Furopean Jounal of Nearclogy 2008 182 1265 1278 i T 13T 14681557 2008 07310 «

CME ARTICLE

Palliative care needs of patients with neurologic or neurosurgical conditions

. a A . l
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Cleveland Clinie, Clevelaind, O, USA

Background and purpose: Many patiems with non-cancer diagnoses utilize palliative
services. There is littde data on the palliative care needs of patients with neurclogic and
neurosurgical disorders. Merhods: Retrospective chart review, Log sheets which
contain all patients scen between January 2004 and 2007 by pallintive medicine (PM)
were reviewed. Patients with neurologic or neurosurgical disorders were identified and
their in-patient charts and clecironic records reviewed. Patients wilh cancer were ex-
cluded. Resulis: A lotal of 1429 cancer patients were seen by PM. Neurologic or
neurosurgical discases were the second most commaen in patients seen by the PM
service. in 177 cases. Forly-seven patients were excluded. Complete data was collecied
on 129 patients. Mean age was 70 Seventy-one (35%) were female. The most common
nevrologic dingnosis was ischemic stroke in 33 {26%). Seventy-five {38%) had symp-
toms recorded. Reasons for PM consultation included ‘comfort measures’ in 40 (39%:)
and "hospice candidacy” in 38 (37%). The most common recommendation made by the
PR service was morphine in 4d (42%). Sixty-three (49%) were deemed hospice
appropriate. Conclisions: Our findings support the need For PM services for patients
with various neurologic and neurosurgical disorders. Understanding these needs will
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alow Torthe wiiloring of pallianve care services 10 such patients.

introduction

Larly in the inception of palliative medicine (PM) was
the thought of expanding services 1o include patients
with non-malignant diseases {11 Despire this, palliative
care serviees have largely mvolved cancer patients, Pa-
tients with non-malignant discases constituted  only
19.8% of patients involved in hospice services in the
Unied States in 1990 121 Uiilizinion of hospice and
palliative care by patienms with non-mafignant discases
is on the rise. and was estimated at 54% in 2005 {3]
Patients with cuncer sill constituie the largest prapor-
von of panents seen by in-patient PM consuliation
services (401

Paltiative care needs ol individuals with non-malig-
nant diseases are increasingly being recognized [7-9]
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Whilst the pallintive care needs of patients with non-
mahignant diseases are similar in many respects 10 those
of patients with cancer, several important differences
have been recognized HHO-12] For example. in the last
vear of hie. patients with various non-cancer diagnoses
are older than cancer patients and less Tikely to die
home compared 1o cancer patients [12] In the last vear
of life, patients with congestive heart failure. chronic
obstructive pulmonary disease. stroke. and diabetes
mellitus, have o longer duration and higher rates of
functional impairment prior to death than cancer pa-
tents [135L A larger number have impairment in activ-
ities of daily living compared 1o cancer patients. On the
other hand. patiems with cancer have a sharp Tune-
tional decline i the kst months of life, whereas patents
with nen-cancer dingnoses have @ maore gradual deciine
{13]. Patients with advanced demenua are less likely to
show symploms of pain. acute confusion, or nauseq and
vomiting relative 10 paticns with advanced cancer {14).

Understanding palliative care needs of non-cancer
patienis is of great importance if one is Lo tailor services

1o such patients. There is Tittde data on the palliative
care needs of patients with neurelogic or neuresurgical
diseases 10 the in-patient setting. This study was
undertaken with the objectives oft {1) describing the
characleristics of patients with neurologic or neuro-
surgical diseases admitted 1o the PM service or seen in
cansultation by PM at our instituvon, (i) exploring the
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reasons Tor admission to the PM service or PM con-

mteraction with Ph.

Methods

This study was approved by the Insuional Review
Bouard of the Cleveland Clinic.

