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Abstract

Introduction: With this comprehensive study, we aimed to contribute to the integration process
of palliative care (PC) to emergency departments (ED) by determining ED patients needing PC,
with the help of a new screening method and assessment with the Screen for Palliative and End-
of-Life Care Needs in the emergency department (SPEED), Karnofsky performance scale (KPS),
and Edmonton Symptom Assessment Scale (ESAS).

Material and methods: Patients who were admitted to the ED between 2015 and 2017 were in-
cluded in this prospective study. The study form included the following variables: demographic
information, duration of diagnosis, PC follow-up, consultation status, and the outcome in ED.
SPEED, KPS, and ESAS were applied to the patients.

Results: The study was carried out with the participation of 150 patients. The mean score of the
patients on the KPS was 43.13. The most common symptoms observed in patients were fatigue,
pain, anorexia, and nausea, respectively. It was determined that patients who did not receive
home healthcare were more likely to feel tired, sad, and anxious, and the SPEED levels of these
patients were found to be higher.

Conclusions: The present study is the first to identify the group of ED patients requiring PC and
to determine and accordingly evaluate the current state and symptoms of this patient group using
scales. Accordingly, it would be a correct approach to apply ESAS and KPS to patients in order to
better evaluate the symptoms present in ED. At the same time, it was determined that home heal-
thcare services play an important role in PC.
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INTRODUCTION

According to the definition of the term by World
Health Organisation in 2006, palliative care (PC)
is an approach that improves the quality of life of
patients and their families facing the problems as-
sociated with life-threatening illness, through the
prevention and relief of suffering by means of early
identification and impeccable assessment and treat-
ment of pain and other problems, physical, psycho-
social, and spiritual” [1]. The main principle in PC
is the early recognition and symptomatic treatment
of patients with advanced disease and ongoing pro-
gression, as well as applications aiming to ensure
that the relatives of the patients may also overcome
this process easily [2]. The enhanced importance of
the necessary care and treatment provided to in-
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curable patients with life-threatening diseases has
made it possible for PC to gain ground in other fields
of medicine despite being a new discipline [3].
Today in Turkey there are no PC services offered
by specialist groups integrated with the health sys-
tem, who have received training specific to this area.
In a study conducted by Wright et al. in 2006, Turkey
is stated within the group of countries identified as
having no structured activities of hospice/PC or yet
to be sufficient in the discipline, on the map asserting
the development of hospice-PC across the globe [4].
Bingley and Clark declared in a study conducted
in 2008 that comparatively evaluated the develop-
ment of PC services in 6 countries (Israel, Turkey,
Palestine, Cyprus, Egypt, and Jordan) who were
members of the Middle East Cancer Consortium
(MECC), which Turkey joined in 2004; they stated
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that a total of 69 PC services were recognised be-
tween 2005 and 2006, amounting to 0.42 PC services
per million individuals when divided by the total
population of the member countries (162.9 million).
This rate reveals the demand for PC services to
a large extent in the member countries of the MECC
[5, 6]. Especially since the beginning of 2013, PC has
gained importance by our Ministry of Health, and as
of 2016 there are 168 PC centres with 1898 beds in 68
provinces in our country [7].

The emergency department (ED) visits of PC
patients is gaining importance steadily due to the
increase in elderly population and advanced stage
diseases [8]. The main principle of emergency medi-
cine is to provide immediate and precise solutions to
complications; in this context, it does not fully coin-
cide with PC [9]. While in the ED, intensive and im-
mediate operation is always essential, it is possible
for the emergency physician to provide the neces-
sary care to this special group of patients with suffi-
cient knowledge and skills [10, 11].

