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CASE REPORT

The Role of Palliative Care in Morbid Obesity
Shenbagam Dewar, MD 1 • Marcos L Montagnini, MD, FACP 1,2

The prevalence of obesity is increasing globally across all ages and has be-
come a major public health concern in recent decades.1 Over the next 2 
decades, the prevalence of obesity is predicted to increase by 33%, and 

morbid obesity is predicted to increase by 130%.2

The current classification of obesity is based on body mass index (BMI), 
which is calculated as body weight in kilograms (kg) divided by height in  
meters (m) squared (kg/m2). Overweight is defined as BMI between 25 and 29.9 kg/m2; 
class I obesity as BMI between 30 and 34.9 kg/m2; class II obesity as BMI 
between 35 and 39.9 kg/m2; and class III obesity, also called “morbid” or “ex-
treme obesity,” as a BMI ≥ 40 kg/m.2,3

While the overweight designation may have a protective survival benefit 
among older adults and class I obesity has no association with higher mortal-
ity, individuals with class II and class III obesity have substantially higher all-
cause mortality.4 The higher rates of mortality associated with class III obesity 
is attributed to obesity-associated conditions including heart disease, cancer, 
and diabetes.5 Class II and class III obesity lead to reduced life expectancy in 
younger age groups.6

Despite higher mortality rates in patients with morbid obesity, hospice and 
palliative care are underutilized in this population.7 Hospice enrollment was 
significantly lower in adults with obesity compared with patients who had a 
BMI of 20 kg/m.2,7 Although hospice use has markedly increased for patients 
with a number of medical conditions in recent years, referral rates for hospice 
remain low for patients with morbid obesity.7,8 This could partly be due to the 
unpredictable, complex illness trajectory as well as difficulty with identifica-
tion of frailty and prognostication in this population. 

As the global epidemic of obesity grows, health care providers caring for 
older adults with obesity commonly face immense challenges due to multi-
ple comorbidities, complex health care needs, and decisions about transition 
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Abstract: Providing care to patients with morbid obesity is uniquely challenging due 
to multimorbidity, functional impairment, and high mortality rates in this population. 
Older adults with morbid obesity, accelerated health decline, and malnutrition often 
approach the end of life before palliative and hospice services are initiated. Having a 
better understanding of the role of palliative and hospice care in the care of patients 
with morbid obesity is important for health care professionals. We describe an older 
adult with morbid obesity who experienced a steady health decline during his last year 
of life, requiring recurrent hospitalizations, subacute rehabilitation, and subsequent 
transition to long-term care and hospice. This case serves to demonstrate gaps in care 
for this population and provides recommendations for intervention.
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to end-of-life (EOL) care, particularly in long-term care 
(LTC) settings.

In this article, we discuss the trajectory of an older adult 
with morbid obesity who experienced a rapid decline with 
frequent hospitalizations during his last year of life. Through 
this case, we illustrate the timing and role of palliative and 
hospice care in caring for this patient. 

Case Presentation
A 64-year-old man was admitted to a tertiary medical cen-
ter for management of congestive heart failure (CHF), atri-
al fibrillation, aspiration pneumonia, and pressure ulcers. 
This was his sixth hospitalization for disease exacerbation 
over a 10-month period. 

His past medical history included morbid obesity 
(BMI=45 kg/m2), CHF with diastolic dysfunction, aortic 
stenosis status-post aortic valve replacement, ventricular 
tachyarrhythmia status post automated implantable cardio-
verter defibrillator insertion, hypertension, type 2 diabetes, 
chronic obstructive pulmonary disease on continuous oxy-
gen, bipolar disorder, and bilateral deep vein thrombosis 
with pulmonary embolism. He lived alone and had been 
estranged from his wife for 1 year. 

Due to significant impairment completing activities of 
daily living and an inability to ambulate, he needed consid-
erable assistance with self-care. His moderate frailty resulted 
in recurrent falls at home, which led to multiple emergency 
room visits, hospitalizations, and transfer to post-acute 
care settings for rehabilitation. During a 3-month stay in 
subacute rehabilitation, he had two hospitalizations for 
shortness of breath, hypotension, CHF exacerbation, bra-
dycardia, and aspiration pneumonia. After failing to prog-
ress with rehabilitative therapies, he transitioned to an LTC 
facility. He was readmitted to the hospital for shortness of 
breath, as described above. During this hospitalization, 
the palliative care team was consulted because of his poor 
functional status, nutritional impairment with progressive 
weight loss and albumin level of 1.9 gm/dl, and multiple 
recent hospitalizations for CHF exacerbation and aspira-
tion pneumonia. He was deemed an appropriate candidate 
for hospice care and was subsequently discharged to an 
LTC facility, where he died comfortably with hospice ser-
vices within 25 days of referral.