Al our institution. a log sheet is kept which comains
information pertaining w all patients admitied to PM
or seen by PM oin consuliation. Al consults are re-
quested by comacting a speafic welephone number, The
individual receiving the consult documents (he referral
and records on the Jog sheet the name of the patient.
medical record number, primary dingnosis. and refer-
ring physician. [dentification of cligible patients Tor the
study involved reviewing all Tog sheeis with informazion
pertaining 10 admissions or consults 1o the PM service
from the first week of January 2004 until the Tast week
of tanuary 2007,

Patients for whom the privary diagnosis was indicated

(on the log shieet) as a malignancy were excluded. From
the patienis with non-malignant discuses, patients with a
neurologic or neurasurgical diagnosis wereidentified ind
their medical records were reviewed thoroughly. Records
from the clectronmie medical record and the elecironic

problem list were reviewed willy the specific purpose of

idertifying patients who fiv eligibility eriveria, The charts
of alt putients for whom the primary diagnesis an the log
sheet was vague, such as ‘muluple co-morbidities’ or
Tatdure to thrve” were also reviewed Lo identify any pa-
tent in whom the underlving primary diggnosis was in
et a neurologic or newrosurgical disease.

Al pauents with a neurologic or neurasurgical diag-
nosts who were admitied 1o or seen in consuliation by
the PM medicie service were included m the study un-
fess they met exclusion eriteria, Exclusion eriteria were
(i) current or remaote dingnosis of @ malignant condition
or benign intracranial neoplasm and (ii) sufficient data
could not be gathered based on chart review. Patients
with malignaney or intracramial neoplasim were excluded
hecause the objectives ofnhis study were 1o idenidfy the
patiative care needs of non-cancer neurelogy or neu-
rosurgery patients. Diagnosis of o malignanm discase or
benign neoplasm would detract from 1he purpose ol this
study. Thouph patients with intracramal benign neo-
plasms usually have a beter prognosis than those with
matignancy. seme share similar complications and care
needs Lo cuncer patients and thus were excluded.

The following data were coliected: patient demo-

graplics. location of Hving prior 1o admission. daie of

hospital admission and discharge, diagnosis, reason lor
admission. symptoms if any (as noted in the primary
tenm’s progress notes and PM oservice admission/con-
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sult notes): in the case of non-communiciive palients.
data was collected regarding the presence of signs and
symptoms as obtained by the primary team and PM
consultant from caregivers mcluding nurses and fanily
members (s documenied in the history and review of
systems) and the physical examination (documented as
observations of the examiner). signs of chronic debilivy
(decubitus ulcers, cachexiu, recurrent fudls. and weight
loss). ability (o communicate at the time of PM contact
(as noted by primary wam’s progress notes and PM
admissionconsult noie), whether the patent was imu-
bated at the tme of PM consuil. what subspeciaity the
patient was originally admitied 1o, and if the patiem
was not originally admitted 1o the PM service, which
service had primary responsibility for the patient ai the
time consull 1o PM was placed. resuscltaton status at
the time of consublt, wypes of palliaive medications
administered. whether or not a social work or bioethics
consult was placed Tor the patent. i the patient re-
ceived non-invasive ventifation during admission. and
whether the patiemt had a percutanzous gastrostomy
tube (PEGY or trachcostomy. The outcomes of the PM
consult were also documented, mcluding what changes
were made 1o medications, resuscitanon status, goals of
care. and discharge plannme.

The adimission durmg which the patient had contact
with a PM specialist will be rveferred 10 as the index
admission.

Patients wore divided into two groups: those with o
those diagnosed with o
neurelogic or neurosurgical discase during the index

newly diagnosed discase. ie.

admission. and those with a previously  dingnosed
netrologic or neurosurgical disease who were admitted.,
for example. lor a procedure or with an acute medical
problem relited to their chronic discase.

Hhe patient had a previousty diagnosed nevrologic
or neuresurgical disease, vel was admitied lor an acuie,
unrelated  neurofogic o neurosurgical disease. the
patient was classificd as having a newly diagnosed
neurologic or neurosurgicel disease. For example. if
patient with dementia was admived with an acuwe
miracranial hemorrhage, the patient was cutegorized as
having a newly diagnosed diseuse.

For patients not admitied 1o the PM service, reason
for PM consult. recommendauons by the PM service.
and number of recommendations followed by the pri-
mary serviee were collected. [F & patient was wansferred
to the PM service shortly (within hours) of the consul.
the number of recommendations was not counted (as
reconunendations made by the consuliant may not have
been nmplemented in anticipation of transfer of 1he
patient 1o the PM service). However, the actual ree-
omniendations of the PM consult were still documenied
for the lalter cases.




