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Abstract
Context. Critically ill patients with brain metastases (BM) face significant uncertainty regarding prognosis and sur-

vival and can benefit from Palliative care (PC). However, research regarding the role of PC in this population is
lacking.

Objectives. We sought to compare BM patients admitted to an intensive care unit who received an inpatient PC consult (PC
cohort) to those who did not (Usual Care, UC cohort).

Methods. We performed a single-institution retrospective cohort analysis. Our outcome variables were mortality, time from
intensive care unit admission to death, disposition, and change in code status. We also evaluated PC’s role in complex medical
decision making, symptom management and hospice education.

Results. PC consult was placed in 31 of 118 (28%) of patients. The overall mortality rates were not statistically different
(78.8% vs. 90.3%, P= 0.15, UC vs. PC cohort). Patients in the PC cohort had a shorter time to death, higher rate of death within
30 days of admission, increased rate of discharge to hospice, and increase percentage of code status change to “do not attempt
resuscitation” during the admission. The primary services provided by PC were symptom management (n = 21, 67.7%) and assis-
tance in complex medical decision making (n = 20, 64.5%).

Conclusion. In our patient cohort, PC is an underutilized service that can assist in complex medical decision mak-
ing and symptom management of critically ill BM patients. Further prospective studies surveying patient, family and
provider experiences could better inform the qualitative impact of PC in this unique patient population. J Pain
Symptom Manage 2021;62:927−935. © 2021 American Academy of Hospice and Palliative Medicine. Published by Elsevier Inc. All
rights reserved.
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Key Message
This article describes a retrospective cohort analysis

of the use of Palliative care (PC) in an understudied
population—critically ill patients with brain metastases.
The results suggest that PC aids with symptom manage-
ment and complex medical decision making, and fur-
ther prospective studies evaluating its impact are
warranted.
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Introduction
At least 20% of patients with cancer will develop

brain metastases1 (BM). As a result, BM patients and
their caregivers face numerous medical and psychoso-
cial needs.2 These needs accompany the significant
morbidity and mortality3 related to both the disease
and its treatment, alongside concerns regarding prog-
nosis and survival.1 Such needs are particularly evident
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when BM patients are admitted to an intensive care
unit (ICU), where uncertainty regarding outcomes
from the BM, primary cancer, and/or complications of
acute organ failure may all converge.

Palliative care (PC) is a subspecialty that focuses on
symptom relief, family support, and effective communi-
cation regarding goals of care.4 In the outpatient set-
ting, studies demonstrate an association of early PC in
patients with advanced cancer with higher quality of
life, less aggressive end-of-life care, lower rates of
depression, and longer survival.5-7 Early PC reduces
depression, stress and psychological distress of family
members, and more patients who receive early PC as
an outpatient have resuscitation preferences docu-
mented in the medical record.8-10

The ICU differs from the outpatient setting in many
ways. An ICU admission is associated with high rates of
patient and family distress by nature of its environment
and the procedures that occur.11-15 In one study, up to
40% of cancer patients admitted to an ICU admitted to
having depression, with up to 75% of responders report-
ing pain, anxiety, sleep disturbance, and unsatisfied hun-
ger and thirst at moderate to severe levels.11 Another
study demonstrated that patients who died in an ICU or
hospital had worse quality of life and more physical and
emotional distress at the end-of-life compared with those
who died at home with hospice.12 In regards to care-
givers, ICU deaths are associated with higher rates of
post-traumatic stress disorder and prolonged grief disor-
der than when patients die at home with hospice.12-15

Multiple interventions to integrate PC for the gen-
eral, non-BM ICU population have been published,16

but are limited by small studies and heterogeneity. In
these studies, PC interventions in the ICU have shown
improved quality, quantity and content of communica-
tion and decreased distress in family members, without
changing family satisfaction or impacting mortality.16

BM patients are a unique group of patients with high
symptom burden and high rates of impaired communi-
cation and decision-making capacity17,18 due to the
location of their tumors. For these patients, there is a
unique opportunity for PC to improve patient symp-
toms and support their family members. Studies of PC
interventions for critically ill BM patients are lacking.
Current studies combine BM patients with patients
with primary brain tumors and/or include any inpa-
tient setting, not just an ICU.19,20

