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ABSTRACT
Background

Canadian datadescribing inpatient palliative care unit
(pcu) utilization are scarce. In the present study, we
performed aquality assessment of a24-bed short-term
pcu with a3-months-or-lesslife expectancy policy in
atertiary care setting.

M ethods

Using aretrospective chart review, we explored wait
time (wr) for admission (May 2005 to April 2006),
length of stay [Los (February 2005 to January 2006)],
and patient demographics.

Results

Thewrt datashowed 508 referrals, with 242 resulting
in admissions (92% malignant diagnoses) and 266 not
(82% malignant). The most common malignanciesin
both groups were gastrointestinal, lung, and
genitourinary. Median wt for admitted patientswas 6
days, varying with referral source, such as the same
hospital, home, or another hospital (6, 4, and 8.5 days
respectively). M ost admissions (93%) occurred in 21
or fewer days. Patient death (52%), admission to an-
other pcu (25%), and declined offer (10%) were com-
mon reasons for no admission. Median Los for 219
admitted patients was 19 days (range: 0—249 days).
Most patients (94%) died in the pcu; aminority were
discharged.

Conclusions

Many patients requiring pcu services are admitted
within afew daysof referral, especially patientswith
theleast avail able support: those at home. However,
half of the non-admitted patients die whilewaiting—
apotential areafor improvement. The Losfor admit-
ted patients complied with the 3-month “expected
lifespan” pcu policy. Results are significant, because

ensuring quality of lifefor palliative care patientsin-
cludes timely pcu access and sufficient Los to ad-
dress end-of-life needs.
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1. INTRODUCTION

In the context of end-of-life care, palliative care spe-
cializesin symptom management and the provision of
servicesto “relieve suffering and improvethe quality
of living and dying” 2. Although many patients state
that they would prefer to die in the comfort of their
own home with the support of home hospice3, others
prefer inpatient facilitiessuch asapalliative care unit
(pcu). The am of arcu isto provide holistic care by
multidisciplinary teams including doctors, nurses,
physiotherapists, occupational therapists, social work-
ers, clergy, pharmacists, and volunteers®4. To be able
to accessthistype of pcu carein Canadian hospitals, a
physicianreferral isrequired—although somefreestand-
ing hospi ces can be accessed by client self-referral.

The modern hospice movement was founded in
1967 in England by Dame Cecily Saunders; thefield
of Canadian palliative care was established by Balfour
Mount in 19745, Thus, palliationisstill arather new
concept in patient care, and rcusareasointheir early
stages and in the process of reaching their “steady
state.”

Currently, published Canadian dataaddressing rcu
utilization and the demographics of the population ac-
cessing services in these units are scarce. A greater
body of data is necessary to understand current ap-
proaches, to identify best practices, and subsequently
to make evidence-based decisions in palliative care.
Informati on concerning certain service aspects—such
aswaiting time (wt) for admission after referral, length
of stay (Los) for admitted patients, reasonsthat refer-
rals do not result in admission for some patients, and
demographic characteristics of the population requesting
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PCU services—is important for evaluating access to
Pcu services. Guidelines for an optimal Los are also
lacking, resulting in variation in pcu philosophy, such
as"2-week,” “3-month,” and “6-month” units. Jenkins
et al. reported a 21-day median Los in an Edmonton
pcu whose anticipated Los was set at 2 months 4.
Currently, Canadian studies havereported few wt data
for pcu services, leaving a novel area for investiga-
tion. Furthermore, in the light of recent evaluations
concerning waitsfor health servicesacross Canada, in-
formation related to wt for pcu servicesis pertinent.

In the present descriptive study, we set out to per-
form a quality assessment of a 24-bed pcu at the
Sunnybrook Health Sciences Centre, a tertiary care
hospital affiliated with a major cancer centre in To-
ronto, Canada. Like many other rcusin Canadian hos-
pitals and unlike acute pcus’, the Sunnybrook facility
isdesignated for terminal care of patientswith an an-
ticipated prognosis of 3 months or less. Exploration
included wt for admission, Los, and patient
demographics.

2. PATIENTS AND METHODS

Weretrospectively reviewed patient chartsand admis-
sion records. For the wt concept, we selected a 1-
year span from May 1, 2005, to April 30, 2006. This
range provided the most compl ete dataset. Similarly, a
span from February 1, 2005, to January 31, 2006, was
chosen for the Los data. The demographic data col-
lected were age, sex, primary diagnosis, and location
at thetimeof referral. Dates of referral and admission
or thereason that an admission did not take place were
collected to explore i ssues pertaining to accessto the
facility. The overall wr was calculated, as were sepa-
rate wrsfor patients coming from home, from within
the same hospital, and from other hospitals. The wt
calculations used the day that thereferral request was
received by the rcu and the day that admission was
granted. Median Los was cal cul ated using the date that
a patient received admission and the date that he or
she died or was discharged. Reasons for patient dis-
charge were noted.