He experienced multiple symptoms at EOL including 
dyspnea, anxiety, generalized edema, pressure ulcers, pain, 
and delirium. His dyspnea was secondary to heart failure, 
poor ventilation due to morbid obesity, anxiety, and bron-
chospasm. The management of dyspnea included the use of 
bronchodilators, oral morphine, and lorazepam. His ede-
ma required administration of loop diuretics. He reported 
generalized severe musculoskeletal and neuropathic pain, 
which was controlled with oral morphine and valproic 
acid, a prior active medication. During the last few days of 

life, he developed terminal agitation and delirium, which 
were successfully managed with subcutaneous haloperidol.

Discussion
We describe the health trajectory of an older adult with 
morbid obesity and multiple other comorbidities during 
his last year of life. Below, we discuss appropriate timing 
and role of palliation and hospice care in caring for these 
types of patients.

The World Health Organization defines palliative care as 
follows: 

“An approach that improves the quality of life of 
patients and their families facing the problem as-
sociated with life-threatening illness, through the 
prevention and relief of suffering by means of early 
identification and impeccable assessment and treat-
ment of pain and other problems, physical, psycho-
social and spiritual.”9 
While palliative care and hospice share the same prin-

ciples of holistic patient care and impeccable symptom 
control, in the United States patients can be enrolled in 
Medicare hospice when their predicted life expectancy is 6 
months or less with a terminal diagnosis.10

Several studies have addressed the benefits of palliative 
care in LTC settings. The use of palliative and hospice care 
in nursing homes (NHs) is associated with better pain and 
symptom management, optimal medication use, reduced 
hospitalization, and less aggressive care near death, as well 
as improved family satisfaction with care.11-16 

There is a paucity of literature addressing the benefits of 
hospice and palliative care in patients with morbid obesity. 
The role of palliative care in adults with obesity was first 
introduced in 2009.17 It has been suggested that a subset 
of obesity termed “moribund obesity” would benefit from 
a palliative care approach when pharmacologic, nonphar-
macologic, interventional, or surgical procedures are no 
longer effective to cure or control obesity and the goals of 
care become physical, psychological, social, and spiritual 
comfort only.17 

The palliative care needs of older adults with morbid 
obesity are complex and challenging due to their unique 
pathophysiology.18 Problems commonly experienced by 
these patients include dyspnea, pain, foot ulcers or infec-
tions, pressure ulcers, limb ischemia, depression, anxiety, 
and social isolation.19–25 Most patients with class II and class 
III obesity lack effective caregivers and depend on mechani-
cal lift devices when approaching EOL. They often require 
care away from home (eg, acute care hospital, subacute re-
habilitation, or LTC facility). This could explain challenges 
in timely referral to hospice care. Educating palliative care 
teams across all settings about the need for timely initiation 
of palliation in older adults with morbid obesity would pro-
mote high-quality EOL care for these patients. 
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Despite having poor health care outcomes and high 
mortality rates, patients with morbid obesity underutilize 
hospice and palliative care. A recent study examined the 
association between increasing BMI and hospice utiliza-
tion, in-home death, and Medicare expenditures in the 
last 6 months of life in a large sample of older Americans.7 
Researchers found that increased BMI was independently 
associated with decreased hospice enrollment, decreased 
duration of hospice services, decreased probability of in-
home death, and increased Medicare expenditures in the 
last 6 months of life.7 The patient illustrated in this case 
had a hospice length of stay (LOS) of 25 days, which is 
significantly lower than the average 71 days for all Medi-
care patients in hospice.26 There has been a steady increase 
in hospice utilization in United States over the last decade 
for a number of noncancer diagnoses such as cardiovascular 
and neurologic conditions; however, hospice LOS has not 
changed significantly.8 This reinforces the need of better 
and earlier detection of hospice eligibility for patients with 
multiple diseases, including obesity.