In this retrospective, observational cohort study, we
evaluate the utilization and impact of inpatient PC on
BM patients admitted to an ICU for an acute indica-
tion. The goal was to define better the use of PC in this
specific population and provide a basis for further pro-
spective studies. For ICU patients who received a PC
consult, we hypothesized that we would observe similar
mortality rates, shorter hospital length of stays, and
increased referrals to inpatient hospice.
Methods
We performed a single-institution retrospective

cohort analysis of patients with a previous diagnosis of
BM who were admitted to a Duke University Health Sys-
tem (DUHS) ICU for an acute, unplanned medical or
surgical indication between October 1, 2015 and
December 31, 2018. Using a case-control study design,
we compared patients who received an inpatient PC
consult to a cohort of those who did not. We examine
differences in outcome, including mortality, length of
stay and discharge disposition, as well as the impact on
patient and family experience. This study was approved
by the Duke Institutional Review Board.

Patient Care Sites
The DUHS is comprised of one major academic

medical center and two smaller teaching affiliates
located in the Durham-Raleigh, North Carolina area.
All three centers have ICUs and offer comprehensive
services including an inpatient PC consultation service
and brain tumor neurosurgical procedures. The main
university hospital has multiple ICUs, including a spe-
cialized neurological ICU.
Patient Sample
BM patients admitted to a DUHS hospital during the

study period were identified using ICD-10 codes
(C79.31) associated with their billed encounter using
software (Oracle SQL Developer) to screen the elec-
tronic medical record database (Clarity). This list was
manually reviewed to ensure patients met the following
inclusion and exclusion criteria. We included adult
patients who were 18 years and older with BM who
were admitted to an ICU of one of the three hospitals
and excluded patients admitted to a non-ICU floor. We
included patients admitted with an acute medical or
surgical indication to the ICU, and excluded patients
admitted to the ICU for routine post-operative moni-
toring. We excluded patients with primary brain
tumors and those with spine metastases only (i.e., with-
out BM). Patients with BMs and leptomeningeal dis-
ease were included. We defined two cohorts from our
sample: those who did versus those who did not receive
an inpatient PC consult. PC consultation was defined
as an inpatient consult placed in the electronic medical
record followed by at least one documented evaluation
by the inpatient PC team. PC consultations were not
interchangeable with hospice care referrals.
Data Collection
Data were abstracted from the electronic medical

record. The following information was collected:
patients’ demographics, clinical history, functional sta-
tus, PC intervention characteristics, hospital length of
stay (LOS), disposition, code status, and survival data.
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Functional status was estimated by whether the patient
was ambulatory and independent before admission as
documented in the admission history and physical and
case management initial assessment notes. The
patients’ body mass index and American Society of
Anesthesiologists physical status class obtained from
anesthesia notes during the admission stay or within
three months before admission, where applicable, or
the admission history and physical, and was used to
reflect the severity of medical comorbidities.21

PC Cohort Evaluation
Patients identified as having received a PC consulta-

tion while in the ICU had the following information
collected from the electronic medical record: time
from ICU admission until consult placed, the reason
for PC consult as denoted in the initial PC consultation
note, and whether the PC team assisted in any of the
following: complex medical decision making, hospice
education, symptom management, and/or emotional
support. PC consultation notes follow a standard tem-
plate that explicitly state the date of consultation, the
reason for consultation (i.e., assist with complex medi-
cal decision making, symptom management), evalua-
tion of the medical and social situation, discussions
with the primary team, and discussions with the patient
and/or families. Notes indicate whether a family meet-
ing took place, and when applicable, the members
involved in the meeting, as well as the content of the
discussion. Often in PC consultation notes, services
provided are explicitly stated (i.e., assistance with goals
of care, hospice education, symptom management,
emotional support) and any descriptions of family
and/or patient feedback to their services.

Outcome Variables
Outcome measures included hospital mortality,

death within 30 days of admission, code status change
from “Full” to “Do not attempt resuscitation” (DNAR)
during that admission, hospital length of stay, and dis-
charge disposition. We described the PC intervention
data collected, as described in the above Data Collec-
tion section. Descriptive statistics included the reason
for the consult, time from admission to PC consult, and
services provided (i.e., assistance with complex medical
decision making, symptom management, hospice edu-
cation, addressing emotional distress, and assistance in
identifying a healthcare power of attorney).

