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PALLIATIVSTATION
Greer, J An alternative |quasi 1. What is the cancer patients multicentric |[USA 2+ (some [n=1754 (833 HC,|% female (HC |means n.d.; HC [100% 1. lung, breast, [HC vs. HB vs. Patient awareness at |non-white (% HC|same as n.d. PCP was the Patient patients needs: Functional hospice conventional home care and home care n.d. Medicare; - small volunteer- not scheduled hospices with beds (hospital based, HB) and those | bereavement inteniew was |conducted to assess |"conventional care" = |US hospices? impact in 4 areas: Hospice inpatient and QoL similar in hospice and CC systems with the exception [Families appeared to tolerate the stress of « thoughts on generalizability: conducted
Chron Dis in terminal experimental difference between served in HC or HB  ((40 hospices risk of bias 1624 HB, 297 CC)|vs. HB vs. CC): [vs. HB vs. CCin prostate, CC: least initial interview vs. HB vs. CC): |patients (study patient’s spouse |outcomes: Personal performance: programm (oncological) inpatient hospices: 14 Twenty-six (26) dominated without beds (home care, HC); hospice model conducted with the PCP 90- |PCP outcomes and to |all health care received + pattern of care: % of patients receiving home care unit cost of pain and symptom control, which may be better in the  |terminal illness and bereavement better than within closed-system managed care settings;
1986 [183] care: Results |study hospice and hospices orin CC and 14 because |/ drop out: 4.4% [51.3 vs. 51.8 vs. |%: 21-54 years colorectal functional (10-  [comparable (full 1.5vs. 4.7 vs. describes or child in 4 out |Primary care inteniews with least functional (hospices care facilities demonstration, 6 of the hospices community treats the patient and family caregiver(s) as a unit |120 days after patient's death|summarize records of |by terminal cancer medical and social service interventions in the |coefficients were inpatient hospice setting (HB). Hospice patients are less  [expected. Consistent with their greater burden, HC|as a result, it may be less generalizable to
of the national conventional care? settings; cancer; conventional only with no 52.7 10.3 vs. 9.3 vs. cancer; 2. 30): 45.8 vs. mental capacity HC |8.1; *Only sample of of 5 cases; In person the patient and (10-30) vs. most classified as (hospices with non- received special programs caring utilization of hospital, [patients not enrolled in last weeks of life (data obtained from PCP and |deweloped using 1982 likely to receive diagnostic tests, X-rays, and aggressive PCPs reported more emotional distress than HB |all healthcare settings, and the relative cost
hospice study 2. What is the remote metastasis oncological patients differences 26.6, 55-64y: metastatic at 49.8 vs. 67.7 % |[vs. HB vs. CC): 48.9 |patients who patients with a HC hospices the |assessed PCP were functional (40 those with beds beds (hospital demonstration Medicare for a handful of physician, and home |hospice. “Access Medicare/reimbursement records whenever cost report data anti-tumor therapy in the terminal period, and they are more|PCPs during bereavement but were not more likely |savings may not be realized across other
differential impact of (except for lung, care with cancer|across settings / 21.5vs. 14.3 vs. diagnosis: HC  [most functional [vs. 49.9 vs. 54.3%; |died during the |primary caregiver| PCPs were patients' overall |conducted at and over); (hospital based, based, HB) and facilities; demonstration patients to large health senices that the [points” were located feasible): Intensive medical senices (= Radiation |[compiled either by likely to receive social senice support than CC patients. to report secondary morbidity. settings; the sample is only patients with a
hospice and brain, and pancreatic [settings; 26 and with a [n.d.* 30.6, 65-74y: 49.6 vs. HB 50.4 [(40 and over): study period (=PCP) significantly less |and social study entry; first aggressive HB) and those without beds hospital based waivers allowing institutions and PCP had maintained |and used to identify therapy, surgery, chemo or hormonal therapy, HCFA or evaluation staff |+ pattern of care: « satisfaction with care: HB PCPs higher primary care person, i.e. patients living alone
conventional care on cancer); presence of [hospices primary 424 vs. 44.8 vs vs. CC 47.6%; 3.[54.2 vs. 50.2 vs. were included in likely to be quality of life and |followup contact treatment without beds (home care, hospices: 11 payment for agencies with while the patient was |terminal cancer thoracentesis), Diagnostic tests accountants. Cost + patient outcomes: overall QoL: similiar, social quality [satisfaction with the patient’s care than CC PCPs |(a proxy for no PCP) are not included in the
the quality of life of a primary care person|received care 28.3, 275y: 25.8 "terminally 32.3% the final analytic employed at the [pain and 7 days later and (no/yes); severe (home care, HC), demonstration, 8 normally non- major alive. In addition to the |patients not receiving (=Blood tests, X-rays, or scans), Oxygen or reports separately of life: Hours of direct care provided to the patient sig. (before and after death of patient); PCPs in both |analysis
patients and their (PCP), generally a special person vs. 31.6 vs. 14.5 ill"/"terminal samples since time of hospice [symptoms; then repeated pain reported HC)); conventional non- covered senvices commitments to patient inteniews, at  |hospice care. The NHS respiratory therapy, Social senvices at last week of |allocated all pertinent higher for HC patients than HB or CC patients (p=n.a.), types of hospices satisfied with where the patients |+ high levels of satisfaction with care in