Several factors may contribute to the low hospice uti-
lization rate among older patients with morbid obesity. 
First, health care providers, patients, and families may lack 
knowledge about the benefits of hospice and palliative care. 
Second, it is difficult for clinicians to predict survival rates 
for these patients and to determine when to initiate pal-
liative care and hospice services. Engaging in EOL care 
conversations with older adults with obesity and their care-
givers is challenging if they are relatively younger, do not 
appear especially frail, and are without a single terminal 
condition. Third, there are no specific prognostic assess-
ment tools for morbid obesity. Patients with morbid obe-
sity often have significant functional limitations secondary 
to obesity and associated comorbidities.27 Prognostic as-
sessment tools based solely on functional status may not be 
the best scales to predict mortality in this population. De-
spite the evidence that specific disease states such as CHF, 
malnutrition, and weight loss with sarcopenia are associ-
ated with higher mortality rates among patients with class 
III obesity, other prognostic indicators for class III obesity 
are lacking.28-30 Commonly, patients with morbid obesity 
have a complex and unpredictable EOL trajectory due to 
catastrophic cardiovascular events, unpredictable respira-
tory compromise, varying degrees of renal impairment, and 
poor surgical candidacy. This highlights the importance of 
identifying prognostic indicators for this population. 

Since individuals with obesity and other advancing ill-
ness have functional impairments years before death, tools 
solely relying on function may not be the best indicators 
of survival. Other variables including malnutrition, weight 
loss, sarcopenia, frequent hospitalizations, and failed reha-
bilitation trials should be taken into consideration when es-
tablishing more reliable prognostic tools for these patients. 

LTC facilities are not prepared to provide care to these 
patients. In addition to high symptom burden and need for 
psychosocial support, there are specific challenges unique 
to the care of older adults with morbid obesity in LTC 
settings.31,32 A study addressing NH perspectives on the 
admission of patients with morbid obesity identified that 
lack of staff and bariatric equipment in NHs negatively 
impacted the transition of these patients from hospitals to 
NHs.33 Also necessary are specialty trained staff, increased 
staffing, and nursing preparedness and education in light 
of the high level of nursing care required to ensure optimal 
mobility, skin care, and incontinence. 

LTC facilities must better prepare themselves to care 
for the residents with obesity at the EOL. Preparation 
begins with organizational mobilization of resources to 
have appropriate specialized equipment and physical en-
vironmental modifications. These include wider doorways 
to improve patient mobility and, if necessary, evacuation, 
as well as larger rooms and bathrooms. Specialized equip-
ment may include bariatric beds, mechanical lifts, bariatric 
wheelchairs, wider walkers, and larger therapy tables. EOL 
care requires planning for adequate staff allocation and ap-
propriately trained staff to address the specific physical, 
psychosocial, and spiritual needs of the patient with obesity 
and the family. Education of staff on communication with 
patients and families at EOL is essential for optimal care. 
In addition, implementation of individualized care plans 
addressing the unique EOL care needs of patients with 
morbid obesity should include pain management, symp-
tom control, mobility, skin care, and incontinence.31,34

Pain management and symptom control are essential 
elements of general EOL care. Our patient experienced 
multiple symptoms, which required the use of several 
medications for comfort. Opioids are indicated for the 
management of moderate to severe pain at EOL, and oral 
administration of morphine sulfate was used to control our 
patient’s pain.35 Adjuvant drugs (ie, anticonvulsants and 
antidepressants) are commonly used to treat neuropathic 
pain. The anticonvulsant gabapentin is widely used for this 
purpose.35 Since our patient was having a good response 
to valproic acid for neuropathic pain, we did not initiate 
gabapentin. Haloperidol was effective in controlling his 
delirium. Haloperidol is frequently used in hospice and 
palliative care settings because of its efficacy and ease of 
administration.36

Conclusion
The EOL trajectory of patients with morbid obesity warrants 
additional study. Our case illustrates the benefits of palliative 
and hospice care when caring for an older adult with morbid 
obesity and multiple comorbidities with accelerated health, 
functional, and nutritional decline. Early palliative care refer-
rals can promote better symptom management and hospice 
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utilization for such patients. Studies to better characterize the 
palliative care needs of patients with morbid obesity and to 
identify more reliable prognostic indicators for this popula-
tion are strongly needed. 
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