Given all this, ED is one of the indispensable
components of PC. Although there are many stud-
ies abroad in the interest of accomplishing complete
evaluation and treatment of PC patients in ED, stud-
ies in this area are very limited in our country. With
this comprehensive study, we aimed to contribute
to the integration process of PC to ED by determin-
ing the group of patients admitted to the ED, who
were in need of PC with the help of a new screening
method and by analysing their needs and symptom
severities with the Screen for Palliative and End-
of-Life Care Needs in the Emergency Department
(SPEED), Karnofsky performance scale (KPS), and
Edmonton Symptom Assessment Scale (ESAS).

MATERIAL AND METHODS

A total of 150 patients aged 18 years and over, who
were admitted to the ED of Gaziosmanpasa Univer-
sity Faculty of Medicine Hospital between the dates
of December 1% 2015 and February 1% 2017, were in-
cluded in this prospective study, which obtained an
Ethics Committee permit. In the province where the
present study was conducted, there is an outpatient
PC unit, a medical oncology and radiation oncolo-
gy unit, and an inpatient PC service connected to
the public hospital. Additionally, home healthcare
services also provide care services for patients with
chronic diseases. The patient group that provided
the first step of the 3-step screening model belong-
ing to a study titled “Content validation of a novel
screening tool to identify emergency department
patients with significant palliative care needs” was
also included in our study [12].

Medi/jc%no
@)

The study form included the following variables:
demographic information (age, gender) of the pa-
tients, duration of diagnosis, whether there is PC
follow-up, whether they receive home healthcare
services or financial support from the government
due to their illness, ED follow-up duration, wheth-
er consultation is requested, and the outcome of
follow-up in ED (discharge, clinical hospitalisation,
intensive care unit (ICU) hospitalisation, death). In
addition to this demographic information, SPEED,
KPS, and ESAS were applied to the patients.

The analysis of the study was prepared using IBM
SPSS 20 and Excel 2010 version. Frequency (F) and
percentage values of all variables were calculated.
The Kolmogorov-Smirnov test was used to test the
normality assumptions of the scales. In compara-
tive analysis, Kruskal-Wallis H test, Mann-Whitney
U test, and Pearson y?* test were used. Subsequent-
ly, a difference was observed as a result of the Kru-
skal-Wallis H test; thereafter, the Mann-Whitney
U test was applied to find out from which groups
the difference originated.

RESULTS

Frequency and percentage distributions of the in-
formation gathered from the patients are given in
Table 1. According to this, 44% of the patients were
female and 56% were male. 6.70% of the patients
were between the ages of 18 and 45 years, 35.30%
between the ages of 46 and 65 years, and 58% were
aged 66 years and over. 30% of the patients had PC
unit follow-up. It was observed that 27.30% of the
patients received home healthcare services. 28.70%
of the patients stated that they received financial
support from the government due to their illness.
It was determined that after admission to the hospi-
tal, 42.70% of patients stayed between 1 and 4 hours
in the ED and 57.30% between 4 and 24 hours. Con-
sultation was requested for 59.30% of the patients.
51.3% of patients visiting the ED were discharged,
34% were hospitalised in the ED and 13.3% in the
ICU, while 1.3% of the patients died.

The mean =+ standard deviation value of the
scores obtained by the patients on the KPS scale was
calculated as 43.13 + 13.86. It was observed that the
patients were predominantly in need of constant
special help and care.

Patients were evaluated according to ESAS. Ac-
cordingly, fatigue in 88.7% of patients, pain in 74%,
anorexia in 72%, nausea in 64%, sadness in 60.7%,
anxiety in 60%, insomnia in 54.7%, dyspnoea in
51.3%, numbness in the hands of 40.7%, mouth sore
in 36.7%, and changes in the skin and nails in 26.7%
were observed. The findings of the Mann-Whitney
U test performed for the comparison of ESAS in
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Table 1. General info of patients

Parameter F o
Gender

Female 66 44.00

Male 84 56.00
Age (years)