Results

From January 2004 to 2007, a total of 2015 admissions
and consults 1o the PM service occurred (Fig. 1), Of
these, 1429 (70.9%) patients had a malignant diugnosis,
Five hundred and eighiy-six (29.1%) had non-malig-
nant discases. O the patiems with non-malignant dis-
cases. 177 (30.2%) had ncurologic or ncurosurgical
diseases. 139 (23.7%) had primarily cardiac discases, 62
(13.0%0) had primarily renal diseases. 52 (8.9%) had
primarily pulmonary diseases. 43 (7.3%) had primarily
liver discases, 37 (6.3%) had primarily infectious dis-
cases, 22 (3.8%) had primarily vascular discases, and 54
(9.2%) had various other diseases (hematologieal,
infectious, gastrointesiinal, or rheumatologic).

The charts of the 177 paticns with neurologic or
nevrosurgical discases were thoroughly reviewed for

excluston criteria, Forty-seven patients were excluded.
seven because of imaceurate or incomplete documeniu-
tion and 41 patients because they had cwrrent, recent, or
remote didgnoses of malignancy (38 putients) or henign
intracranial neoplasm (3 patients), The remaiing 129
patients were included in the study.

Patient characteristics and hospital admission data

PDemoegraphics, patent characieristics, and admining
service are shown in Table 1. Mean patient age was
69.9 vears (S 155 vears), Seventy-one (35.0%) were
femalde,
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The average number of hospital davs during admis-
sion was LS (51D 9. Twenty-two (17%) were hospi-
tatized Tor more than 20 days.

Twenty-five (19.4%) patienls were admitied 1o the
PM service and 104 (R0.6%) to services ather than PM
{Tabie 1) Patients admitted 10 a nawrology ward or
neuro-intensive care unit bed (under care of (he new-
rofogy or neurosurgery servicesy combined constituted
43 (33.3%) patients.

Diagnosis and symptoms

Fifty-six (43.4%} patents had a newly diagnosed ney-
rologic or neurosurgical diseases. ie.. neurologic or
neurosurgical discases that were diagnosed during the
index hospital - admission (Table 2). Seventy-three
(56.6%) individuals had previously dingnoesed neuro-
logic conditions and were admitted for various reasoens
{Table 23, The most conmmon neurologic or newrosur-
aical diggnosis in pavents admiued 1o the PM service or
secen by them in consullation was ischemic stroke in 33
(25.6%:) Tollowed by amyotrophic lateral  sclerosis
(ALS) in 30 (23.2%) and neuredegenerative disorders
i 22 (17.1%). The most comimon reason for admission
of ALS patients was for placement of a PEG tube.in 17
of 29 {306"%) cases {Table 33 Altered mental status was
the most common reason for admission for patients
with demenna, in H) of 28 (35.7%: Table 3).

At Lhe time patients were seen by a PM specialist, 83
(64.39%) communicate by verbalization.

could not

. ' - - - . . 1424 patients wik
2013 patients admitted 1o paligive medicine or seen by paliistive medicine in consuliation remm— malignant diseases

A4

I 586 patierts with nen-malignan diseases .—b I

409 palients with non-neurological
non-neurosurgicsl diseases

47 excluded (38 due 1o history of

‘ 177 natients with neurclogical or newrosurgicel diseases

malignancy, 3 dus to history of
benign intractanial neopiasm, 7 dua

l

to incomplete availablity of data

129 patierts included in study |

e

-~
.

o Phi service shortly
after cansultedion

l 184 patients adrtted to
occured

non-Pii services

15 patierts transferred

25 patients directy

| edmitted to P service

88 patierts continued to be cared for by
primary team after PM consult occured

—

to PM sl a later time

20 patients fransferred

Figure I Summary of paticnts seen by the Palliative Medicine service from Januwary 2004 o January 2007
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Table 1 Demowraphios. patient charaeteristios. wnd other mlorma-

ton regarding patients adouticd o tie Patliative Medicine service or

seen by then i consultatiion

Number (%)

Demographic churaciensiiv [ER
Age
00w 323
MY 1293
Rt 24 ¢18.0)
[ 23Ty
o 25194
NORY KN RANK]]
90 99 10 {7.8)
(S il
Ciender
Fomale AR
Male oy
Marita] st
Mutrried TE 35y
Single HERA NS

Widowed 352640
Ol 7wy
Fehnicity

Capeanian 51 {623

Afvican Amencan 44 (33.8)
Hispune 323
Other ettty unknowni U]