families? family member in the |Medicare were cancer" outcomes were entry. At the patients ewery 14 days (no/yes) ocological care) demonstrationfa (home care hospice care; each contact the PCP [selected conventional life (=Counseling, financial or legal assistance, agency costs to a hours of social visiting (=other than PCP) 3 weeks died (despite marked differences in places) all three settings: may reflect self-selection,
3. What is the impact |household (this demonstratio inlcuded, assessed in onset of the themselfs rated [thereafter until cilities hospices: 14 provided data on his care (CC) settings paperwork, senice referrals, training in patient self- |hospice cost center. All |prior to death: HC sign. higher than CC, difference however, both hospice PCP groups were more but could also be the result of the extremely
of hospice on the health|excluded all nursing |n waivers i.a. relation to disease, a satisfaction with [the patient’'s demonstration, 6 own condition and representing, in the care) inpatient costs were between HC and HB n.s.; pain and other symptoms: for [satisfied with where the patient died than were CC [high level of informal support which is
care costs incurred by |home patients); age |allowing patients proximity to higher care; PCP death; PCP non- attitudes, presented a |opinion of + patient outcomes: overall and social QoL* (QL- |nationally adjusted pain see Morris et al. 1986, other symptoms (nausea, PCPs. HC PCPs were significantly more likely mobilized in the presence of terminal iliness
terminal cancer 21 or older; CC payment for living alone death; percentage outcomes: needs: initial demonstration record of all health knowledgeable area Index), pain and symptoms* (McGill questionnaire; [based on Medicare dry mouth, constipation, dizziness, feverishness, than HB and CC PCPs to report that the patient  [and which may leave little room for
patients? patients only: normally non{ excluded) (46%) of all intenierw; facilities; senices utilized by the |physicians. “good” California pain assessment profile), satisfaction with |hospital reporting data; |dyspnea): 3 weeks before death: HB fewer symptoms than [had been able to remain at home as long as incremental improvement from professional
Karnofsky covered PCPs were bereavement hospital based patient, and reported  [oncological care. care (medical inteniew satisfaction scale); * = hospice home care HC or CC, 1 week prior to death: same but stat. sign. in he/she wanted. sources; small but significantly higher level of
Performance Status [senices)) employed; those interview 90-120 hospices: 11 on the patient’s Fourteen such access assessed by primary care person. More details on |costs were not nationally |the HB-CC comparison, only. for details on pain see Morris |+ perceived caretaking burden: small sign. satisfaction reported by HB family members
(KPS) of 50 or less with patients days after the demonstration, 8 condition. points ultimately QoL see Morris et al 1986a, more details on pain adjusted since national (et al. 1986b difference (HC PCP perceiving higher burden than |may be a reflection of their reduced sense of
entering hospice patient’s death non- participated in referring see Morris et al 19986b. standards did not exist. |+ satisfaction with care: No sig. differences, "uniformly HB / CC) burden.
were only demonstrationfa patients who. although « family outcomes (PCP): perceived axiety while |(See Birnbaum and high in all settings" » modified mood state scale (measuring + costs: HC model is less costly than HB or
slightly less cilities) identified in an the patient was alive (EITS Manual for the Profile of |Kidder [46] for a ¢ Costs: Total cost per study day: substantially lower in [anxiety and depression): no sign. differences CC largely because HC substitutes home
likely to be outpatient setting, may Mood States); emotional distress following patients |description of the HC than in HB or CC ($101 (SE=9.1) vs. $146 (SE=10.0) |among the three PCP groups; care for inpatient care, relying on family
employed at this have used a different death (Manual for the Grief Experience Inventory);  |approach to calculating |vs. §149 (SE=11.7) p=n.d.); These differences were related |+ increased absenteeism from work: 4% overall, members to provide up to 12 hours a day of
juncture (42 vs inpatient senice and morbidity during the bereavement period the cost of utilization to utilization patterns; Inpatient and physician costs per |differences n.s.; regret concerning the medical |direct care. HB hospice appears to be less
48% and 51% vice versa. « utilization data (obtained from the PCP and episodes.) study day: sign. higher in CC than in either HC or HB tratment the patient received: 11% owerall, n.s. |costly than CC for patients during the last
for HB and CC, checked with Medicare and other reimbursement settings. more details see Birnbaum et al. 1984 differences month of life, but longer stays rapidly erode
respectively). records whenever feasible) * aggressivenes of care: see Mor and Masterson-Allen, |» morbidity during the bereavement period: these economies. The economies
« total costs (only direct health care costs; Cancer 1990 hospitalized during 90-120d after patient's death: |attributable to hospice progressively
HC vs. HB vs. CC = 6% vs. 6% Vs. 5%, physician |decrease with increasing length of stay.
