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Abstract
Purpose Acute palliative care units (APCUs) admit patients with cancer for symptom control, transition to commu-
nity palliative care units or hospice (CPCU/H), or end-of-life care. Prognostication early in the course of admission
is crucial for decision-making. We retrospectively evaluated factors associated with patients’ discharge disposition on
an APCU in a cancer center.
Methods We evaluated demographic, administrative, and clinical data for all patients admitted to the APCU in 2015. Clinical
data included cancer diagnosis, delirium screening, and Edmonton Symptom Assessment System (ESAS) symptoms. An ESAS
sub-score composed of fatigue, drowsiness, shortness of breath, and appetite (FDSA) was also investigated. Factors associated
with patients’ discharge disposition (home, CPCU/H, died on APCU) were identified using three-level multinomial logistic
regression.
Results Among 280 patients, the median age was 65.5 and median length of stay was 10 days; 155 (55.4%) were admitted for
symptom control, 65 (23.2%) for transition to CPCU/H, and 60 (21.4%) for terminal care. Discharge dispositions were as
follows: 156 (55.7%) died, 63 (22.5%) returned home, and 61 (21.8%) were transferred to CPCU/H. On multivariable analysis,
patients who died were less likely to be older (OR 0.97, p = 0.01), or to be admitted for symptom control (OR 0.06, p < 0.0001),
and more likely to have a higher FDSA score 21–40 (OR 3.02, p = 0.004). Patients discharged to CPCU/H were less likely to
have been admitted for symptom control (OR 0.06, p < 0.0001).
Conclusion Age, reason for admission, and the FDSA symptom cluster on admission are variables that can inform clinicians
about probable discharge disposition on an APCU.
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Introduction

Acute palliative care units (APCUs) are inpatient units in can-
cer centers and other tertiary care facilities that are specialized
in the management of complex physical and psychosocial
symptoms [1]. Patients with cancer may be admitted to
APCUs for symptom control, transition to hospice or to com-
munity palliative care units, or end-of-life care. Admissions to
these units often serve as a juncture for decision-making and
for the determination or revision of patients’ goals of care.
Prognostication early in the course of admission to APCUs
and its reviewwith patients and families are crucial for clinical
management, discharge planning, and decision-making at the
end of life [2].

There have been several retrospective studies describing
predictors of inpatient mortality and discharge disposition on
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an APCU, although most originated from a single cancer cen-
ter [3–6]. In one study, age < 65, admission from oncology
unit, hypo- or hypernatremia, high blood urea nitrogen
(BUN), high heart or respiration rates, and supplemental ox-
ygen use were associated with death on the APCU [3]. In
another study, mortality risk was associated with high baseline
dyspnea and drowsiness, low baseline anxiety, and transfer
from the emergency department [4]. In a third study, male
gender, hematologic malignancy, and admission from other
oncology units were associated with APCU mortality [6].
Smaller preliminary prospective studies have demonstrated
similar predictors of death on an APCU, including higher
education, overall symptom burden, delirium, hematologic
malignancy, poor performance status, anorexia, dyspnea, ede-
ma, high BUN, low platelets, and clinician’s prediction of low
probability of discharge [7–9].

Although previous studies provide useful information
about predictors of inpatient discharge disposition on an
APCU, they do not account for all possible outcomes at dis-
charge. Patients on APCUs may die on the unit, be discharged
home, or be transferred to another facility. However, previous
studies on APCUs have examined binary outcomes combin-
ing the category of transfer either with home discharge [3, 4,
6] or death on the APCU [6], or comparing home versus
hospice discharge [5]. As well, the symptom cluster of fa-
tigue, drowsiness, shortness of breath, and lack of appetite
(FDSA) has been found to predict time to death in outpa-
tient and inpatient samples [10–12] and may be an impor-
tant predictor of discharge disposition. However, these
symptoms have been examined as determinants of APCU
discharge disposition only individually [9] or as part of a
larger symptom scale [7], rather than as a distinct symptom
cluster.

Our aim in this study was to evaluate factors associated
with patients’ discharge disposition. Specifically, we wished
to examine the impact of the FDSA symptom cluster as well
as other clinical and demographic characteristics.

