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ABSTRACT
Introduction: It is essential to comply with palliative care philosophy during
consultations for hospitalisation purposes between specific medical branches
and specialised palliative care services (SPCS). We aimed to evaluate the
patients who were admitted or consulted to the palliative care service with a
palliative care approach.



Materials and Method: This descriptive study is based on retrospective
review of data. The consultation requests delivered to the SPCS between
December 1, 2019 and December 1, 2020 were evaluated through the hospital
archive. The number of consultation requests delivered to the SPCS from
other departments for hospitalisation purposes, demographic characteristics
of patients, their acceptance and rejection rates, and reasons for which these
decisions were made were examined.
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Results: Of the total 394 consultation requests, 53.6% (n = 211) were for
males. The acceptance rate was 40.9% (n = 161). The most common primary
diagnosis category was gastrointestinal cancers (21.6%), the most common
consulting branch was emergency department (44.6%), the most common
reason for rejection (53.2%) was the patient’s acute problems and the most
common reason for acceptance was the need for nutritional support with a
rate of 64.0%.
Conclusion: It has been determined that most of the consultations requests
were not accepted. It is necessary to use SPCS more effectively.
Keywords: Consultation; Palliative Care; Patient Admission.
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INTRODUCTION
A very few health centres, especially oncology
centers, in the world have specialised palliative care
services (SPCS) and accession to this health service
is difficult, therefore the selection of patients for referral to the SPCS is of critical importance. Biopsychosocial approaches to increase the comfort of patients and their relatives should be presented on a
medical basis. It is essential to comply with palliative
care philosophy during consultations for hospitalisation purposes between specific medical branches
and SPCS (1,2). In every respect, this approach contributes remarkably to patients, their relatives, hospital–staff, hospital resources, and the government.
Patients who are bedridden, do not have curative
treatment, have difficulty in controlling physical and
emotional symptoms, and need support from others are evaluated by the palliative care team. Hospitalization is provided for patients who are decided
that inpatient care will be beneficial to the person or
their family (3).
There is no consensus on who, when, on whom
and how should palliative care be given. In this regard, approaches may vary according to the attending clinic (4). In our hospital, SPCS was managed by
the family medicine clinic during the study period.
Palliative care is an area where holistic care, one of
the basic principles of family medicine, is applied
effectively. With this holistic perspective, it requires
a person-centered approach towards the individual,
family and society, and these features form part of
the core competencies of the family medicine discipline. Thus, family physicians have an important
role in providing patients with access to SPCS (5,6).
The SPCS in our hospital has a capacity of 24
beds and provides services to approximately 4,000
adult patients registered to home healthcare services affiliated to the provincial health directorate, as
well as adult patients who have not yet been registered with home healthcare services, but are receiving treatment in different clinics within the hospital.
The requests for consultation are received from oth-

er branches in the hospital or directly from home
healthcare services.
There are not enough studies in the literature on
the suitability of consultations for SPCS, they also
focused on the timing of the consultation. The aim
of this study is to evaluate the patients who were
admitted or consulted to the palliative care service
with a palliative care approach.
MATERIALS AND METHOD
Study design and participants
This descriptive study is based on retrospective
review of data. All of the consultation requests delivered to the SPCS of Samsun Education and Research Hospital between December 1, 2019 and
December 1, 2020 is evaluated through the hospital
archive. There is no data loss, all available data have
been evaluated.
The number of consultation requests delivered
to the SPCS from other departments for hospitalisation purposes, the demographic characteristics of
patients, their acceptance and rejection rates, and
the reasons for which these decisions were made
were examined. Conditions such as urinary tract
infections, acute upper/lower respiratory tract infections, acute coronary syndrome and stroke, that
develop independent of the primary diagnosis were
regarded as acute problems, and thus consultation
for hospitalisation purposes were not accepted.
The patients were categorised into age groups
as 18–64 years, 65–74 years (young old), 75–84 years
(advanced old) and 85 years and older (very advanced old) (7).
Statistical Analysis
All data were evaluated using the SPSS version
20.0 software package. Descriptive statistics consisted of number, mean, standard deviation, and
percentage. Chi-Square test was used to determine
the relationship between the groups. The level of
statistical significance was set to a p-value of less
than 0.05.
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Ethical Considerations
Approval was granted by the local non-interventional clinical research ethics committee with a protocol number GOKA/ 2020/ 7/ 11.
RESULTS
Of the total 394 consultation requests, 53.6% (n =
211) were for males and 46.4% (n = 183) were for
females. The mean age was 72.3 ± 13.5 years. The
acceptance rate was 40.9% (n = 161). The acceptance rate in females (49.2%) was statistically higher
than in males (33.6%) (p = 0.002).
The most common primary diagnosis category
was gastrointestinal cancers (21.6%) (Table 1). The
most common consulting branch was emergency
department (44.6%), there was no relationship between consultation branch categories and SPCS

admission (p = 0,357) (Table 2). When these branch
categories were reduced to two as hospital services and home health services, no relationship was
found between them (p= 0.451). The most common
reason for rejection (53.2%) was the patient’s acute
problems and the most common reason for acceptance was the need for nutritional support with a rate
of 64.0% (Table 3). The number of consultation requests was the highest in October (14.0%, n = 55)
(Figure 1). The female gender was predominant after the age of 75 (p <0.001) (Figure 2). The result of
the consultation was also not found to be related to
the month (p = 0.330).
DISCUSSION
This study provides important data in terms of evaluating the appropriateness of consultations to SPCS
and emphasizing the importance of integration