visits during 90-120d after patient's death (scale 0 [Since most patients die in hospice, length of
to 4+): HC vs. HB vs. CC = 1.35 vs. 1.25 vs. 0.95 |stay depends on how early in the course of
their disease patients elect hospice..
Greer, J National Analysis Plan  [(1) What is the USA caregivers idem idem plus decribed Hospices CC group: Customary idem, see diagramm page 746 for characteristic of hospice programs: customary / The cost analysis
Chron Dis hospice study differential impact of needs (PCP): more detailed in classified into 3 |care sites were selected additional information (a) Health care and senvices are provided to conventional care: (a) includes:
1983 [184] analysis plan hospice on the QoL of family secondary Tab.6, p.754 types: (a) using the following terminally ill. University medical “Costs” of those senices
terminal patients and morbidity Hospital-based; |criteria: (b) The patient,,family, and other persons essential center care, supervised for which standard
their families, as (psycho-social (b) Home health |(i) Appropriate to the patient’s care comprise the unit of care. The by academic techniques of computing
compared to distress, role agency-based; |representation of major “hospice patient's family” refers to the patient’s oncologists; (b) cost exist are compared
“conventional” care? loss, and (c) Freestanding.|categories (a) University immediate relatives; individuals with significant Community-based for hospice and non-
(2) What are the dysfunctional Hospital-based |medical center care, personal ties may be designated as the patient’s oncological care; hospice patients.
differential costs of symptoms); hospices have |supenised by academic “family” by mutual agreement among the patient, involves multiple Charges for senices for
caring for comparable Family inpatient oncologists or (b) the individual, and the hospice organization. programs and sites which standard costing
terminally ill patients? satisfaction with facilities by Community-based (c) Inpatient and home care senices are closely and, often, several techniques are not
(3) What are the care received; definition. oncological care. integrated to ensure continuity and coordination of physicians; terminal available are compared
differences in the Subjectively Freestanding |(ii) Ease of access to care. cancer care is directed separately. These
senices? reported grief hospices may |patients (e.g. cancer (d) Care is available 7 days a week, 24 hours a by oncologists, either include physicians’
(4) What is the likely reaction or may not have [registry or center). day. as attending senices, drugs, supplies
impact of Medicare an inpatient (iii) Conditions conducive (e) Care is planned and provided by a medically physicians or and other expenses.
reimbursement on the facility. Home [to follow-up (e.g. supenised interdisciplinary team composed of consultants.
organizational health agency |integrated records). several individuals with appropriate skills. The team
structure? based hospices |(iv) Willingness of key members work together to plan and provide
(5) What are the likely are affiliated with |providers to participate. senices that will secure the physical, emotional
national cost existing home  [(v) Proximity to regional and spiritual welfare of the patient and his/her
implications of care agencies. |management centers. family.
reimbursed hospice (f) Palliative and supportive cure is directed at
care?" allaying the physical and emotional discomfort
associated with terminal illness.
(g) Bereavement senices are provided which may
include follow-up visits and supports of the family
after the patient dies.
(h) An education program is available which has
two components: (i) Educating the patient, family
and inter-disciplinary team concerning death and
dying. (ii) Teaching the family to care for the
patient in the home.