Statistical Analysis
The statistical analysis plan was formulated with a

statistician, who performed the data analysis. Standard
descriptive statistics were used to summarize the data,
namely the means and standard deviations for continu-
ous variables and the frequency distributions for cate-
gorical variables. Group differences were analyzed
using student t-test for continuous variables or the
Pearson and Fisher exact tests for categorical variables.
All analyses were performed using Statistical Analysis
Software (SAS 9.4 Cary, NC). Level of statistical signifi-
cance was set a P< 0.05 in all analyses.
Results

Patient Population
We identified 443 BM patients admitted to a DUHS

hospital between October 1, 2015 and December 31,
2018. Of the 303 admitted to an ICU, 192 were
excluded because they were admitted for routine post-
operative monitoring. A total of 111 patients met inclu-
sion criteria and were analyzed. Thirty-one patients
(28%) received an inpatient PC consult (PC cohort)
and 80 patients (72%) did not (Usual Care, UC
cohort).

The two groups were similar in their demographics,
pre-admission functional status, surgical risk and pri-
mary cancer diagnosis (Table 1). The median age was
62 years old (range 27−88) and 51.4% of patients were
female. The majority of patients in each cohort were
ambulatory (68.8% vs. 83.9%, P= 0.11, in the UC cohort
vs. PC cohort, respectively) and independent (58.8%
vs. 74.2%, P= 0.13) immediately prior to his and/or her
ICU illness. The most common cancer diagnosis in
each cohort was lung cancer (53.8% vs. 48.4%, UC vs.
PC cohort). The most common reason for admission
in the UC cohort was due to respiratory compromise
(n = 21, 26.3%), compared to suspected stroke based
on presentation with neurological deficit in the PC
cohort (n = 10, 32.3%) (Table 1, Fig. 1). There were
similar rates of admission for neurologic decline
(22.5% vs. 29%) and seizures (20% vs. 19.4%) between
the UC cohort and PC cohort, respectively (Table 1,
Fig. 1).

Outcomes
There were differences in hospital and overall mor-

tality between the two groups, but they were not statisti-
cally significant (hospital mortality, 41.3% vs. 35.5%,
P = 0.58; overall mortality - defined as death by end of
study period, 31 December, 2020 - 78.8% vs. 90.3%,
P = 0.15, UC Cohort vs. PC cohort) (Table 2, Fig. 2a).
The UC cohort had a shorter length of stay compared
to the PC cohort (median 6.5 days (range 1−38) vs.
9 days (range 2-33), P= 0.02, UC cohort vs. PC cohort).
More patients who received a PC consult had their
code status changed from Full code to a DNAR during
the admission (Fig. 2a, 48.4% vs. 27.5%, P = 0.02, PC
cohort vs. UC cohort). More patients in the PC cohort
died within 30 days of admission (Fig. 2a, 82.8% vs.
42.5%, P = 0.0002). There was a significant difference
in dispositions between the two groups (Table 2,



Table 1
Demographic, Medical and Oncological Characteristics of Patients with Brain Metastases Admitted to the Intensive Care Unit

UC cohort (n = 80) PC cohort (n = 31) Total (n = 111) P-value

Age, median (range) 62 (27-88) 65 (43-81) 62 (27-88) 0.41
Female Gender, n (%) 44 (55.0) 13 (41.9) 57 (51.4) 0.22
BMI, mean (SD) 28.3 (6.49) 27.0 (6.80) 28.0 (6.58) 0.17
ASA class prior to admissiona 0.44

2 4 (5.0) 1 (3.7) 5 (4.7)
3 55 (68.8) 22 (81.5) 77 (72.0)
4 21 (26.3) 4 (14.8) 25 (23.4)

Prior to admission assessments, n (%)
Ambulatory 55 (68.8) 26 (83.9) 0.11
Independent 47 (58.8) 22 (74.2) 0.13