18-45 10 6.70

46-65 53 35.30

66 and over 87 58.00
Diagnosis

Advanced dementia or CNS disease 39 26.00

Cancer 82 54.66

ESRD 8 538

End-stage COPD (stage 4) 5 333

End-stage cardiac failure 3 2.00

ESLD 10 6.66

Septic shock, multiple organ failure 0 0

Other 3 2.00
Time of diagnosis

Less than 6 months 31 20.70

6 months — 5 years 81 54.00

More than 5 years 38 25.30
PC unit follow-up

Yes 45 30.00

No 105 70.00
Reason for no follow-up

Not aware of PC services 97 92.38

Other 8 7.61
Home healthcare services receival status

Yes 4] 27.30

No 109 72.70
Financial government support

Yes 43 28.70

No 107 71.30
Care giver

1s'"degree relative 147 98.00

Other 3 2.00
Existence of any other disease

Yes 83 55.30

No 67 44.70
Duration of stay in ED

1-4 hours 64 42.70

4-24 hours 86 57.30
Consultation status

Yes 89 59.30

No 61 40.70
Outcome

Discharge 77 51.30

Clinical hospitalisation 51 34.00

Intensive care hospitalisation 20 13.30

Death 2 1.30

F —frequency, CNS — cenfral nervous system, ESRD — end-stage renal
disease, COPD - chronic obstructive pulmonary disease, ESLD —end-
stage liver disease, PC - palliative care, ED —emergency department.
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terms of KPS are given below (Table 1). The differ-
ence between the average scores of patients used
for determining KPS and the average rankings of
the following ESAS: dyspnoea (p = 0.014 < 0.05),
changes in the skin and nails (p = 0.045 < 0.05), and
numbness in the hands (p = 0.012 < 0.05), was statis-
tically significant. According to the findings, KPS of
patients without dyspnoea, changes in the skin and
nails, and numbness in the hands were higher than
the observed patients.

The findings of comparing the ESAS info of the
patients using Pearson 2 test according to their sta-
tus of receiving home healthcare services are given
in Table 2.

It was determined that the percentage of patients
experiencing sadness was 43.90% in those receiving
home healthcare services, while it was 67% in pa-
tients who did not receive home healthcare services
(p = 0.010 < 0.05). It was observed that 43.90% of the
patients who received home healthcare services and
66.10% of the patients who did not receive home
healthcare services felt anxiety (p = 0.014 < 0.05).
Dyspnoea was present in 65.90% of patients who
received home healthcare services and in 45.90%
of patients who did not (p = 0.029 < 0.05). Numb-
ness in the hands was an experienced symptom in
53.70% of the patients who received home health-
care services and in 35.80% of the patients who did
not (p = 0.047 < 0.05). Results of the Pearson y? test
performed showed that there was a statistically sig-
nificant difference between patients who received
and did not receive home healthcare services, in
terms of feeling sad and anxious, having dyspnoea,
and experiencing numbness in the hands (lable 3).

The results of the Mann-Whitney U test performed
to compare the SPEED scores of patients in terms
of their home healthcare service receival status are
presented below (Table 4). As a result of the Mann-
Whitney U test, the difference between the mean
score of the patients for determining the SPEED
and the average of rankings regarding whether they
receive home healthcare services or not was found
to be statistically significant (p = 0.015 < 0.05). Ac-
cording to the findings, it was found that patients
who received home healthcare services at home had
higher SPEED performance scores.

DISCUSSION

Palliative care, despite being a new discipline, has
rapidly established itself in other fields of medicine.
The foremost reason for the rapid development of
this movement is that it is becoming increasing-
ly crucial today to provide the necessary care and
treatment to life-threatening and untreatable pa-
tients [13]. At present, ED admissions of PC patients
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Table 2. Findings regarding comparison of Edmonton Symptom Assessment Scale data according to home healthcare