(i) Volunteers play an important role in the
provision of care
Morris JN, J [The effect of [subanalysis Relationship between |idem idem idem idem idem idem idem idem plus idem at study entry, idem n.a. n.a. n.a. Pain was idem Patient: Pain was [categories “pain |"categories “pain pain_ Twenty to thirty per cent of patients are pain free during n.a. « different outcomes of the two studies
Chron Dis, treatment measures of pain. additional 12.1% of patients reported by the |(prospective measured via a free” and free” and ¢ 1.0: relationship between measures of pain their final weeks of life, and this proportion remains fairly suggest caution in accepting the
1986b [185] |[setting and Comparison of information: HC reported “horrible” or patient when inteniew stream |direct self-reported |“persistent pain” |“persistent pain” obtained from the patient and from a familial stable as death approaches; no sign. differences in the generalizability of either and clearly merit
patient prevalence and severity vs. HB vs. CC: “excruciating” pain able to respond |was conwerted |question; PCP was [" because these informant, proportion of pain-free patients by setting at either measure further exploration
characteristics of pain among TCPs Primary breast (PCP reported and by the retrospectively |asked to are felt to be » 2.0: prevalence and severity of pain among TCPs preceding death; Controlling for medical characteristics, » Schmerzratings bezieht sich auf die
on pain in served in different cancer: 13.4 vs. “frequent” or patients’ primary |into fixed periods|characterize the clinically the senved in different settings, pain at study entry, and other health factors, HB hospices Fremdbewertung durch die primary care
terminal settings. Description of 11.1 1vs. 3.0 %, “persistent” pain in care person prior to death. patient’s pain on a least ambiguous » 3.0 prevalence and severity of pain as patients appear to meet pain control goals best; person (PCP), nicht der Patienten selbst;
cancer shifts in the prevalence Primary lung 82% of the cases); (PCP) during The last scale of 4 to 1 categories” approach death, as well as the medical and * 1.0 correlation between the patient and the PCP reports dies ist der Fall, da die meisten Patienten
patients: a and severity of pain as cancer: 25.7 vs. 31% of patients repeated measure (TI) demographic correlates of pain was 0.43 (p < 0.001) with PCP more likely to report the kurz vorm Lebensende besonders stark
report from the patients approach 22.6 vs. 25.3%, reported that pain interviews until  |included presence of pain than patients (18.8% of patients were “free funktional/psychisch beeintrachtigt waren
National death brain was “not present” death. internviews that of pain” according to the PCP, while 3 1% of patients und keine Befragung druchgefiihrt werden
Hospice Study metastases: (8.8% of patients occurred within reported that pain was “not present”).; konnte, zu Studienstart gab es fiir ca. 70%
18.6 vs. 14.8 vs. were “free of pain” 14 days of death ¢ 2.0 at the last measure prior to death (T1) HB patients der Patienten eine Eigenbewertung - diese
18.5%, bone according to the and averaged 7 were sign. less likely than CC (p< 0.001) or HC (p< 0.01) wird aber nicht klar dargestellt, nur grob bei
metastases: PCP) days. The patients to be in persistent pain while at T2 only the HB vs. Vergleich der Ubereinstimmung mit den
35.5vs. 34.1 vs. penultimate (T2) CC comparision remained significant (p<0.01); mean (SE) Proxy-Schmerzratings der PCP
36.0% and pre- of % of patients in persistent pain (HC vs. HB vs. CC): at
penultimate (T3) second to last measure (T2): 7% (0.02), 3%(0.02),
inteniews 14%(0.04) and at last measure (T1): 13%(0.02) vs.
averaged 5%(0.02) vs. 22%(0.05); mean (SE) % patients pain free at
approximately second to last measure (T2): 7% (0.02), 12%(0.02),
21 and 35 days 9%(0.04) and at last measure (T1): 9%(0.01) vs. 10%(0.02)
before death, vs. 16%(0.04),
respectively) * 3.0 patients pain as reported by PCP (% free of pain, %
with occasional pain, % with frequent pain, % with
persistent pain): at T3: 17.1%, 27.7%, 42.9%, 12.3%, at_
T2: 16.4%, 26.9%, 42.7%, 14.0%, at T1(=final measure
before death) 16.4%, 21.5%, 43.9%, 18.2%; correlates:
Prostate cancer(p<0.001) and bone metastases(p<0.05),
associated with more pain while patients aged over 75
years (p<0.01), with brain cancer or brain metastases
(p<0.05) were significantly more likely to be pain free.
Morris JN, J [Last days: a |secondary Behavior of a number of |[idem plus additional [idem USA and idem idem S. outcomes 1.) % of patiens 1.0: QoL described by the following measures declines in quality of life varied as a function of the patient’s * important: as noted, the Pain Index was the
Chron Dis, study of the |analysis Quality of Life study (only results or Canada whose QL data » Karnofsky Performance Index with operational proximity to death, rapid decline being limited to the last most independent of the QL measures
1986a [186] [quality of life of] measures gathered NHS study (only are specifications for use by nonclinical staff few weeks of life while pain was most discrepant; studied, and cannot be easily “proxied” by
terminally ill from two samples of participants reported results or impoving/deterior » Spitzer QL Index (also present in the McGill Data increasing deterioration in quality of life, with accelerated any of the other measures. Pain is a crucial
cancer terminal cancer in the following) NHS ating/beeing Set) -a multifaceted functionally based index deterioration between 3 and | week of death. Pain follows a QL measure in terminal cancer studies and
patients patients over the last study stable over a 6- * HRCA-QL Index (where the item “mobility” is somewhat different pattern than other measures. More must be separately measured.