Patients and methods

Study setting

The Princess Margaret Cancer Centre (PM) is a comprehen-
sive cancer center, which is part of the University Health
Network (UHN) in Toronto, Canada, and is affiliated with
the University of Toronto. The 12-bed APCU at PM admits
approximately 350 patients per year for an average stay of
10 days. Patients with advanced cancer are admitted to the
APCU for pain and symptom control, terminal care, or transi-
tional care to a community palliative care unit or hospice
(CPCU/H). All patients admitted to the APCU must have a
no cardio-pulmonary resuscitation (no CPR) code status;

those with an estimated prognosis of more than 2 weeks are
required to complete applications for CPCU/H, either before
or immediately after admission [13].

Study design

This retrospective cohort study examined data for patients
admitted to the APCU between January 1, 2015 and
December 31, 2015. The main source of data was the APCU
computerized database (FileMaker Pro 7, FileMaker, Inc.,
Santa Clara, CA), which records date and source of admission
(home, emergency department, inpatient ward, or outpatient
clinic), reason for admission (symptom control, transitional
care, or terminal care), length of stay, and discharge destina-
tion (home, CPCU/H, acute care unit, or death on the APCU).
The reason for admission is routinely specified by the pallia-
tive care physician who approves the patient for admission;
this is generally the physician who has been following the
patient in the inpatient or outpatient setting. If there were sev-
eral reasons for admission, then the primary reason was used
for this study. Symptom assessment scores were recorded on
paper and then entered into the APCU database. In addition,
the electronic patient record (EPR) provided demographic da-
ta such as date of birth, gender, cancer diagnosis, and date of
diagnosis, as well as nurses’ documentation of delirium
screening.

Measures

The Edmonton Symptom Assessment System (ESAS) ques-
tionnaire is a valid, comprehensive tool for assessing the se-
verity of the most common symptoms among patients with
advanced cancer: pain, fatigue, drowsiness, nausea, anxiety,
depression, appetite, dyspnea, and well-being, plus one blank
scale for Bother problem^ as needed [14, 15]. Each symptom is
scored on a 10-point scale with higher scores representing
worse symptom severity. We used a revised, validated version,
the ESAS-r-CS, which also includes constipation and insom-
nia and refers to the time window of Blast 24 h^ rather than
Bnow^ [16]. In the APCU, the ESAS-r-CS was completed
routinely by the patients on admission, once a week (every
Sunday morning) and before discharge.

The short confusion assessment method (CAM) is an in-
strument that is widely used to screen for delirium. It evaluates
patients’ cognition on four dimensions: acute onset of abnor-
mal behavior, difficulty maintaining attention, evidence of
disorganized thinking, and level of consciousness [17, 18].
In the presence of delirium, it is scored as positive. The short
CAM has been validated in various clinical settings, including
palliative care [19]. It was recorded by the nurses during each
shift.
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Statistical analysis

The ESAS distress score (EDS) was calculated by summing
nine symptom intensity scores, excluding insomnia and con-
stipation, and the ESAS total distress score (TDS) was calcu-
lated by summing all 11 symptom intensity scores [20, 21].
We also evaluated a sub-score composed of fatigue, drowsi-
ness, shortness of breath, and appetite (FDSA), as these symp-
toms have been shown to be associated with shorter survival
[10–12]. For cases in which the questionnaire was not com-
pleted fully, these scores were prorated, provided that a min-
imum of 50% of items in the respective category were an-
swered [20]. Baseline EDS on admission was divided into
three groups: low (0–30), mid (31–60), and high (61–90)
[7], while baseline FDSA on admission was divided into
two groups: low (0–20) and high (21–40). Missing scores on
EDS and FDSAwere kept as a separate category in the anal-
ysis because of the concern that they were not at random, and
often occur in patients with poor outcome [7, 22]. The main
outcome was discharge disposition, with three nominal levels:
death, home, and CPCU/H. Patients discharged to acute care
units represented a small minority (n = 2) and were therefore
excluded from the study. A three-level multinomial logistic
model was used to identify factors associated with patients’
discharge disposition. All variables with overall p value < 0.10
on univariable logistic regression were included in a stepwise
selection, and those variables with p < 0.05 were included in
the final multivariable model. The statistical analysis was car-
ried out using SAS v9.4 (Cary, NC).