3. RESULTS

Of the total 508 referrals made to the pcu during the
study period, 242 patients (48%) were admitted; there-
mai ning 266 pati ents (52%) did not receive admission.

3.1 Referrals Resulting in Admission

Of the 242 admitted patients, 48% were men. Median
age was 76 years (range: 39-97 years). Most of the
patients (n = 223, 92%) had amalignant primary diag-
nosis. The most prevalent malignancies were
gastrointestinal (colorectal, stomach, and esophageal)
at 19%, lung at 19%, genitourinary (bladder, kidney,
and prostate) at 13%, hematol ogic at 10%, and breast

at 9%. Of the 8% of patientswith non-malignant diag-
noses, themost common was cardiovascul ar disease at
47% (n = 9). Other non-malignant diagnoses were
hematologic, hepatic, renal, and neurol ogic disorders at
2 caseseach. Sourcesof patient referral (Figure 1) were
fromwithin the same hospital (61%6), from home (22%0),
and from other hospitalsinthe province of Ontario (17%0).
Tablei fully outlinesthe demographicinformation.
The median wait time between referral and ad-
mission was 6 days, ranging from same-day admission

Other Hospital
1%

- -Same-Hos

pital

Home
22%

FIGURE 1 Referral sources for patients whose referrals eventually
resulted in admission (n = 242).

TABLEI Demographicinformation for thereferred and admitted
patients

Total referrals (n) 242
Age (years)
Median (range) 76 (39-97)
Sex [% (n)]
Men 48 (117)
Malignant diagnosis[% (n)] 92 (223)
Gastrointestinal 19 (42)
Lung 19 (43)
Genitourinary 13 (29)
Hematologic 10 (23)
Breast 9(19)
Other 30 (67)
Non-malignant diagnosis[% (n)] 8(19)
Cardiovascular disease 47 (9)
Hematologic disease 10.5(2)
Liver disease 10.5(2)
Neurologic disease 10.5(2)
Renal disease 105(2)
HIV 55(1)
Unknown 55(1)
Referral from home[% (n)] 22 (53)
Wait time [days; median (range)] 4 (1-306)
Referral from same hospital [% (n)] 61 (147)
Wait time [days; median (range)] 6 (0-289)
Referral from other hospital [% (n)] 17 (42)
Wait time [days; median (range)] 8.5 (1-98)
Overall wait time[days, median (range)] 6 (0-306)
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to admission at 306 days. Median wt varied according
to the source of thereferral: 4 daysfrom home, 6 days
for patientsreferred from Sunnybrook Health Sciences
Centre, and 8.5 daysfor referralsfrom another hospi-
tal. Patientsadmitted within 24 hours of referral consti-
tuted 15% of the sample. Almost half the patients (n =
117, 48%) were admitted within 5 days, and 93% (n=
224) werein the pcu within 21 days (Figure 2).

A small number (n = 11) of chartsindicated that
the patient or the patient’s family refused the first of -
fer, but accepted an offer at alater date and received
admission. Thedatesof theinitial offerswerenot avail-
able. However, thedates of the actual admissionswere
available, and although the resulting wt appeared per-
hapsunusually long for 2 patients, thoserecordswere
not excluded from the median wt calculationsto avoid
potential biasin the results. Because the rest of such
first-offer refusals (n = 9) did not result in longer wts
and because some of the longest wrsdid not indicate
areason for the length of thewait, our consensuswas
that notes of afirst offer refusal in patient recordswere
not sufficient for exclusion of such records.

3.2 Referrals Not Resulting in Admission

The no-admission patient pool camefrom the same co-
hort as the patients who received admission, and this
group wassimilar to the admitted group in age (median:
73 years, range: 25-102 years) and sex (50% men). The
cancer diagnosesin the non-admitted patient group were
similar indistributionto thoseintheadmitted group (lung,
22%; gastrointestinal, 17%; genitourinary, 13%;
gynecologic, 10%). Cardiovascul ar disease contributed
44% (n = 17) of the non-malignant diagnoses, and neu-
rologic disorders accounted for 33% (n = 13). Table1
and Figure 3 indicate the demographic profile of this
patient group. Figure 4 shows the reasons that admis-
sionsnever took place, including patient death (n= 137,
52%), admission of the patient to another rcu (n= 67,
25%), achoiceto declinethe offer (n=27, 10%), or a
change in patient status [for example, deciding to
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FIGURE 2 Waiting time distribution [n= 242 (non-admitted patients
excluded)].

postponethercu referral (n= 25, 9%)]. Of the patients
who died waiting (n=137), 77% (n= 106) had acancer
diagnosis, and 19% (n = 26) had anon-malignant diag-
nosis. In 4% (n=5), thediagnosi swas unknown.