weeks of their lives are participant week time substituted for “activity” in the original QL Index: patients are in either of the extreme categories at an earlier » authors believe that these data demonstrate
reported. s reported period, means at Activity/) point in time than found for other measures. and there are the need to employ a number of different
in the each of 9 + Spitzer Uniscale QL Index-a broad based overall fewer changes as death is approached. Finally, about 20% quality of life measures in studies of terminal
following) successive time quality of life measure of the patients do not fall into extremely low quality of life cancer patients; if one had to choose a
periods as death * integrated Pain and Discomfort Index (constructed categories, even in the week prior to death; only a minority single measure to capture the change curve
is approached, by HRCA using items from Spitzer's Multiscale). of patients remain in the same QL categories over the 6- of initial gradual deterioration with a greater
and 2.) the » Emotional QL (created by Morris, Wright and week time period: from a high of 40% (for the Pain Index) to loss in quality of life as death is approached,
proportion of Sherwood from HRCA) a low of 16-18% (for the QL Index and the HRCA-QL). we would recommend the HRCA-QL Index.
patients in the » Awareness (adapted from Spitzer scale) Change is the norm, stability the exception. .
“worst” and * social QoL
“best” categories
of the measures
over the 9-week
time period
Birnbaum What Does subanalysis To address the idem idem idem hospital based Hospice Cost Sample |Costs: « fact that, regardless of setting, hospice
HG, AJPH Hospice Cost?[(cost analyis) question: What is the hospice (HB): is used to estimate the |HC hospice costs are lower than conventional care costs saves less on average for long stays than
1984 [187] cost of hospice? (...) a "either as part of cost of hospice to regardless of length of stay. However, HB costs seem for stays of less than two months reflects
second question: Does a hospital or Medicare; it includes all [lower than conventional care costs only for patients with both a tendency toward lower savings in
hospice care provided freestanding demonstration Medicare [lengths of stay less than two months. Hospice and all time intervals for long-stay patients
to Medicare organizations hospice patients conventional care patients appear to differ with respect to and a tendency for hospice to cost more
beneficiaries cost less with their own admitted in the first year |predisposition toward intensive health care utilization. Total than conventional care immediately after
than conventional inpatient beds" of the demonstration. costs per day: HB hospice costs per day are 44 % higher intake for patients with stays of greater
methods of caring for The Terminal Cancer |than home care (HC) hospice costs per day ($95 versus than two months!
terminally ill cancer Cost Sample is limited [$66, respectively). In addition, per patient hospice costs * Medicare hospice costs in the future will
patients? to patients with are 24 per cent more for patients enrolled in HB than in HC probably be greater than those found in the
diagnoses of terminal hospices ($5,890 versus $4,758, respectively). proportional NHS because NHS conventional care
cancer; it is used to costs: HB and HC in cost per patient is smaller than the comparisons do not include noncancer
estimate the cost cost per day difference due to the shorter average HB patients or patients discharged alive from
savings of hospice to length of stay, 62.3 days compared to 72.5 days for HC. hospice, entry of patients with a primary care
Medicare for cancer and [+ hospice costs: per patient: HC=$4758 vs. HB=$5890; person (PCP) into study, only (...)
excludes patients with  |Unit Costs of Service (HC vs. HB): Inpatient (Hospital » "To the extent that hospitals and hospices
noncancer terminal and Hospice) Total Costs/Total Days of Inpatient Care work together as an integrated system, at
diagnoses. $278 vs. $218; Median Cost for Inpatient Days: 259 vs. least informally, well-managed hospice care
195; Homes Services (excluding Continuous Care) should be financially viable. In an era of
Total Costs/Total Days at Home 46 vs. 43, Median Cost for increasing hospital rate regulation, hospitals
Home Daysc 37 vs. 27, Continuous/Home Respite will need to develop arrangements for
Cared Total Costs/Total Hours of Care 18 vs. 45 discharging terminal patients who need not
» Cost Savings Impact of Hospice: HC and HB hospices be hospitalized"
produce significant savings for hospice stays of less than
two months (HC savings exceed HB); Costs in HB
hospices for longer than two-month stays become
significantly greater than conventional care costs;
difference in cost savings over time because of patterns of
utilization
Mor 1990 A comparison |review/narrative [n.d. idem idem idem As much a philisophy of care as an istitutional Hospice patients are less likely to receive aggressive #WERT!