Table 1. Primary diagnoses categories of patients consulted
Primary diagnoses categories
Gastrointestinal cancers
Respiratory cancers
Other cancer diagnoses
Cerebrovascular accident
Alzheimer’s disease and dementia
Other non-cancer diagnoses
Total

n
85
73
67
59
57
53
394

%
21.6
18.5
17.0
15.0
14.5
13.5
100

Table 2. Branch categories that make consultations according to admission status
Branch categories

Rejection

Total

n

%

n

%

n

%

Emergency department

63

35.8

113

64.2

176

100

Intensive care units

63

48.8

66

51,2

129

100

Internal clinics

23

38.3

37

61.7

60

100

Surgical clinics

8

36.4

14

63.6

22

100

Home healthcare services

4

57.1

3

42.9

7

100

161

100

233

100

Total

44

Acceptance

P value

0,357
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Table 3. Reasons for rejection and acceptance of consultations
Rejection
Presence of acute illnesses
Lack of spare beds
COVID-19 rule out
Treatment rejection
Other
Total
Acceptance
Nutritional support
Wound care
Pain control
Respiratory palliation
Other
Total

with home health services. While the importance of
referring patients and the time of their referral to
SPCS in the early stages is frequently mentioned in
the literature, it is intended to draw attention to the
unwarranted consultations received by the SPCS by
considering the subject from a different perspective.
Similar to the studies conducted in Belgium,
Canada and Australia, most of our patients had

Figure 1. Distribution of consultations by months

n
124
59
13
10
27
233
n
103
20
19
13
6
161

%
53.2
25.3
5.6
4.3
11.6
100
%
64.0
12.4
11.8
8.1
3.7
100

been diagnosed with cancer (8-10). Although pain
palliation has been reported as the main reason
for consultation in the literature (11-13), our study
reports nutritional support as the main reason. The
prominence of pain palliation in the literature may
be due to the fact that SPCSs are generally found in
oncology hospitals however our hospital is a multidisciplinary organization. Another study conducted
in our country also reported nutritional support as
the main reason (14).
Figure 2. Relationship of gender with age categories
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The efforts towards providing curative medical
therapies are futile during the transition to end-oflife period (15). Palliative care should definitely focus on needs and not on prognosis. When focusing
on chronic complaints, more primary and secondary
gains can be obtained in palliative care (4). It has
been shown that considering consultation to SPCS
for eligible patients without any delay increases patient and family satisfaction and consequently reduces health expenditures (16-18).
Several studies report that consultation requests
to SPCS are most commonly received from oncology units (19,20). Consultation requests received
from home healthcare services, which should be
coordinated with SPCS, are also important. This
integration also provides cost-effectiveness (14).
Regardless of whether the patients are bedridden
at home or elsewhere, patients in need of palliative
care should be referred to SPCS for the assessment
of their complaints rather than to an emergency
room or a specific specialist. Brumley et al. reported
that palliative care in the home setting reduces the
number of admissions to the emergency department (21). However, the consultation requests to
our department were most frequently received from
the emergency medicine units. Considering our results, it is understood that home healthcare services
lag behind in consultation requests.
Looking at the issue of consultation from another perspective, it should be considered how this
service can be evaluated in the most efficient way in
health institutions which offer SPCS facilities. It is not
a rational practice to direct bedridden patients with
chronic conditions or those with poor life expectancy to SPCS when they approach the hospital with
any complaint. According to the ‘National Clinical
Program for Palliative Care’ prepared by the ‘Health
Service Executive’ in Ireland, the patient must have
an advanced, progressive, life-limiting condition
along with a lack of symptom control, end-of-life
planning, or existing or expected complexities with
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respect to other physical, psychosocial or spiritual
needs that may not be mitigated reasonably (22).
Similarly, criteria of referral to SPCSs prepared by
the ‘Midland Cancer Network’ in New Zealand focuses on the refractory complaints of these patients
(23).
Despite the perceived need for early referral of
patients to SPCS (24) and that the majority being referred or being able to be referred to SPCS in the
terminal period still remains a global problem, the
fact that less than half of the consultation requests
delivered to our service were accepted suggests
that the palliative care philosophy has not been
well understood. In addition, some branches may
be reluctant to spare time for patients with low life
expectancy, and this increases the number of unnecessary consultations.
Strengths and Limitations
Our service is the most comprehensive SPCS in
the region in terms of its geographical location, and
accepts patients from many cities. This has paved
the way for the circulation of patients and consultation requests for different patient populations
which may have strengthened the present study,
however if multicenter and longer-term studies are
carried out in the future, awareness about the consultation problem may appear more. Besides, the
coincidence of our study period with the COVID-19
pandemic has restricted the admission of new patients and caused uneven patient circulation but
this limitation does not hinder the evaluation of unwarranted consultation requests which is the main
subject of this study.
CONCLUSION
It has been determined that most of the consultations requests were not accepted. The most common diagnosis is gastrointestinal cancers, consultation requests are usually received from hospital
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services, the most common reason for rejection is
the patient’s acute problems, and the most common reason for admission is nutritional support. It is
necessary to use SPCS more effectively.
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