Primary cancer diagnosis, n (%) 0.15
Breast 11 (13.8) 2 (6.5) 13 (11.7)
Gastrointestinal 3 (3.8) 1 (3.2) 4 (3.6)
Genitourinary 5 (6.3) 4 (12.9) 7 (6.3)
Gynecological 0 (0.0) 2 (6.5) 2 (1.8)
Head and Neck 2 (2.5) 0 (0.0) 2 (1.8)
Lung 43 (53.8) 15 (48.4) 58 (52.3)
Skin 9 (11.3) 4 (12.9) 13 (11.7)
Otherb 2 (2.5) 2 (6.5) 6 (5.4)
More than one primary 5 (6.3) 1 (3.2) 6 (5.4)

Reason for admission, n (%) 0.01
Neurological declinec 18 (22.5) 9 (29.0) 27 (24.3)
Respiratoryik 21 (26.3) 2 (6.5) 23 (20.7)
Suspected stroked 13 (16.3) 10 (32.3) 23 (20.7)
Seizure 16 (20.0) 6 (19.4) 22 (19.8)
Septic shock 5 (6.3) 0 (0.0) 5 (4.5)
Hydrocephalus 4 (5.0) 0 (0.0) 4 (3.6)
Central nervous system infection 2 (2.5) 0 (0.0) 2 (1.8)
Other 1 (1.3) 4 (12.9) 5 (4.5)

aFour missing values in PC cohort.
bOne Ewing Sarcoma, 3 unknown.
cNeurologic decline indicates neurological decline clearly due to symptoms of brain metastases and not related to other reasons for admission documented.
dSuspected stroke indicates admission was for rule out stroke based on presentation with neurological deficit, although the possibility of underlying brain metastases
explaining deficit may not have been able to be completely ruled out based on neuro-imaging, ASA=American Society of Anesthesiologists, BMI=body mass index,
PC=Palliative Care, UC=Usual Care.
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Fig. 2b). A greater proportion of patients who received
a PC consult were discharged to hospice (n = 16, 51.6%
vs. n = 4, 5% in UC cohort), while more patients in the
UC cohort went home or died in the hospital (home
n = 28, 35% vs. n = 0, 0%; dead n = 32, 40% vs. n = 10,
32.3%, UC vs. PC cohort). Although there was no sig-
nificant difference in overall mortality, the median sur-
vival in the UC cohort was 1.3 months (95% CI 0, 3)
compared to 0.1 months (95% CI, 0, 0.5) in the PC
cohort (Fig. 3).

PC Cohort Evaluation
The median time from admission to PC consult was

4 days (range 1−24) (Table 3). The predominant rea-
sons a consult was placed was assisting families and
patients with complex medical decision making
(n = 20, 64.5%) and symptom management (n = 21,
67.7%) (Table 3).

PC provided direct assistance to patients who were
able to participate in complex medical decision making
and express their symptoms and goals of care. In six
conversations (6/31, 19.3%), patients were able to clar-
ify their wishes for comfort care and were transitioned
to hospice after a family discussion. In one instance
(1/31, 3.2%), PC was able to help the patient identify a
healthcare power of attorney; however, the patient
died before a family meeting was able to be held. One
patient received emotional support from the PC team,
which subjectively enabled a more coherent discussion
regarding symptoms and goals of care. Two patients
expressed their desire to continue aggressive care; one
was discharged to a skilled nursing facility and the
other died in the hospital. All other patients (21/31,
67.7%) were unable to participate or had limited
capacity to participate in decision making due to their
neurological and medical condition.

The majority of the PC consults (20/31, 64.5%)
resulted in family meetings related to clarifying current
treatment options and providing support for families as
they made complex medical decisions regarding care of
their loved ones. In four instances (4/31, 12.9%), PC
was able to provide education to families regarding hos-
pice care and coordinate with outside facilities and pro-
viders to arrange a hospice facility best suitable for the
patient. In five instances (5/31, 16.1%), family conversa-
tions resulted in continuing to pursue aggressive care,
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Fig. 1. Reasons for Admission to the Intensive Care Unit. a)
Admission reason for all patients. b) Admission reason for
patients who received an inpatient Palliative care consult (PC
cohort). c) Admission reason for patients who did not receive
an inpatient PC consult (Usual Care, UC, cohort). 1Neuro-
logic decline indicates neurological decline due to symptoms
of brain metastases and not related to other reasons for admis-
sion documented 2Suspected stroke indicates admission was
for rule out stroke based on presentation with neurological def-
icit and neuro-imaging, although the possibility of underlying
brain metastases explaining deficit may not have been able to
be completely ruled out based on neuro-imaging.
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and these patients were all discharged to skilled nursing
facilities. In all PC family meetings, families were able to
express previous desires of their loved ones, have addi-
tional explanation regarding implications of code status,
and receive emotional support, per documentation in
the electronic medical record.
Discussion
In this retrospective, cohort study, we described the

