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Abstract

Background: Seriously ill older adults in the emergency department (ED) may benefit from palliative care
referral, yet little is known about how to identify these patients.

Objectives: To assess the performance and determine the acceptability of a content-validated palliative care
screening tool.

Design: We surveyed Emergency Medicine (EM) attending physicians at the end of their shifts using the
screening tool and asked them to retrospectively apply it to all patients 265 years whom they had cared for. We
conducted the survey for three consecutive weeks in October 2015.

Setting/Subjects: EM attending physicians at an urban, university-affiliated ED.

Measurement: Patient characteristics, acceptability rating, and time per patient screened.

Results: We approached 38 attending physicians to apply the screening tool for 69 eligible shifts. Physicians
agreed to participate during 55 shifts (80%) and screened 207 patients. On 14 shifts (20%), physicians declined
to participate. Mean age of the screened patients was 75 years, 51% were male, and 45% had at least one life-
limiting illness. Overall, 67 patients (32%) screened positive for palliative care needs. Seventy percent of
physicians (n=33) found the screening tool acceptable to use and the average time of completion was 1.8
minutes per patient screened.

Conclusion: A rapid screen of older adults for palliative care needs was acceptable to a majority of EM
physicians and identified a significant number of patients who may benefit from palliative care referral. Further
research is needed to improve acceptability and determine the appropriate care pathway for patients with
palliative care needs.

Introduction as increased patient and caregiver satisfaction.* Palliative
care is also associated with decreased hospital admission,’

HREE-QUARTERS OF OLDER ADULTS visit the emergency intensive care utilization,” and overall costs.® Furthermore,
department (ED) in the last six months of their lives. palliative care may prolong survival in cancer patients.>’
Many of these patients are admitted and subsequently die in  Despite the potential impact, palliative care services are not
the hospital.'" Among those not admitted, an ED visit may integrated into routine ED practice.® Although studies show
represent an inflection point in their illness, portending more  that early palliative care consultations in the ED can decrease
rapid disease progression and increased use of acute care. the length of hospital stay’ and improve the quality of life
Palliative care has been shown to improve quality of life, ~while not shortening survival,'® Emergency Medicine (EM)
including decreased depression,” pain, and anxiety,’ as well ~physicians face barriers to integrating palliative care,
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including time pressure in the busy ED'' and the absence of
an evidence-based, practical method to identify patients who
may benefit from palliative care.'?

To address this gap, George et al. convened a panel of
palliative care experts and used a modified Delphi tech-
nique to develop a content-validated tool to screen patients
for palliative care needs in the ED (Fig. 1). This tool
combines clinician’s overall assessment and the validated
prognostic question ‘“Would you be surprised if this pa-
tient died in the next 12 months?””'*!'* to screen patients
for palliative care needs.'> Although the acceptability
among physicians of this tool has been demonstrated in
hypothetical case vignettes,'® the acceptability and feasi-
bility in the ED settings are unknown. Our objective was to
test the acceptability of this tool in an urban, academic ED
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and characterize actual older adults identified as having
palliative care needs.

Materials and Methods
Study design

The study was conducted at an academic, urban ED with
an annual volume of 60,000 visits, 24% by adults aged =65
years. One hour before the end of each shift, a research as-
sistant (RA) asked EM attending physicians to apply the
screening tool to all patients 265 years whom they had cared
for during that shift. Physicians were also asked to report the
time taken to complete the tool and its acceptability before
they left their shifts.

Advanced Dementia or CNS Disease (e.g. hislory of Stoke, ALS, Parkinson's).
Assistance needed for most self-care (e.g. ambulation, toileting] and/er Minimaily verbal.

Advanced Cancer:
Metastatic or locally aggressive disease.

End Stage Renal Disease:
On dialysis of Creatinine > 6.

Advanced COPD:

Continuous home O2 or chronic dyspnea at rest.

Advanced Heart Fallure:

Chronic dyspnea, chest pain or fatigue with minimal activity or rest.

End Stage Liver Disease:

History of recurrent ascites, Gl bieeding, or hepatic encephalopathy.

Septic Shock (i.e. signs of organ failure due to infection):
Requires ICU admission gnd has significant pre-existing comorbid iliness.