[188] of hospice vs |report entity, hospices stresses: palliative rather than interventions in the two weeks prior to death (p<0.001 for
conventional curative care; the patient and family as the unit of surgery, chemo- or hormone therapy, radiation therapy;
care in the care; the administration of care by an n.s. for thoracentesis)
terminally ill interdisciplinary team whose members are geared

cancer patient

toward meeting the uniquie needs of terminally ill
patients and their families




Powers JS, [Terminal Care |secondary National Hospice Study |idem idem idem idem idem 64.1 years; idem idem idem total=57.5 (SD location of care was best explained by the patient's PCP of patients under hospice home care Home hospice care is not a panacea for
Public Health |Preferences: |analysis data for 1981-82 were HB=65.4 n.d.); HB=57.9 functional capacity; location of care was found to be poorly |experienced more stress but reacted no differently |treatment of the elderly with chronic or
Reports 1988 [Hospice used to predict the HC=64.0 vs. HC=48.5 vs. explained by extent of organ involvement or specific when compared with PCP at other care sites terminal disease. We need both good home
[189] Placement location of care for CC=61.7 CC=53.9 symptoms; only some examples extracted here: senices and good institutional care
and Severity of terminal cancer « Patients receiving conventional care were more disabled alternatives for humane and effective care.
Disease patients. than other patients according to the modified ADL Deciding how to use these alternative
(Activities for Daily Living) Scale of Katz (16) and the resources most effectively will take
Karnofsky Performance Status Scale (p<0.05) and used considerable additional thought and inquiry
more intravenous support systems and catheters than
hospice patients
» Hospice home care patients sunvived longer and were
older and more often married than conventional care
patients (p<0.05)
» HC patients lost more weight, had a greater appetite
change, and had more cold sweats than patients receiving
CC, but were calmer and happier and less lonely,
frightened, and hopeless (p<0.05)
* No significant differences among groups were found
regarding quality of life, level of awareness, and therapy for
depression
» HC patients and their PCP were closer and reported being
happier despite more burdensome patients and more
stress and greater time commitment and loss of income
compared to CC
» CC patients more likely to live alone (p>0.05)
Reuben DB, |[Clinical secondary questioned wheather all patients with 1592 not extracted because no comparison of
Ann Internal [symptoms and|analysis the assessment of complete information treatment settings
Med 1988 leangth of clinical symptoms in on symptoms,
[190] sunival in addition to performance [function, cancer type
patients with status might improve and sunvival
terminal our ability to predict
cancer sunival
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Author, Aim of study Inclusion criteria [Centre  [Country |Level of |[Number of [Female / Age (mean, |% of patients|1. Diagnosis |Perform- Patients' needs Number of |Female / Age (mean, |CGs'needs Who When How (tool) Categories |Process of Primary outcomes (1.0) - Secondary
Journal, study / (single - Evidenc |patients / Male (n/n) |SD) with cancer (2. ance status |(psychosocial, CG/Drop |Male (n/n) |SD) (psychosoci assesses categorisatio outcomes (2.0) / Measure
Year Design multicentr e =LoE |Dropouts stage/grade |(ECOG, ...) |spiritual, etc...) outs al, spiritual, n (needs > (tool, when, how long)
ic) (SIGN) / [(DO) / 3. phase of etc... complexity)
Justifica | Dropouts illness
tion through
death (DOY)
Intervention |Control Who How much |Who How Schedule/Frequency Content (clinical/non-clinical) Schedule/Frequency |Content Who How Who How
(source)
PALLIATIVSTATION (Fortsetzung)
Goldberg RJ, |Analgesic use |subanalysis This paper presents random subsample: [idem idem 181 range 21 to idem 1.0 Medication prescription and consumption Patients in hospital based hospice programs were more
J Chron Dis |in terminal data on the use of Medication over75years information (recorded at each inteniew contact for likely than other patients to have an analgesic prescription
1986 [191] cancer analgesics among prescription and (58% >65y) every third CC patient and every tenth hospice and to have consumed analgesics. Patients in hospice
patients: terminal cancer consumption patient enrolled in the study. The interviewer settings were more likely to consume analgesia orally and
report from the patients in the United |information was recorded the name, dosage, route, and schedule for less likely to have "prn" (as needed) analgesic
National States, including which [recorded at each each medication prescribed that matched one) prescriptions. The amount of analgesic consumption was
Hospice analgesics were used, |inteniew contact for inversely related to age.