admission characteristics of BM patients admitted to an
ICU in an academic health system, as well as the utiliza-
tion and impact of PC consultation. We found that PC
consultation was associated with significantly higher
rates of code status change from Full Code to DNAR
and discharge to hospice compared to those who did
not receive PC consults, with differences in hospital
and overall mortality that were not statistically signifi-
cant.

Due to the limited sample size, statistical analyses
were descriptive, and these highlighted some notable
comparisons between the two groups. The hospital
length of stay was longer for the PC cohort, although
PC teams were often not consulted until halfway
through a median 9 day length of stay. We hypothesize
this was due to a couple reasons: first, because of the
time it sometimes takes to coordinate and implement
end of life conversations and decisions, and second,
perhaps a longer length of ICU stay without improve-
ment prompted the PC consult.

Those who received a PC consult were more likely to
become DNAR during the admission and die within
thirty days. It is possible that the patient’s reason for
admission influenced the provider’s initiation of a PC
consult to encourage withdrawal of care or hospice.
More patients in the UC cohort were admitted for
respiratory failure, and perhaps there was a more
aggressive, disease management-oriented approach to
care, given the advances in treatment of respiratory fail-
ure in the ICU. In contrast, the majority of PC patients
were admitted to the ICU for a new neurological deficit
attributed to possible stroke, and providers may have
been more oriented to an approach focused on quality
of life in a patient with a new, potentially debilitating
neurological deficit in a patient with already compro-
mised brain tissue.

Those who received a PC consult were more likely to
be discharged to hospice, while more patients in the
UC cohort were discharged home. This value must be
taken in context, as the UC cohort was larger, a greater
number of patients in the UC cohort died than went
home, and none of the patients in the PC cohort went
home. The median survival of the PC cohort was
shorter, which likely represents the late nature of PC
referrals in the BM patient population oftentimes for
patients near death.

Differences in hospital and overall mortality may be
attributed to the difference in rates of discharge to hos-
pice. Overall mortality was greater for the PC cohort −



Table 2
Outcomes of Patients with Brain Metastases Admitted to an Intensive Care Unit and Who Received a Palliative Care Consult

UC cohort (n = 80) PC cohort (n = 31) Total (n = 111) P-value

Hospital mortality, n, (%) 33 (41.3) 11 (35.5) 44 (39.6) 0.58
Overall mortality, n (%) 63 (78.8) 28 (90.3) 91 (82.0) 0.15
Hospital Length of stay (days) 0.03

Mean (SD) 8 (6.8) 11 (7.7) 8.8 (7.17)
Median (range) 6.5 (1, 38) 9 (2, 33) 7 (1, 38)

Death within 30 days of admission, n (%) 34 (42.5) 24 (82.8)a 58 (53.2) 0.0002
Code status change to DNARb, n (%) 0.02

No 39 (48.8) 6 (19.4) 45 (40.5)
Yes 22 (27.5) 15 (48.4) 37 (33.3)
DNAR on admission 19 (23.8) 10 (32.3) 29 (26.1)

30-day readmission, n (%) 11 (13.8) 1 (3.3)c 12 (10.9) 0.12
Disposition, n (%) <.0001

Home 28 (35.0) 0 (0.0) 28 (25.2)
Acute rehab 5 (6.3) 0 (0.0) 5 (4.5)
Left against medical advice 1 (1.3) 0 (0.0) 1 (0.9)
Skilled nursing facility 10 (12.5) 5 (16.1) 15 (13.5)
Hospice 4 (5.0) 16 (51.6) 20 (18.0)
Dead 32 (40.0) 10 (32.3) 42 (37.8)

aUnable to verify date of death in 2 patients as they were transferred to other facilities.
bDNAR = do not attempt resuscitation.
cOne missing value, PC = palliative care, UC = usual care.