Living sitttion prior w admission

Home THO0.N)
24 (EH)
2642000

Nugsig homwe

Other (subuciee nursing Gacliiny

rehab, extended e facitiny,
assisied living, unknown)

Admniny service

Pathative Medicine ERNE TR
Medicine® 2310
Neatosurgery [CUY ISE3
NMedicine-hospitadng service 15110

[ERE1%F
14 (108

Nearodopy ICLF

?\'L‘m‘oiug_\

Medicut 10U ERES]]
Ozher {eardiolopy teaching 12 1493y
or hospHalint, cardiolopy 1CL
surgres] FOUL veseudir s
SPIC ARTRCTY. CmeE
deparuneut, puimonelogy)
TCU admiesston atany thse during adimission
Yew RN E RN
No T3 130.6)

TOL sntensive vare mnit.

Feaching serviee.

writing, or gesticulmiion, The mean number of symp-
toms ar signs was 2.1 Sevemty-five (58.1%%) patients
were documented as having at least one sign of chronic
debility or at least one symplom,, Of these. 34 of 75
(43.3%) could not communicate) Forty-cight (37.2%)
had three or more symptoms of-signs, The most com-
mon symploms were dyvsphagia in 36 (27.9%) patienis,

~

pain i 32 (25%), dyspaea in 26 (20.2%3}, generalized

Table 2 Diagnoses of puticns admiited o the Padlintive Medicnwe
¥ H

service or seen by them i consultstion

Number (")

Disgrhoss now 129

Chrone newrodegencrative disorde
Newty diagnosed )

Previounty dicgnosed

Dententia 21
Maotor neuron disease
Nowly diagnosed
ALS RS
Previousiy dimgnosed
ALS 2922
Eschemie or bemoerhagic strake
Newhy dignosed
Aciie ehemic stroke I elod
Acte bsehemic stroke with hERR T}
hemuorrhagic converion
Previousy dingnosed
Prioe stroke with residual deficn TNy
Intracrants] hemorrhage texcluding neheme
stroke with Bemorthugic conversiony
Newiy diagnosed
Intravenulsr iemorriuge 1 {thsy
Acute subdirdt bematon Tl
Hyperwmne miracerebral hemorriige 4430
Anti-cogulation related intrucerchial SAY
hemerrhage
Ancursynrad subarachinont bemorrag I3
Previousiv dignosed
Chranne subdural homatoms IRURS
Dremvelmaimg disesse
Newdy diagnosed
Actie NS demvelimsnon of il
udetermined ciuse
Previously dingnosed
Drevic™s newromyvells uphca 1S}
Mupltiphk scleross, LR
Movenent disorder
Newly diagnosed 4]
Previousty disgnosed
Muitisystam wirophy Ty
Purkinson's diseuse EERNE
Ceatral nervons systew infoechion
- dhgnosed
Basthir meningitis [T
Creutzfeld Jacob disese 1y
Previousiv dignosed
Progressive muitifocsi leukococepiudopiihy 24E6)
Other
Newiy dirgnosed
Spinil cord compression IS
Sttt eptepticus 21
Previously diingnesed
Neurofibromattonis GRS

ALS. amvatrophe leral soierasis

weakness iy 20 (15.4%). dysarthia in 16 (12.4%). an-
orexiit or decreased oral imtake in 15 (11.6%). and
constipation in eight (6.2%)3The most commen signs
of chronic debility were uninmentional weight loss in 19
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Table 3 Reason for admission of putients previousty diagnoesed with
dementia or ALS

Diagnosts, reason for whinission,

anet results of work-up if any Number
Dermenitiy e
Admitted with aliered mentud staius b1
Found o have UTI1 2
Found o have pneumonia 2
Work-up fon cause negative 2
Found to have poeamonie and NSTEM] !
Found 1o have mult-organ fuilure !
FFound 1o have sepsis (xouree 1
nat found) and ARF
Found to have bacterenia with sepsis 1
Admitted with reapivaiory disteess o
Found to e preumon 4
Found to huve NSTEMI i
FFound 1o have § A1 and ARY !
Admitted witl o newly dicgnosed 0
neurelugic condition
Acute sehemae stroke 2
Intracranial hemorhage 2
Status epilepiicis I
Adminted efter falic foand o !
hivve hilateral subdueral hematoma
Other 3
Admined with hypotension, fowwd o be dehvdiated 2
Admitted with feg swellimg, found o have DVT 1
Admnted for mutple complicauons fellowme MV i
Admitted with PEG tubs dysfunciion i
ik merensed maaning
ALS 29°
Admitied for PEG placenent b7
Ackmtted with respiratory disiress bt
Resparaory disiress aliributed 7
o diaphragmatic weakness
Feaprd 1o funve NSTTIMI i
Other B
Adonieed with dehvdration sod sadnutrition |
Admitted with leg swelling, found o lunve DVT |
Admitted near end-of-life. 1
i order o be abbe to donsie vrgans
Admitted with nrinary retention 1