Results

Study sample characteristics

There were 308 admissions in the year 2015, representing 282
unique patients; two patients were excluded because they
were discharged to acute care units, leaving 280 patients in
the sample. For the analysis, we used one record (the most
recent admission) per patient. Patients’ characteristics are
shown in Table 1. The median age was 65.5, and the most
prevalent cancer sites were gastrointestinal (24.6%) and lung
(21.1%). One hundred and nine patients (38.9%) were admit-
ted from an inpatient ward: 93 (33.2%) directly from home, 67
(23.9%) from palliative care or oncology outpatient clinics at
PM, and 11 (3.9%) from the emergency department or inten-
sive care unit at UHN. Patients’ dispositions at discharge were
as follows: 156 (55.7%) died on the unit, 63 (22.5%) returned
home, and 61 (21.8%) were transferred to CPCU/H. The me-
dian length of stay on the APCU was 10 days for the whole
sample: 8 days for those who died on the unit, 11 days for
those who returned home, and 15 days for those who were
transferred to CPCU/H.

Clinical measurements

Of 280 patients, ESAS results were available for 206 (73.6%).
Mean TDS and EDS scores were 49.9 and 41.2, respectively.
Of the 280 patients, 143 (51.1%) had EDS 31–60, 46 (16.4%)
had EDS 0–30, and 17 (6.1%) had EDS 61–90 (Table 1).
Those with a missing ESAS (74, 26.4%) had a shorter length
of stay (median 6 vs 13 days) and a higher death rate (68.1 vs
51.4%). EDS and FDSA scores were highly correlated: pa-
tients with EDS score of 0–30 had also FDSA score of 0–20
(45 patients, 97.8%) and all patients with the highest symptom
burden of EDS 61–90 (17 patients, 100%) had FDSA score
21–40.

Discharge disposition according to reason for admission,
FDSA, and CAM is described in Table 2. Overall, 155 patients
(55.4%) were admitted for symptom control, 65 patients
(23.2%) were admitted for transition to CPCU/H, and 60 pa-
tients (21.4%) were admitted for terminal care. Of patients
admitted for symptom control, 57 (36.8%) were discharged
home, compared to only 5% of those admitted for transition
and terminal care, respectively. Of the 65 patients admitted for
transition, 21 (32%) were transferred to CPCU/H, while 41
(63%) died on the unit and 3 (5%) were discharged home. Of
the 60 patients admitted for terminal care, 52 (87%) died on
the APCU, while 3 (5%) and 5 (8%) were discharged home
and transferred to CPCU/H, respectively.

Of the total sample, 97 (35%) had FDSA 0–20, 110 (39%)
FDSA 21–40, and 73 (26%) had missing FDSA scores (Table
2). Of those with FDSA 0–20, 33% were discharged home,
while this was the case for only 18% with FDSA 21–40 and
15% of those with missing data. Of those with FDSA 21–40,
60% died on the unit, while this was the case for 41% with
FDSA 0–20 and 69% of those with missing data. Thirty pa-
tients (10.7%) were diagnosed with delirium during their ad-
mission. Twenty-two (73.3%) died on the unit, 6 (20%) were
discharged to CPCU/H, and 2 (6.6%) returned home (Table 2).

Predictors of discharge disposition

Results of the univariable analysis are shown in Table 3. Older
patients were less likely to die on the unit than to be
discharged home. As well, patients admitted from an inpatient
ward were more likely to die on the unit or to be transferred to
CPCU/H. Patients admitted for symptom control were more
likely to be discharged home than die on the unit or be trans-
ferred to CPCU/H. Patients with a positive CAM score were
more likely to die on the unit than to be discharged home.
Patients with high symptom burden (FDSA score 21–40 or
EDS score 31–60), and those with missing EDS and FDSA
scores, were more likely to die on the unit than be discharged
home, compared to patients with lower scores.

The results of the multivariable analysis are shown in
Table 4. Discharge home was set first as the reference.
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Table 1 Patient characteristics

Characteristic N (%)

Gender

Female 131 (46.8)

Male 149 (53.2)

Age in years, median (range) 65.5 (19.0–96.0)

Cancer diagnosis

Gastrointestinal 69 (24.6)

Lung 59 (21.1)

Genitourinary 32 (11.4)

Gynecologic 31 (11.1)

Hematologic 26 (9.3)

Breast 20 (7.1)

Head and neck 12 (4.3)

Othera 31 (11.1)

Source of admission to APCU

Inpatient ward 109 (38.9)

Home 93 (33.2)

Outpatient clinic 67 (23.9)