Provider Discretion - High chance of Accelerated Death:
Examples: Hip fracture > age 80; Major traouma in the elderly (multiple rib fractures, intracranial
bleed), Advanced AIDS, etc

3
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Frequent Visits:

2 or more ED visits or hospital admissions in the past 6 months.

Uncontrolled Symptoms:

Visit prompted by uncontrol symptom: e.g. pain, dyspnea, depression, fatigue, etc.

Functional Decline:

0.9. loss of mobility, frequent falls, decrease PO, skin broakdown, etc.

Uncertainty about Goals-of-Care and/or Caregiver
Caregiver cannot meet long-term needs; Uncertaintyidistress about goals-of-care

Distress

Question:

Surprise
You would not be surprised if this patent died within 12 months.

FIG. 1.
emergency department.

Content-validated palliative care screening tool in the ED (reproduced with permission from the publisher). ED,
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TABLE 1. SUBJECT CHARACTERISTICS

TABLE 3. PHYSICIAN ACCEPTABILITY RATING

Number of patients =65 years screened 207
Mean age (SD) 75 (7.5)
Sex: Male, % 51

Advanced cancer, n (%) 40 (44)
Advanced dementia or CNS disease, n (%) 24 (26)
Perceived by the physicians to have 22 (24)
“Accelerated Death” ED course, n (%)
Advanced CHF, n (%) 13 (14)
End-stage renal disease, n (%) 8 (9)
End-stage liver disease, n (%) 5(5)
Advanced COPD, n (%) 4 4)
Septic shock, n (%) 3(3)
None, n (%) 115 (56)

CHF, congestive heart failure; CNS, central nervous system;
COPD, chronic obstructive pulmonary disease; ED, emergency
department.

We included all attending physicians who cared for at least
one patient aged =65 years during 7 AM to 4 PM shifts, 12 PM
to 9 PM shifts, or 11 PM to 8 AM shifts every day for three
consecutive weeks in October 2015. We excluded physicians
who were unable or unwilling to participate, as well as shifts
when the RA was physically unavailable. The study protocol
was approved by the institutional review board.

Measures

EM attending physicians administered the screening tool
(Fig. 1). They also responded to questions that rated the tool’s
acceptability (unacceptable, somewhat unacceptable, neu-
tral, somewhat acceptable, and acceptable) and level of
confidence in the information they used when completing
the tool (5 point scale: 1—not confident, 3—neutral, 5—
extremely confident).

After the ED screening, an RA trained on how to identify
life-limiting illnesses in the electronic health record (EHR)
reviewed the medical records of all patients screened to ab-
stract data elements included in the screening tool using a
standard method'” (e.g., “Does this patient have advanced
cancer?”’). The RA was blinded to the physician survey re-
sults. Data were abstracted using the Research Electronic
Data Capture database (REDCap).'® To determine the quality
of chart abstraction, the PI (K.O.) independently reabstracted
data from 10% of patient medical records.

Analysis

To compare the overall clinical assessments for palliative
care needs of patients who screened positive or negative, we

Acceptable (5) 44%
Somewhat acceptable (4) 26%
Neutral (3) 23%
Somewhat unacceptable (2) 5%
Unacceptable (1) 2%

used two-sample test of proportions. We used McNemar’s
test to compare the life-limiting illnesses reported by physi-
cians with the same information abstracted from the EHR. To
demonstrate the inter-rater agreement of the chart abstraction
by the RA and PI, we used proportion of agreement rather
than kappa coefficient because of high concordance, resulting
in paradoxical kappa from unbalanced marginal totals.'® We
used p <0.05 for statistical significance.

Results

There were 69 eligible ED shifts during our study period.
Thirty-eight physicians provided care to more than one pa-
tient 265 years during these shifts. A survey was completed
during 55 shifts (80%) and physicians declined to participate
during 14 shifts (20%). Overall, 33 physicians (86%) par-
ticipated. On average, physicians had been in practice for 9.2
years and 67% were male. These 33 physicians screened 207
patients with a mean of 2.8 patients screened per shift (SD
2.5). The mean patient age was 75 years (SD 7.5), 51% were
male, and 44% had at least one life-limiting illness (Table 1).