Study. how they were used (in |every third CC patient » HB patients were significantly more likely than patients in
terms of dose, route, and every tenth other settings to have analgesics prescribed (p < 0.01 df =
and scheduling), and hospice patient 2) at the last period prior to death. n.sign at the earlier
who used them. (...) enrolled period allthough the direction of the relationship is similar
This paper presents in the study. « oldest patients were significantly less likely (p < 0.05) to
data concerning have an analgesic prescribed at Tl than were the youngest
differential analgesic patients
use patterns among * no statistically significant differences by setting for the
conventional care, level of analgesic consumed
hospital based hospice,
and home based
hospice settings.
Wallston KA, |Comparing the |secondary In performing a subset of patients idem idem n.a. Primary care The weights Quality of death 1.0 Quality of death (QOD) (defined in this study sign. main effect for mode of care (P < .03). The QOD for |[n.a. results support the impression that hospice
Medical care |quality of analysis secondary analysis of [participating in the provider (PCP) |were derived (QOD) was defined as experiencing in the last 3 days of life feelings and those receiving conventional care was lower (Mcc = 72.5) care optimizes the QOD of the terminally ill
1988 [192] death for data collected for the |NHS who 1) died of from the in this study as events that terminally ill patients reported they than those in either type of hospice (MHB = 81.5; MHC = patient. Major limitation: NHS used
hospice and NHS, we questioned cancer within 6 interviews of all |experiencing in the desired; QOD, is a weighted sum of 13 situational 80.4). No sig. differences between the two types of retrospective reports by primary care
non-hospice whether the months of entering patients when last 3 days of life elements, which the PCP reported were either hospice; For the subsample of patients studied (N = 880), providers as the best available means of
cancer measurement methods |the study and 2) they were feelings and events present or absent during the last 3 days of the the QOD scores ranged from 1.4 to 136.1 with a mean of assessing whether a given situational
patients. used to compare whose principal care admitted into the [that terminally ill patient's life as reported by the PCP; 79.4 (SD = 21.8). element
hospice and non- provider (PCP) study; QOD data|patients reported » People he/she would have wanted were there;
hospice care participated in a collected they desired; The * Physically able to do what he/she wants to do,
adequately captured bereavement inteniew retrospectally weights were derived « free of pain;
the impact of hospice |between 90 and 120 from PCP rated [from the interviews of * Participatein normala ctivities| ike any other day
care. days after the death QOD data for all patients when * Able to stay at home as long as he/she wanted
of the patient. last three days |they were admitted * Feel at peace with God
of life of patient |into the study. A * Die in sleep, without awareness
single open-ended » Stay mentally alert etc.
question, "What » Complete tasks he/she wished to do
would you like your  Able to accept death
last 3 days of life to * Know ahead of time that death is imminent
be like?"; more: see * Live until a key event occurred
outcomes
Kane, The A randomised [RCT, parallel, to compare the effect of |[diagnosis of cancer |single center|[USA 1- n=263 (eligibile) (231/6 interv. (mean) 100% (1. Cancer not specified not specified none 73% of partiens |not specified not specified not specified not specified not specified regular tools: Pain scores  |not specified not specified hospice care conventional inpatients, 2 physicians, 19 nurses, |11 beds, about |not specified VA Medical not specified not specified not specified clinical judgement of|hospice care due to hospice program not specified none none conventional care hospice team by routine practice |none none none none differences in pain, symptoms, activities of daily yes differences in....: no sign. effects satisfaction equally improved presumably bias due to gender, intervention
Lancet, 1984 |controlled trial |nonblinded hospice care with and clinical n= 237 63,3 (no SD), mentionend had FCG; 95% interviews (7 according to Melzak; care hospice home |a social worker, a 25 home care Center terminal prognosis |assessment and its own treatment plan living and affects Satisfaction (pts): sign better not clearly defined
(part 1) [178] |of hospice conventional care judgement of terminal participants control (mean) primary sites: gave consent; cohorts = 18 Symptom Scale care chaplain, and about 30 |patients satisfaction (patients) (for interpersonal care in 5 cohorts
care progonsis (2 weeks - n= 10 drop outs 64,0 (no SD), intev.: lung 6% withdrew weeks) adapted from the wolunteers for 11 beds; satisfaction (carers) (3): p<0,02; (4):p< 0,001, (5):p< 0,003; (6): p< 0,002; (7):
6 months) after enrolment range: 34-92 (36,5), prostate consent Methodology California Pain a homecare programme utilisation of senvices p<0,004