Emergency department or intensive care unit 11 (3.9)

Reason for admission to APCU

Symptom control 155 (55.4)

Transitional care 65 (23.2)

Terminal care 60 (21.4)

Length of stay in days, median (range) 10 (1.0–105.0)

Discharge disposition

Died on APCU 156 (55.7%)

Home 63 (22.5%)

Community palliative care unit/hospice 61 (21.8%)

ESAS scores

TDS (mean ± SD)b 49.9 ± 16.9

EDS (mean ± SD)c 41.2 ± 14.8

EDS 0–30 46 (16.4%)

EDS 31–60 143 (51.1%)

EDS 61–90 17 (6.1%)

EDS missing 74 (26.4%)

FDSA (mean ± SD)d 21.5 ± 8.5

FDSA 0–20 97 (34.6%)

FDSA 21–40 110 (39.3%)

FDSA missing 73 (26.1%)

Delirium screeninge

CAM negative 250 (89.3%)

CAM positive 30 (10.7%)

APCU acute palliative care unit; ESAS Edmonton Symptom Assessment System; TDS total distress score; EDS ESAS distress score; FDSA ESAS sub-
score composed of the items fatigue, drowsiness, shortness of breath, and appetite; CAM short confusion assessment method
aOther disease sites: central nervous system, endocrine, sarcoma, skin, unknown primary
b TDS is calculated by summing all ESAS-r-CS items. TDS range is 0–110, with higher numbers representing worse symptom severity
c EDS is calculated by summing all items except constipation and sleep. EDS range is 0–90, with higher numbers representing worse symptom severity
d FDSA range is 0–40, with higher numbers representing worse symptom severity
e A positive CAM score indicates the presence of delirium
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Compared to patients who were discharged home, those who
died on the APCU were less likely to be older (OR 0.97, p =
0.01), or to be admitted for symptom control (OR 0.06, p <
0.0001), and more likely to have a higher FDSA score 21–40
(OR 3.02, p = 0.004). Compared with patients who were
discharged home, those who were discharged to CPCU/H
were less likely to have been admitted for symptom control
(OR 0.06, p < 0.0001). When CPCU/H was set as the refer-
ence, those who died on the APCUwere less likely to be older
(OR 0.97, p = 0.01) and more likely to have been admitted for
terminal care (OR 5.44, p = 0.002).

Discussion

In this retrospective analysis, we found that age, reason for
admission, and symptom burdenwere significant predictors of
patient outcome on the APCU. Specifically, younger patients
were more likely to die on the APCU than to be discharged
home or to be transferred to CPCU/H. Patients who were
admitted for symptom control were most likely to be
discharged home, whereas those admitted for terminal care
were most likely to die on the APCU. Additionally, the
FDSA symptom cluster was a strong predictor of death on
the APCU.

In the current study, younger age was associated with in-
creased mortality on the APCU. This finding is in keeping
with other studies that have shown a greater likelihood of
hospital death among younger cancer patients, in APCU [3]

or in acute care settings [23]. In contrast, two studies found an
association between younger age and discharge home [5, 6].
However, one of these studies evaluated home discharge ver-
sus hospice discharge and excluded those who died [5], while
the other used non-home discharge as the comparator (includ-
ing those who were transferred to hospices or other institu-
tions as well as those who died) [6]. There are several possible
reasons for increased death on the APCU among younger
patients. These patients, as well as their family members, often
have complex psychosocial needs which may be best met in
an inpatient APCU setting [24, 25]. As well, the focus for
younger patients is often on prolonging life, resulting in more
aggressive care at the end of life and later referrals to palliative
care [23, 26, 27]. Barriers to referral for this population in-
clude misperceptions of the meaning and role of palliative
care, difficulties discussing end-of-life issues, and a reluctance
to increase the number of health care providers [24, 25, 28].
Thus, young patients may be admitted at a more advanced
stage to APCUs and not have enough time to plan for a death
outside the hospital. Further research is warranted to charac-
terize palliative care in younger patient populations and deter-
mine the role of age in patients’ outcomes.