ALS, wmvotropiue Lucral sclerese: AML dhered mentat stioas DVT,
deep vern thrombosist MYAL motor vebivie accident: NSTEMIL von-
ST elevauen MEUTL Urinwry trace infection: PEG. peretttaiceots

waslrostomy,

A padients with dementin bad o newly dingnosed neuwrotoghe
condition and thus were etassified under the category of that
newrologie conditron i Tuble 2.

"Ome patient was adititted with acute respiatory faiture and work-up
reveaded ALS. Thus the patient wis classified under newly dingnosed

motor petron disease in Table 2.

(14.7%} patienis, decubitus uleers in six (4.7%). and
cachexia in six (4.7%).

A PEG tube had been placed al some point (in pre-
vious admissions or during the index admission) in 50
(38.8%) patients. OF these. 29 were non-communicalive
and decision and consent for PEG wbe placemem had

& 2008 The Altho
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occurred based on wishes stated in the Tiving will when
aviilable (in four casesh, by family members (in 13
cases) or durable power of attorney (DPOA} when one
liad heen appointed (in 10 cases).

Resuscitation status

f.iving wills were present for only 18 (14.09) patients
(10 of which had previously diagnosed neurologic dis-
cases). Twenty-nine {22.3%) patients (17 of which had
previously diagnosed discases) bad a DPOA appointed
prior 1o hoespitadization.

A the ume patients were seen by the PM service
{whether through admission or consullation). resusci-
tation status wus documenied as DNR-Comfort Care
{(DNR-CCy for 33 {45.0%) patients, DNR-Comfon
Care Arrest {DNR-CCAY Tor 22 (16.9%). Tull resuscr-
tation for 17 (13, 1% and DNR-Specified (no cardio-
pubmonary resusciiation and/or no imubation) in 17
(13.1%0.

Fiftv-seven patients were admitted (0 non-PM ser-
vices and were DNR-CC prior 1o PM contact, One oy
more indicators consistent with the pautents’ palliative
plan of care had been implemented by the prinuuy team
i 43 of 37 (73%0) patients. The most common indicator
was initiation of one or more medications for comion
for 32 of 37 (56.1%) pavems. including opiowds Tor 31
ol 37 (544"} Laboratory testing was chscontinued
when the DNR-CC status was instituled in 29 of 37
(30.9%01 patients. On the other hand, vital sign moni-
toring was continued for 4 of 37 (77.2%) patiens
despite DNR-CC sty medications not considered
essentiad {for comfort were continued for 30 of 57
(52.6%:). and intravenous hydration was continued for
S0 of 37 (87.7%).

Reasons for admission to PM or PM consuit

OF the 23 patiens admined direaly 1o the PM service.
i7 were ALS patients admitied for PEG whbe place-
ment. Four patienis were admitted for acute symptom
nanugenent. two for an acuie medical problem. and
1wo for symplomaiic end-of-lie care.

FFor the 104 patents not admitied Lo the PM service.
more than one reason for PM consuliion was docu-
mented in 443 of 104 (38.5%:). Reasons lor PM consul-
Lation das documenied by the primary service or PM
consultant inchuded ‘comfort measures” in 40 of 104
{38.5%) cases. ‘hospice candidacy’ or “transition 1o
hospice’ in 38 of 104 (36.3%), ‘symptom management’
m 21 of 104 (26.2%). ‘end of life issues’ in 21 of 104
(20.2%0). and “goals of carc’ i 15 of 104 {[4.4%).

The total number of patenis wansferred Lo the PM
service after they were seen in consultation was 25

@ 2008 EFNS Furopean dournat of Newrciogy 36, 1965.1272
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(19.4%: Fig. 1. Filteen were wansferred 10 PM shortly
(within hours) of being seen by a PM consuhant, These
patients were mcluded with padents admitted 1o the PM
service for analysis in regards 1o number ol recom-
mendations made and Tollowed by the primary service.

