncologist
workforce shortage, the “sanctity” of the patient-oncologist
relationship cannot be a barrier to advancing patient care
when the patient is in a care setting or in a clinical situation
where the oncologist cannot be as directly involved as they
might like to. We have seen this shift in practice already with
the increasing roles of advanced practice providers in

outpatient oncology care, as well as the increasing inte-
gration of palliative care and oncology—where palliative
care clinicians take a larger role as patients transition from
active treatment to supportive care alone.11,12 For patients
cycling between hospital and PAC facilities, there may never
be that perfect, outpatient appointment to have a serious
illness conversation with the primary oncologist for logis-
tical or clinical reasons, but that cannot be a barrier to those
conversations advancing. Two key areas that oncologists and
health systems leaders can focus on include incorporation of
primary and specialty palliative care into the SNF and PAC
settings and clear, structured, closed-loop communication
around prognosis, functional status, and therapeutic intent
across transitions and care settings. It is unlikely that a busy
oncologist can take time from their schedule for a call from
an SNF clinician weekly for every patient who may be ad-
mitted to SNF, but there should be structured, asynchronous
communication to relay prognosis, progress, and thera-
peutic intent on a regular interval between oncology and SNF
teams. Ideally, payment policies would evolve so that out-
patient oncologists and palliative care clinicians could be
reimbursed for telehealth visits with their patients while at
SNF.13 With the shift to population-based oncology care
management and value-based care, care navigators in
outpatient oncology settings could be trained to lead coor-
dination and communication between the outpatient on-
cology and SNF settings.14

Finally, SNF clinicians can and must be empowered to
identify failure to progress functionally—transferring, toi-
leting, walking—and communicate that lack of progress to
the patient and oncologist in the context of their cancer
being a serious, advanced disease. If these issues are not
addressed early through conversations with patients, care-
givers, and oncology teams, the serious illness conversations
will inevitably occur during a hospital readmission, as un-
addressed symptoms or further clinical decline leads the SNF
to no longer be able to appropriately care for the patient and
send them to a higher level of care. Training in serious illness
conversations for physical therapy and nursing staff in SNF
settings could empower them to identify these patients and
begin conversations around concrete functional goals and
progress.15,16 Of course, at scale, one could see artificial in-
telligence and machine learning helping to identify these
patient subgroups earlier to target interventions that could
advance their care more effectively before a rehospitaliza-
tion.17 Novel home-based models of care, including hospital
at home and SNF-at-home, may provide a more appropriate
place to scale clinical resources up or down, enabled by
telehealth, in a way that avoids the need for the patient to
transfer sites of care and care providers multiple times near
the end of life.18-20

Singh et al6 have given a voice to clinicians frustrated with
how difficult it is to care for patients with cancer experi-
encing care transitions between acute, postacute, and home
settings. It is too easy to say that unrealistic expectations of
patients, caregivers, or oncologists are the drivers of the
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“rehabbed to death” phenomenon in oncology, but the
findings of this study demonstrate that these are funda-
mentally system issues requiring system-based solutions,
including better communication, prognostic assessment,
and care coordination across multiple clinicians and care

settings. While we wait for policy and payment structures to
better enable truly integrated, value-based care across the
care continuum, these findings point to paths forward for
clinicians and health systems seeking to improve care for
this population.
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