(11,0), ENT outlined Assessment Profile; sening about 25 patients costs for involvement in care (4):p<0,02; (5):p<0,05; (6):p< 0,003;
(9,5), brain (7,3), separetly in depression scale at any given time; (7):p<0,003
others (35,6); Wales J, Kane |adapted from the a consultation senvice for utiltisation of senices: no sign difference
control : lung RL, Robbins S, |National Institute of patients awaiting Costs: no sign difference
(35,5), prostate Bernstein L, Mental Health’s admission
(10,0), ENT Krasnow R. The |Center for
(10,9), brain UCLA hospice |Epidemiologic
(7,3), others evaluation Studies’ scale;
(36,4) study: anxiety derived from
2. not specified Methodology a section of the
3. temrinal and General Well-Being
phase according instrumentation. Measure;
to clinical Med Care 1983; |satisfaction
judgement 27: 734-44. measures included
the interpersonal
care scale adapted
from the Ware scale,
physical environment
scale and
involvement-in-care
questions adapted
from the National
Cancer Institute’s
Hospice Study;
functional status
assessed by the
Katz ADLS
Kane, JAMA ([Hospice RCT, parallel, to compare the effect of [diagnosis of cancer |single center|USA 1- n=263 (eligibile) (231/6 interv. (mean) 100% [2. Cancer not specified not specified none none not specified not specified not specified not specified not specified referal to tools Pain scores not specified not specified hospice care conventional inpatients, not specified 11 beds, 30 not specified VA Medical not specified not specified not specified clinical judgement of|hospice care due to hospice program not specified none none conventional care hospice team by routine practice |none none none none differences in pain scores, no no sign effects none intervention not clearly defined; exactly the
1985 (part 2) |Effectiveness |nonblinded hospice care with and clinical n= 237 63,3 (no SD), mentionend methodology according to Melzak care hospice home home care Center terminal prognosis |assessment and its own treatment plan correlation with other symptoms same study and the same results reportes
[179] in controlling conventional care on  |judgement of terminal participants control (mean) primary sites: being published care patients use of analgeics as in Lancet 1984
pain pain progonsis (2 weeks - n= 10 drop outs 64,0 (no SD), intev.: lung elswhere:Wales
6 months) after enrolment range: 34-93 (36,5), prostate J, Kane RL,
(11,0), ENT Robbins S,
(9,5), brain (7,3), Bernstein L,
others (35,6); Krasnow R. The
control : lung UCLA hospice
(35,5), prostate evaluation
(10,0), ENT study:
(10,9), brain Methodology
(7,3), others and
(36,4) instrumentation.
2. not specified Med Care 1983;
3. temrinal 27: 734-44.
phase according
to clinical
judgement
Kane, J The role of RCT, parallel, to compare the effect of |diagnosis of cancer [single center[USA 1- n=263 (eligibile) 1231/6 interv. (mean) 100%|1. Cancer not specified not specified none n =152 (83 inv=|72 female in 58 (SD 12) years|anxiety, 20 chronic not specified additional anxiety measure: not specified not specified hospice care conventional inpatients, not specified 11 beds not specified VA Medical not specified not specified not specified clinical judgement of|hospice care due to hospice program not specified none none conventional care hospice team by routine practice |none none none none differences in anxiety scale, CES-D Depression no no sign effects between the two groups no sign effects intervention not clearly defined; exactly the
Chron Dis, hospice in nonblinded hospice care with and clinical n= 237 63,3 (no SD), mentionend hospice, 69 intervention / 56 |in interv, 56 (14) |depression health problems inteniews Rand Health care hospice home Center terminal prognosis |assessment and its own treatment plan Scale, health scale score and items of the sequelae same study gender bias, methodology
1986 [180] reducing the conventional care judgement of terminal participants control (mean) primary sites: controls = in control in control bereavement (list) 6weeks, 6, 12 |Insurance Study; care bereavement list remains vague
impact of progonsis (2 weeks - n= 10 drop outs 64,0 (no SD), lung (36,5), regular care) an 18 months depression: CES-D
bereavement 6 months) after enrolment range: 34-92 prostate (11,0), after death Scale, sequelae of
ENT (9,5), brain bereavement:
(7,3), others participation in
(35,6); social activities and
control : lung social contacts,
(35,5), prostate smoking habits and
(10,0), ENT alcohol
(10,9), brain consumption, use of
(7,3), others medication, bed
(36,4) disability days, work
2. not specified loss days, restricted
3. temrinal activity days,
phase according hospitilisation,
to clinical physician visits, self
judgement assessment of
health scale
Wales, J, UCLA Hospive [RCT to establih robust single center|USA 1- no real figures given, re-test reliablilties
Medical Evaluation methodology based on assumptions (24hours), the gaps in
Care, 1983 Study applied methodology of the main studies are
[181] not explained by this article despite it being

referenced as the relevant methodology
section.
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