Recommendations of PM consuitant and results of
contact with PM

OF the 89 patients seen in consultation who were not
transferred (o the PM service. a total of 399 recom-
mendations were made, and o il of 342 (86%)
recommendations were implemented by the primary
service. All recommendations made by the PM con-
sultant were Tollowed by the primary service in 52 of 89
(38.4%) cases.

For the 104 patients seen by PM in consultition. the
most common recommendation made by the PM ser-
vice was morphine as necded for pain or dyspnea in 44
(42.3%) cases {Tubic 4).

Of the 129 patients seen by the PM service. 63
(49.2%) were deemed hospice appropriate. Resuscita-
Hon status was changed in 21 (16.3%) patients follow-
mg PM contact: resuscilation status was changed (o
DNR-CC in 17 of 21 (96%:). The results of PM contlact
included imsuuuon of comfort measures or additions to
comlort measures {if they had already been imstitued
by the primary service) in 64 (49.6%) cuses, manage-
mient of symploms in 60 (46.5%). arrangement lor
hospice in 47 (36.4%:), discontinuation of uanecessary

inerventions oy interventions deemed funle in 48

(37.2%). and discussion and determination of gouls of

care in 32 (24.8%),

Tabie 4 Recommendutions mude by the Pallative Medichie servier

Far punienis seen By Palliative Medicine in consuliation

Number (7o}
Recommendation o

Opieids as needed for pain or dyspca

Murphine 44 (42.3)

Ientanyd %1770

Methadone S ER)
Intrateon ol mucelytic agem 430413y

3T RAG)
R ECR )]

Initiieton of an antipsvehotic s necd Tor aghation

Discontintiation of tunnecessary medications

Discontimuation ol vital stgn measurement RN ]
Drscontimuation of further Taboratory tesiing 19 1i8.3)
Discontimmation of invavenous fivids [EEEEI)
Dsconunuation of percuiancats 14 ¢13.5;
gasrestony whe feeds

Initistion of inravenous benzodinzepine 30125
Organizution of o famiby mecting 12005
Saviud work consubiation 1 {9.0)

Social work was invoived in the care of consuh pa-
tients al some point during the index adntission in 31
(24.0%) cases. Biocthics was involved in three cascs.

Patient disposition

Fortv-four (34.1%) patiems died during 1he index
admission. Thirty-seven (28.7%) died within 5 davs of
having contacl with o PM Thirty-two
(24.89%) were discharged w in-patieni hospice, 19

specindist,

{14.7%) were discharged home with hospice services.
and 17 (13.2%:) were discharged home with or withowm
home care. The disposition also included & subacuie
nursing facility for seven (5.4%) and a nursing home
with hospice for six (4.7% )

Discussion

Patients with various acute or chronic neurologic ov
nevrosurgical discases have muliiple physical, psveho-
sociab. and spivitual needs. This study explores the
palliative care needs of such pavents.

Whilst patients with cancer constitute the fargest
proporuon of patienis scen by palliative care consul-
tation serviees |46, 1516} PA specialists also care for
patients with non-malignant discuses. Pauents with
neurologic or newrosurgical diseases constituted the
fargest group of paienis with non-malignant diseases
seen by the PM service at owr institution.

The adoption of the palliative care approach
neurologsts involved in the treatment of ALS paticnts
has resulied i improvements in the standard of care,
prognesis. and quality ol life of patients with ALS
{17.18]. Unfortunately, this does not hold true Tor sev-
eral other neurclogic conditions. Stroke s (he 3rd
feading cause of death worldwide [19]. Patients who die
within days 1o monhs of their stroke, and Wheir fanu-
fies. have been shown 1o have several unmet palliadive
care needs [20.211 A Targe proportion of sireke patients
live with residual deficits and disabiliny [22]. Some
physicians regard stroke and dementia as not being
appropriate for referral 1o a specialist paliiative care
service [23]. [n our study. stroke was the most common
dingnosis amongst patients with non-malignant discases
seen by PM over a 3-vear period, and dementia con-
stitiled @ farge number of our pationt population as
well.