3.3 Length of Say

Between February 1, 2005, and January 31, 2006, 219
patientswere admitted to the rcu. Asmight be expected,
the demographic profile of thisgroup wassimilar to that
of the group of admitted patients described earlier. Ta-
ble i provides detailed demographic information.

The median Los in the pcu was 19 days, ranging
between 0 (death on the day of admission) and 249
days. Most patients (n = 206, 94%) died in the pcu; a

Same Hospital
35%

Other Hospital
42%

23%

FicURe 3 Referral sourcesfor patientswhosereferralsdid not result
in admission (n = 266).

TABLE Il Demographic information for patients referred, but not
admitted

Total referrals (n) 266
Age (years)
Median (range) 73 (25-102)
Sex [% (n)]
Men 50 (132)
Malignant diagnosis[% (n)] 82 (217)
Lung 22 (47)
Gastrointestinal 17 (36)
Genitourinary 13 (28)
Gynecologic 10 (22)
Breast 8 (18)
Other 30 (66)
Non-malignant diagnosis[% (n)] 15 (39)
Cardiovascular disease 44 (17)
Neurologic disease 33(13)
Liver disease 8(3)
Renal disease 5(2)
Hematologic disease 26(1)
HIV 26(1)
Lung disease 26()
Spinal injury 26(1)
Unknown diagnosis[% (n)] 3(10)
Referral from home[% (n)] 23 (62)
Referral from same hospital [% (n)] 35(94)
Referral from other hospital [% (n)] 42 (110)
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FIGURE 4 Reasonsfor no admission after referral (n = 266). pcu =
palliative careunit.

TaBLE I Demographic information for the length-of-stay patient
group

Total admissions (n) 219
Age (years)
Median (range) 77 (39-97)
Sex
Men [% (n)] 45 (99)
Malignant diagnosis[% (n)] 91 (199)
Gastrointestinal 20 (39)
Lung 14 (28)
Genitourinary 13 (26)
Hematologic 11.5(23)
Breast 8(16)
Other 33.5(67)
Non-malignant diagnosis[% (n)] 9 (20)
Cardiovascular disease 45 (9)
Neurologic disease 15(3)
Renal disease 15(3)
Liver disease 10 (2)
Hematologic disease 10 (2)
HIV 5(1)
Died [% (n)] 94 (206)
Length of stay [days; median (range)] 19 (0-249)

Discharged [% (n)] 6 (13)
Length of stay [days, median (range)] 77 (12-232)

small number (n = 13, 6%) were discharged. Patients
dying in the rcu had amedian stay of 19 days, ranging
from O to 249 days. Interestingly, 7% (n = 15) of the
admitted patientsdied inthefirst 24 hours. Almost one
third (n = 62, 30%) died in the first week, and two
thirds (n= 130, 63%0) died within 4 weeks. By 3 months
(12 weeks), 91% (n = 188) of the patients had died.
Figure 5 shows the distribution of Los before death.
The 13 patients who were discharged from the pcu
had amedian stay of 77 days, ranging from 13 to 232
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FIGURE 5 Length of stay before death [n= 219 (discharged patients
excluded)].

days. Thereasonsfor dischargeincluded transfer to a
preferred rcu location (n = 1), a switch to more ag-
gressivetreatment (n = 1), and extended survival or an
improvement in condition (n= 11, 5%). Of theselatter
11 patients, only 1 wasdischarged home; therest were
discharged to other long-term care facilities. Dataon
subsequent outcome of the discharged patients were
unavailable.

4. DISCUSSION AND CONCLUSIONS

Current statistics indicate that 1 in 4 Canadians will
dieof cancer and that approximately half of newly di-
agnosed patients eventually die of their disease®. Di-
agnosisand treatment of cancer often brings numerous
symptoms, including painin 80% of patients®. Symp-
toms have atendency to increase in both number and
severity with approaching death 1911, making palliative
carewith the option of inpatient pcu admission acriti-
cal service for patients in the terminal phase of their
illness. Most patients referred to our rcu (both admit-
ted and not admitted) had amalignant diagnosis, which
accords with other available Canadian studies**2. In
our pcu, the most common cancers were lung and
gastrointestinal, followed by genitourinary and then
hematol ogic and gynecol ogic cancers. Similarly, Jenkins
et al. and Brueraet al. both reported that gastrointestinal
and lung cancerswere the most prevalent diagnosesin
admissions to rcu, followed by breast, genitourinary,
hematol ogic, and gynecol ogic malignancies*2,

Duration of wait for admission to arcu after phy-
sician referral is an area of Canadian health care re-
search that has not been previously addressed. A study
of an acute 12-bed pcu (anticipated stay of lessthan
2 weeks) by Zimmermann et al. found a wt of 0-3
days’, although patient turnover in this setting would
be expected to be faster than that in afacility desig-
nated for longer staysand terminal care.