service receival status of patients

Symptoms Groups F (receives home F (does not receive % (receives % (does notreceive P-value 2
healthcare home healthcare home healthcare home healthcare
services) services) services) services)
Pain Yes 28 83 68.30 76.10 0.328 0.955
No 13 26 31.70 23.90
Fatigue Yes 31 102 75.60 93.60 0.002 9.572
No 10 7 24.40 6.40
Nausea Yes 25 71 61.00 65.10 0.636 0.224
No 16 38 39.00 34.90
Sadness Yes 18 73 43.90 67.00 0.010 6.645
No 23 36 56.10 33.00
Anxiety Yes 43.90% 66.10% 43.90 66.10 0.014 6.092
No 23 37 56.10 33.90
Insomnia Yes 21 61 51.20 56.00 0.603 0.271
No 20 48 48.80 44.00
Anorexia Yes 30 78 73.20 71.60 0.845 0.038
No 11 31 26.80 28.40
Dyspnoea Yes 27 50 65.90 45.90 0.029 4.762
No 14 59 34.10 54.10
Change Yes 12 28 29.30 25.70 0.659 0.195
nskin No 29 8l 70.70 74.30
Mouth sore Yes 16 39 39.00 35.80 0.713 0.135
No 25 70 61.00 64.20
Numbness Yes 22 39 53.70 35.80 0.047 3.947
nthe hands 19 70 46.30 64.20

F - frequency.

is gaining importance day by day due to the increase
in the elderly population [14]. In our study, in ac-
cordance with the literature, the vast majority of pa-
tients were aged 66 years and over [14, 15].
Pursuant to comparing ESAS by age, the feeling
of nausea in patients varied in accordance with their
age. As a result of the evaluation regarding the feel-
ing of sadness and anxiety, it was determined that
patients aged 66 years and over had less sense of sad-
ness and anxiety compared to patients in other age
groups. Considering the current socio-cultural and
religious structure of our country, it can be an indi-
cation that the idea of fate and submission predomi-
nates with age, and as a result the consequences aris-
ing from the disease are accepted with less difficultly.
In our country, PC is a relatively recent subject,
and its evolution is yet to be completed. In a study
conducted by Turgay et al., 53.7% of healthcare pro-
fessionals stated that they did not receive PC-relat-
ed training, and in the same study, the specialists
argued that PC services should only be provided
on a hospital basis [16]. Since 2013, innovations in
this field have taken place in our country, and PC
units have been introduced to hospitals. Although
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there are two PC units in our city, in the present
study it was found that the majority of patients did
not receive PC follow-ups and further investigation
revealed the reason to be that patients were not in-
formed about these centres. This is an indication that
as yet there is no public awareness about PC. First
and foremost, PC education in Faculties of Medicine
may help raise the awareness among physicians,
and providing information about PC through public
education may increase the use of existing centres.
Palliative care patients complain of many symp-
toms caused by the disease itself or the treatment
[17]. The symptoms with which these patients are
presented to the ED include pain, shortness of
breath, major bleeding, acute function loss, bleeding,
seizure, and delirium [18]. In a study, it was report-
ed that PC patients were most frequently admitted
to ED with complaints of pain, nausea, vomiting, fa-
tigue, and insomnia; while in a study conducted by
Weise et al., it was noted that the most common com-
plaints were mainly respiratory distress followed by
pain, syncope, and fractures [19, 20]. Although pain
was stated among the most common symptoms in
the aforementioned studies, in the present study,
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Table 3. Comparison of Edmonton Symptom Assessment
Scale in terms of Karnofsky performance scale

Symptoms Groups n Ranking Mann- P-value
Whitney
U test

Pain Yes 111 74.50 2054 0.629
No 39 78.33

Fatigue Yes 133 77.50 865 0.108
No 17 59.88

Nausea Yes 26 75.81 2652.5 0.906
No 54 74.95

Sadness Yes 21 77.13 2536 0.559
No 59 72.98

Anxiety Yes 90 76.54 2606.5 0.714
No 60 73.94

Insomnia Yes 82 74.70 2722 0.799
No 68 76.47

Anorexia Yes 108  72.07 1898 0.114
No 42 84.31

Dyspnoea Yes 77 84.19 2171 0.014
No 73 67.26

Change Yes 40 79.96 1738.5 0.045

in skin

and nails No 110 63.70

Mouth sore Yes 55 68.02 2201 0.101
No 95 79.83

Numbness Yes 61 82.97 2072 0.012

in the hands
No 89 64.72

Table 4. Comparison of Screen for Palliative and End-of-Life
Care Needs in the emergency department scale accor-
ding to home healthcare service receival status of patients