Dysphagia 15 10t a conmmon symplom in cancer
patients  in [241, though it is common
amongst patients with gastromuestinal and head and
neck malignancies [25.26]. Dysphagia was the most
common recorded symptom moour group of patients:
this suggests that palliative care oflfered to patients
with  neurologic conditions may need 1o inchide

general
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services for the assessment and weatment ol this
problem.

OF 73 patients with documented symptoms seen by
PM. 43% were non-communicative. Our patient pop-
ulation may differ in this respect compared to cancer
patients in thai the later may be more likely 1o main-
in  awareness  and  communicale  symptoms:  this
deserves further study, The high pereentage of non-
communicaive patients indicates that for such patients.
symptoms shotld be anucipated by those caring for the
patient or inferred frem the patien’s appearance and
behavior. Coliateral information from relatives and
those maost closely invoelved in the palienCs care s
essenlial in such cases. Monitoring lechniques that aid

in the gauging of a non-communicative pauent’s level of

wwareness and pam tevel [27] may prove 1o be uselul in
the palliative care of patients with neurologic or neu-
rosurgical disorders.

Gver hall of 1the patients m our study had previously
dizgnosed neurelogic discases in which dectine could
have been anticipated yvet only a minority had living
wills. This points 1o u need for neurologists and other
taking  care  of chronie
neurclogic diseases 10 discuss Hving wills with their

physicians patients  with
prtients.

In our stwdy, the primary team had nitiated one or
more comfort measures prior 1o consuliation with M
for the majority of putients who were DNR-CC,
However. for most patiemis. the healtheare team con-
tnued o monitor their vital signs. administer medica-
tons thar are wypically used for co-morbidities rather
than comdort, and order intravencus hydration. Whilst
no diveet conclusion can be drawn from this data, there
are various explanations for 1his that are likely related
to hoth physician understanding of the DNR-CC
resuscHation status, physicians’ perception of what s
futile weaument and what is not, physician comfort in
withdrawing what would be considered usual care, and
patent;family perceptions and/or preferences.

In other studies of in-pavient PM consultation linison
service referrals, the mean number ol recommendutions
nxide per patent was 4.2 and Y1% of the recommen-
dations were implemented by the primary cam [28]. We
found similar results, with an averuge of three recom-
mendations made per consubt and 86% of recommen-
dations implemented by the primary team.  This
indicates, in general. o willingness of physicians from 4
variety of specialties 1o instiiute palliative care measures
in their patiems as recommended by palliative care
specialists,

This data is limited by the design of this study. a
retrospective chart review that relied heavily on docu-
mentation of the admilting service and/or the PM
consultant. Qur wriary-case patient population may

L2068 The Authorts)
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nol be representative of patients i other sctungs. In
addition. the diagnoses of pavems with non-malignant
conditions that were not neurologic or neurosurgical,
with fow exceptions as noted in Mahods, were not
pursued  further. Therefore, some patients initially
classified as having non-malignant diseases may have
also had cancer, In addivon. the charts of patients with
non-malignant diseases who were listed as having a
nen-neurologic or neurosurgical dizgnosis for exam-
ple. patients listed as "end stage renal discase’) were nol
Further reviewed: a proporton of these pationls may
have tn fact had underlving neurologic or neurosurgical
diseases related to thetr admission. Another Hmitatlion
of this retrospective study is the absence of daa on the
psychosocial aspects of the patients” care, largely due o
the way records are mantained such than the latier 1s
nol documented in the main medicad records that were
reviewed for this study,

Despite these Himitattons, our study supports the idea
that patients with varous acute or chronic non-malig-
nant peurodogic or neurosurgical disorders have
varielty of palliative care needs. The success of inte-
arating paliintive care services inte the care of patienis
with neurologic diseases is exemplified i the case of
ALS care [17.18]. and similar models of care ¢could
potentially offer patients with other neurologic or
newrosurgical diseases an improved quality of life. Qur
data suggests that palliative care services offered 10
patients with neurologic and neurosurgical conditions
would need to include means of assessing sympioms in
non-communicative patents and protocols for assess-
ment and treatment of dysphagia, Patients with pre-
diciabiy neurosurgical
conditions need 1o be encouraged Lo adopt living wills
and appoint DPOAs carly in their illness. Further
studics examining which palliztive interventions are
most effective will be needed 10 determine how (o best
tatlor palliative services 10 such patients. The palliative

progressive neurologic and

care needs of newro-oncology patienis. not included in
this study, will alse be important o understand as this
ficld grows.
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