Our pcu grantsadmissionsin the order of referral
receipt, with the exception of patients coming from
home, who receive higher priority. Median wt was
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consistent with the assigned priority: it was consider-
ably shorter (4 days) for patients coming from home
thanfor inpatients (6 and 8.5 daysfor same-institution
and outside-institution referral srespectively). Bruera
et al. found that their patient sample consisted mostly
of elderly individuasliving a one; however, even when
themain caregiverswereidentified, 58% were unable
to provide sufficient care at home because of their own
health issues®. Although we did not specifically col-
lect this type of information, similar situations may
have been relevant to our patients, because their me-
dian age ranged from 73 to 77 years. Evidently, pcu
careis ahelpful alternative to dying at home, and in
fact, Bruera et al. found that as many as 90% of 125
surveyed patients admitted to arcu did not want to die
at home 12,

Two thirds of the referred patients who received
admission waited 1 week or less, and most of the ad-
missions (93%) occurred within 3 weeks. However,
just over half thereferralsthat did not result in admis-
sion were unsuccessful because of patient death. Our
study al so found that many patientsdied shortly after
admission. Among admitted patients, 7% died in the
pcu in the first 24 hours after admission; by 1 week,
30% had died. This finding suggests that referral for
PCU care may occur too late, possibly in part because
of inadequate awareness about palliative services. Simi-
lar conclusions have been madein anumber of studies
addressing barriersto palliative care access131°, and
programs such as Living L essons have been set up to
increase public awareness of palliative care 16,
Schockett et al. found that late referral to end-of-life
care, such asto outpatient hospicein the United States,
was positively associated with lower patient and fam-
ily satisfaction with care!*. This preliminary indica-
tion of reduced benefit, which may also apply to
paliative carein Canada, supportsthe preparation pro-
grams mentioned earlier. Furthermore, because half
of referred patientswho did not receive admission died
whilewaiting, expanding the number of bedsin the 24-
bed unit and partnering with an acute pcu may be prac-
tical solutions. Such outcomes may be of interest to
Canadian hospitals and cancer centres currently con-
sidering opening a rPcu.

The median Los in our study was 19 days, which
isconsistent with other availabl e studies. A number of
U.S. studieslooking at outpatient hospice utilization
have examined the duration of end-of-life care, find-
ing that the median generally ranges between 3 weeks
and 1 month 13151719 |n a Canadian study from Ed-
monton, Alberta, Jenkins et al. retrospectively exam-
ined characteristics of an inpatient pcu with an
anticipated Los of 2 months and reported that, in a
sampl e of 106, the median length of stay was 21 days,
ranging between 0 and more than 200 days*. The au-
thors suggested that patients may be able to manage
their own care until the very final stages of their ill-
ness before requiring institutionalization*. In compari-
son, themean Loswas 11 daysat an acute pcu (designed

predominately for acute symptom management) in
Toronto, where the maximum Los is set at 2 weeks”.

In our pcu, Los complied with the 3-month “ex-
pected lifespan” policy, with 91% (n = 188) of deaths
occurring within 12 weeks of admission. However, 9%
occurred after 3 months. Inability of family members
to provide adequate support at home, lack of homecare
inthe patient’s geographic location, and complexity of
carerequired are all factorsthat may account for longer
durationsof stay. Suchfactorsarealsoreflected infind-
ingsfrom Brueraet al., who wrotethat “likelihood for
discharge[asdetermined by their palliative care team]
was poor in 82% of cases, even if adequate symptom
control had been achieved,” especially as aresult of
low family support and lack of appropriate health care
services 12,

Eleven patients (5%) were discharged because of
symptom stabilization and longer-than-expected sur-
vival, and 1 patient switched to activetreatment. This
outcomeisanalogousto that in the Edmonton study by
Jenkinset al., inwhich 5% of patientswere also trans-
ferred tolonger term palliative care, and 2% moved to
active treatment 4.

Current literature has suggested the need for care-
ful evaluation of all aspects of palliative care?°. The
results of our descriptive study are significant for pa-
tient care, because timely accessto end-of-life health
careisimportant for patientsin the terminal phase of
their illness, especially for those with little support at
home. Additionally, arcu stay that allows sufficient
timeto address symptoms and well-being inaholistic
manner isimperativefor provision of quality pcu care.
To further addressthe need for eval uation of rcu serv-
ices, future studies approaching patientsand their fami-
lies to assess their satisfaction with pcu services are
warranted.
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