Sixty-two patients (33%) screened positive for palliative
care needs. Forty-eight of these patients (77%) were admit-
ted. For 55 of the patients who screened positive (83%), the
physicians stated that they ‘“would not be surprised” if the
patient died in the next 12 months. The majority of physicians
(n=23, 70%) found the use of the screening tool ‘‘accept-
able’” or ‘“‘somewhat acceptable,”” and the average time spent
was 1.8 minutes per patient screened (SD 1.3) (Table 3).
The majority of physicians (n=27, 82%) reported being
“extremely confident”” or ‘‘somewhat confident’ about the
clinical information they provided.

When compared with patients who screened negative,
patients who screened positive were perceived by the phy-
sicians to have higher proportions of frequent recent ED visits
(79% vs. 24%, p <0.0001), uncontrolled, distressful symp-
toms (57% vs. 7%, p<0.0001), functional decline (59% vs.
19%, p <0.0001), uncertainty about goals of care (17% vs.
4%, p=0.0019), and more clinicians would not be surprised
if the patient died in the next 12 months (85% vs. 35%,
p <0.0001) (Table 2). Physician statements about patient life-

TABLE 2. OVERALL CLINICAL ASSESSMENT OF PALLIATIVE CARE NEEDS

Palliative care screening (n)

Positive (65) Negative (142)* p
=2 ED visits or hospitalization in the past six months 79% 24% <0.0001
Visit prompted by uncontrolled symptoms 57% 7% <0.0001
Recent functional decline 59% 19% <0.0001
Uncertainty/distress about goals of care 17% 4% 0.0019
You would not be surprised if this patient died within 12 months 85% 35% <0.0001

“The same palliative care needs assessment questions were asked for patients who did not screen in at step 1 as well.
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FIG. 2. Accuracy of life-limiting illness information based on physicians’ report compared with chart abstraction.

limiting illnesses were less complete than documentation
found in the EHR for CHF (p=0.046). There was a non-
statistically significant trend in other conditions (Fig. 2).
There was 90% agreement in chart abstracted data between
the RA and PIL.

Discussion

We tested an expert panel-generated palliative care screening
tool administered by EM attending physicians in a consecutive
sample of older adults cared for in an urban academic ED. We
found that the tool was generally acceptable to attending phy-
sicians. It demonstrated that one-third of patients screened might
benefit from palliative care services. The short administration
time (1.8 minutes per patient screened) makes this tool attractive
for wider dissemination and testing. Furthermore, our study
confirmed the feasibility and reliability of such screening on
actual ED patients instead of hypothetical case vignettes.'

Few studies have examined the incidence of patients with
palliative care needs in the ED.? Those that have found a
high rate of ED presentations among patients with nonsmall
cell lung cancer,”' and that over half of older adults with
functional impairment who presented to the ED** had palli-
ative care needs.

Our finding that the number of most life-limiting illnesses
identified through chart abstraction in these patients was not
statistically different from the physicians’ report raises the
possibility that these life-limiting illnesses could be auto-
matically elicited from the EHR (Fig. 2), further reducing
physician burden. This type of staged screening process is
also supported by a recent review that found that such tiered
screenings seem to capture more patients than a screening
relying solely on physicians.'?

Limitations

There were several limitations to this study. We collected
data on consecutive shifts, but 14 out of 69 shifts attempted
were incomplete because of physician refusal. The response
rate was adequate for internal validity (86%, 33 out of 38
eligible physicians), but may not reflect what the use of this
tool would be in other settings. Our sampling strategy also did

not allow us to screen the total number of patients 265 years
seen in the ED. We can only estimate that 32% of older adults
seen by EM attending physicians at our institution have
palliative care needs. In addition, there is not an agreed-upon
criterion standard for *“palliative care eligibility’’?3; hence, it
is difficult to characterize the sensitivity and specificity of the
screening tool. Other clinically useful means to identify ED
patients with palliative care needs and specific care pathways
for such patients must be further defined to meet the needs of
the ED patients. Lastly, we followed recommended practices
for chart abstraction,'” yet there was a 10% disagreement
between the abstracters. Finally, the high rate of older adults
with cancer seen at our ED (44%) results from its affiliation
with a major cancer center; thus, this rate may not be gen-
eralizable to other settings.

Conclusion

Screening older adults for palliative care needs in the ED
with a structured tool is acceptable to a majority of EM
physicians and identifies a significant number of patients who
may benefit from palliative care referral. This tool may re-
quire modification to increase physician acceptability before
wider dissemination. Further research is warranted to deter-
mine the clinical significance and appropriate care pathway
for patients who screen positive for palliative care needs.
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