The reason for admission indicated in our administrative
database was also predictive of discharge disposition. Similar
results were found in a prospective study on an Austrian
APCU. In this study, the head nurse of the APCU or the
palliative care physician in charge estimated immediately up-
on admission whether the patient would be discharged or
would die on the unit [8]. These assessments were highly

Table 2 Discharge disposition
according to reason for admission
and clinical data

Characteristic Discharge disposition

Died Home CPCU/H Total

Reason for admission

Symptom control 63 (40.6%) 57 (36.8%) 35 (22.6%) 155

Transition 41 (63.1%) 3 (4.6%) 21 (32.3%) 65

Terminal care 52 (86.7%) 3 (5.0%) 5 (8.3%) 60

FDSAa

FDSA 0–20 40 (41.2%) 32 (33.0%) 25 (25.8%) 97

FDSA 21–40 66 (60.0%) 20 (18.2%) 24 (21.8%) 110

Missing 50 (68.5%) 11 (15.1%) 12 (16.4%) 73

CAMb

CAM positive 22 (73.3%) 2 (6.6%) 6 (20%) 30

CAM negative 134 (53.6%) 61 (24.4%) 55 (22.0%) 250

Total 156 63 61 280

CPCU/H community palliative care unit or hospice; FDSA ESAS sub-score composed of the items fatigue,
drowsiness, shortness of breath, and appetite; CAM short confusion assessment method
a FDSA range is 0–40, with higher numbers representing worse symptom severity
b A positive CAM score indicates the presence of delirium
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predictive of discharge disposition. In our study, the reason for
admission selected by the palliative care physician approving
the admission may be considered analogous to a rough clinical
prediction of discharge disposition. Those admitted for termi-
nal care were expected to die on the APCU, those admitted for
transitional care were expected to be transferred to CPCU/H,
and those admitted for symptom control were generally

expected to return home. Indeed, close to 90% of admissions
for terminal care died on the APCU. However, only one third
of patients admitted for transition were transferred to CPCU/H
(the majority died on the APCU), and 37% of patients admit-
ted for symptom control were discharged home (41% died on
the APCU and 23% were transferred to CPCU/H). These re-
sults likely reflect a number of factors, including difficulty

Table 3 Univariable analysis of factors associated with discharge disposition

Variablea CPCU/H vs. home Died vs. home Died vs. CPCU/H Overall p

OR (95% CI) p OR (95% CI) p OR (95% CI) p

Age 1.00 (0.97–1.03) 1.00 0.97 (0.95–0.995) 0.02 0.97 (0.95–0.995) 0.02 0.01

Gender, female 1.68 (0.82–3.41) 0.15 1.22 (0.68–2.21) 0.51 7.30 (0.40–1.32) 0.29 0.35

Source of admission to APCU < 0.0001

Inpatient ward vs. home 5.00 (1.96–12.79) 0.0008 7.21 (3.24–16.01) < 0.0001 1.44 (0.69–3.01) 0.08

Outpatient clinics vs. home 2.45 (1.01–5.93) 0.05 1.96 (0.93–4.13) 0.08 0.80 (0.36–1.79) 0.29

Reason for admission to APCU 0.03

Symptom control vs. transition 0.09 (0.02–0.32) 0.0002 0.08 (0.02–0.28) < 0.0001 0.92 (0.47–1.80) 0.81

Terminal care vs. transition 0.24 (0.04–1.55) 0.13 1.27 (0.24–6.62) 0.78 5.33 (1.85–15.34) 0.002

Delirium screening 0.09

CAM positiveb 3.33 (0.65–17.17) 0.15 5.01 (1.14–21.97) 0.03 1.51 (0.58–3.91) 0.40

EDSc 0.02

EDS 31–60 vs 0–30 1.29 (0.54–3.08) 0.56 3.06 (1.36–6.88) 0.007 2.36 (1.03–5.45) 0.04

EDS 61–90 vs 0–30 0.73 (0.15–3.60) 0.70 2.04 (0.56–7.45) 0.28 2.80 (0.63–12.50) 0.18

EDS missing vs 0–30 1.33 (0.45–3.91) 0.61 5.26 (2.03–13.62) 0.0006 3.97 (1.52–10.38) 0.005

FDSAd 0.005

FDSA 21–40 vs 0–20 1.54 (0.70–3.39) 0.29 2.64 (1.33–5.23) 0.005 1.72 (0.87–3.41) 0.12

FDSA missing vs 0–20 1.40 (0.53–3.69) 0.50 3.64 (1.63–8.10) 0.002 2.60 (1.17–5.82) 0.02