SPEED n Ranking Mann-  P-value
performance Whitney

scale U test

Receives home 4] 89.60 1656.5 0.015
healthcare

services

Does notreceive 109 70.20

home healthcare
services

SPEED - Screen for Palliative and End-of-Life Care Needs in the
emergency department.

it was found that the most common symptom in pa-
tients was asthaenia (88.70%), followed by pain and
anorexia (74.00%, 72.00%). These findings coincide
with a study conducted by Siiren et al. [21]. Although
in the literature there are not many studies to make
a thorough comparison, it can be said that the pa-
tients taking part in the present study are more effi-
cientin pain management compared to other studies.

When patients are evaluated with KPS, it is seen
that a significant ratio of them need constant special
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help and care. Although in the literature there is no
consensus on the determination of patients in need
of PC, there is an agreement that it is unfit to limit
PC to only end-of-life care. However, our findings
suggest that the need for PC is most frequently asso-
ciated with the terminal period of disease by our so-
ciety. Public education and briefings on PC can help
solve this problem [22].

The Edmonton Symptom Assessment Scale data
were evaluated in terms of KPS. In view of this, pa-
tients with dyspnoea, changes in the skin and nails,
and numbness in the hands appeared to have a low-
er KPS score compared to patients who did not ex-
perience these symptoms. According to the results,
shortness of breath is observed to decrease the per-
formance of patients considerably. This complication
can be improved by providing oxygen therapy at
home to patients in need. In a study, it was reported
that need for supplemental oxygen in patients is one
of the leading reasons for admission to the ED [20].
Regarding the principles of PC, it does not aim to en-
sure that every patient is admitted to the hospital. In
this sense, the presence of home healthcare services
provides convenience for our country. Once patients
start to benefit from this system, procedures such as
IV medication and bladder probe replacement can
be provided with home care, as well as help dismiss-
ing the sense of forlornness and anxiety of patients.
Similarly, in our study, as a result of comparing the
ESAS according to whether they received home
healthcare services or not, it was determined that
patients who did not receive home healthcare ser-
vices felt more tired, sad, and anxious. In the pres-
ent study, it was also seen that the patients who re-
ceived home healthcare services had higher SPEED
performance scores. It was reported in a study that
patients who received home healthcare services
preferred to die at home and had a lower ratio of
ED admissions [23]. In a study conducted by Weise
et al., it was observed that most of the PC follow-up
patients with cancer, who called emergency services
with crisis symptoms wished to continue their care
at home instead of being admitted to an ED [20]. In
a study conducted by Basol et al., it was observed
that among late-stage cancer patients, the rate of re-
current applicants for ED not receiving PC services
is higher than those receiving these services [24].
The main issue concerning PC patients is that if they
do not have a certain physician monitoring them,
they feel a sense of forlornness. The aforementioned
condition contributes to an increase in ED admis-
sions. Home healthcare services play an important
role in dispelling this sense of forlornness. As our
study demonstrates, receiving home care services
significantly reduces the feeling of sadness and anx-
iety in patients. Home healthcare is a crucial compo-
nent of all the recommended PC systems.
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CONCLUSIONS

The present study is the first to define the patient
group who were admitted to the ED and were in
need of PC, and to evaluate the current state and
symptoms of this patient group with scales. Accord-
ingly, it would be a correct approach to apply ESAS
and KPS to patients in order to better evaluate the
symptoms present in the ED. At the same time, it
was determined that home healthcare services play
an important role in PC.

The authors declare no conflict of interest.
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