CPCU/H community palliative care unit or hospice; APCU acute palliative care unit; CAM short confusion assessment method; EDS ESAS distress
score; FDSA ESAS sub-score composed of the items fatigue, drowsiness, shortness of breath, and appetite
a Cancer diagnosis was not significant in affecting discharge disposition
bA positive CAM score indicates the presence of delirium
c EDS is calculated by summing all items except constipation and sleep. EDS range is 0–90, with higher numbers representing worse symptom severity
d FDSA range is 0–40, with higher numbers representing worse symptom severity

Table 4 Multivariable analysis of factors associated with discharge disposition

Variable CPCU/H vs. home Died vs. home Died vs. CPCU/H Overall p

OR (95% CI) p OR (95% CI) p OR (95% CI) p

Age 1.00 (0.97–1.03) 0.77 0.97 (0.94–0.99) 0.01 0.97 (0.95–0.99) 0.01 0.008

Reason for admission to APCU < 0.0001

Symptom control vs. transition 0.06 (0.02–0.25) < 0.0001 0.06 (0.02–0.23) < 0.0001 0.98 (0.47–2.05) 0.96

Terminal care vs. transition 0.24 (0.04–1.58) 0.14 1.31 (0.25–6.94) 0.75 5.44 (1.85–15.97) 0.002

FDSAa 0.03

FDSA 21–40 vs 0–20 1.73 (0.76–3.91) 0.19 3.02 (1.43–6.39) 0.004 1.75 (0.86–3.57) 0.12

FDSA missing vs 0–20 0.59 (0.19–1.82) 0.36 1.18 (0.44–3.13) 0.75 1.99 (0.82–4.84) 0.13

CPCU/H community palliative care unit or hospice; APCU acute palliative care unit; FDSA ESAS sub-score composed of the items fatigue, drowsiness,
shortness of breath, and appetite
a FDSA range is 0–40, with higher numbers representing worse symptom severity
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prognosticating in this population [29]; the lack of efficient
access to CPCU/H beds, particularly for patients with com-
plex needs [30]; and the challenges of managing patients with
advanced illness at home, particularly without an able primary
caregiver [5].

In our study, patients who had a higher FDSA symptom
cluster were more likely to die on the unit than to return home.
Previous studies on APCUs have shown that overall symptom
burden as expressed by ESAS distress score is correlated with
inpatient mortality [7]. However, it has also been shown both
in an outpatient setting [10] and on an APCU [11] that fatigue,
drowsiness, lack of appetite, and dyspnea increase in severity
closer to death, while other symptoms tend to remain stable.
Although the overall ESAS distress score was also associated
with death on the APCU in our sample, the FDSA score dem-
onstrated a stronger association. Further prospective studies
are warranted to confirm the role of FDSA symptom cluster
in the setting of an APCU.

Limitations of this study include that it was based on data
from a single center, which may limit generalizability to other
APCUs. The study’s retrospective design precluded prospec-
tive assessment of changes in symptoms and performance
status over time, which may predict outcomes more reliably
than a single score at admission [31]. Only 10% of patients
screened positive for delirium, despite the death rate of 56%.
This incidence of delirium is lower compared to other APCU
studies that reported lower death rate [4, 32], and calls into
question the sensitivity of the CAM delirium screening tool.
Lastly, there were missing ESAS data for 26% of patients on
admission. Missing data are common in studies of patients on
APCUs: in one prospective study, 21% of patients had miss-
ing ESAS scores on admission [7] and in another, the ESAS
was partially completed by 20% of patients and not completed
by a further 29% during the first week of admission [33]. In
our study, patients with missing ESAS had a shorter length of
stay and a higher death rate, indicating that most of them were
likely too ill to complete patient-reported measures. To avoid
bias from excluding those with missing data, we included
Bmissing^ as a category in the univariable and multivariable
analyses. Future studies in the setting of an APCU should
continue to take into consideration missing data of patients’
self-reported symptoms.

In conclusion, age, reason for admission, and symptom
burden on admission are variables that can inform clinicians
about probable discharge disposition. Fatigue, drowsiness,
shortness of breath, and appetite comprise a unique symptom
cluster that predicts greater likelihood of inpatient death and
will need further validation. This informationmay be used as a
guide tominimize futile treatments, make discharge plans, and
inform conversations with patients and families. Further pro-
spective studies are needed in order to address predictive var-
iables over time and to establish prognostic models in the
APCU setting.
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