Fig. 2. Outcomes of patients with brain metastases admitted
to an intensive care unit based on inpatient palliative care
consult. a) *** P < 0.0001, ** P < 0.001, * P < 0.05; DNAR do
not attempt to resuscitate, SNF = skilled nursing facility,
PC = Palliative Care, UC = Usual Care.
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with a greater percentage of patients who were in hos-
pice, more patients had aggressive, life-prolonging
therapies withdrawn with an expectation of imminent
death. The hospital mortality was greater for the UC
cohort likely because most died while receiving aggres-
sive treatments in the hospital, as opposed to the PC
cohort, who likely were discharged from the hospital to
home or a hospice facility before they died.

While our sample size limits statistical power, we did
not detect a statistically significant difference between
the mortality rates. Our findings mirror hospital mor-
tality outcomes found in other non-BM ICU popula-
tions.16,22 Likely, the late nature of PC involvement
results in no difference in mortality rates versus those
who do not receive PC, but this would need to be evalu-
ated in a prospective trial.

While other studies demonstrate a trend towards
reduced hospital LOS for non-BM ICU patients who
receive PC consult, this has not been a consistent find-
ing.16 We found a longer hospital LOS in the BM PC
cohort, which may be attributed to a number of reasons
as stated, including longer time to for PC to create and
institute a discharge plan reflective of patient and fam-
ily wishes. Alternatively, a longer clinical course may be
what prompted the PC consult. The median time from
ICU admission to PC consult (4 days) in our PC cohort
was slightly longer compared to other studies evaluat-
ing PC intervention (2.81 days).22

In non-BM ICU patients, PC interventions are shown
to reduce distress and anxiety in family members and
improved communication.16 In parallel, the majority of
our PC cohort participated in family meetings with PC
to allow for further dialogue regarding their care, emo-
tions, and goals. Recommendations on symptom
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management occurred in at least 67% of our PC cohort
group, slightly higher than reported in the literature
for non-BM ICU patients.22 In our PC cohort, 32% of
patients had a DNAR on admission and 48% changed
their code status to DNAR after PC intervention. This
finding is consistent with that reported by O’Mahoney
et al. for non-BM ICU patients.22
Our data on PC interventions revealed their fre-
quent role in complex decision making and symptom
management. Their role in hospice education and
coordination was less prevalent, likely because case
management often is able to assume this role at our
institution. At other hospitals, this would add to the use
of PC. Measurable assessments of the qualitative



Table 3
Reason for Palliative Care Consult and Time to Consult

PC cohort (n = 31)

Time from admission to PC consult
(days), median (range)

4 (1.0-24.0)

Reason for PC consult, n (%)
Complex medical decision making 20 (64.5)
Symptom management 21 (67.7)
Both complex decision making and
symptom management

10 (32.0)

Hospice education 4 (12.9)

PC = palliative care.
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impacts of PC consults are difficult to obtain, and this
study was not designed to collect formal assessments
but rather evaluate impact as best documented in the
electronic medical record. However, from the PC
notes, we were able to identify patients who identified a
healthcare power of attorney and received additional
emotional support as a result of the PC consult service.

Overall, our study results are similar to other PC
interventions in non-BM ICU patients described in the
literature,16 with more PC patients changing code sta-
tus to DNAR, getting discharged to hospice, having an
earlier time to death, with no statistical difference in
mortality rates compared to those who do not receive
PC. Definitively testing the effect of PC on mortality
would require standardized entry points for patients
into a study, such as through a prospective trial. In the
non-BM ICU population, PC interventions have been
shown to improve the quality, quantity and content of
communication, and lead to decreased symptoms of
distress and anxiety in family members, without affect-
ing family satisfaction.16 Prospective studies of PC inter-
ventions for BM ICU patients should include surveys of
patients and families addressing these areas. Also inter-
esting for future studies is the impact of the inpatient
PC intervention on the patient and family’s postdi-
scharge experience. Future studies evaluating the per-
spective of the ICU providers would also be valuable
since their values and clinical knowledge may impact
the approach to ICU care (i.e., aggressive versus pallia-
tive). Our PC consult rate (28%) has room for improve-
ment. While our consult rate is higher than the
reported rate in inpatient BM patients (between 12
and 19.6%),19,20,23 it was lower compared to non-BM
ICU patients (34−57%).24-26 Future studies can
explore whether low PC utilization is related to lack of
awareness, misunderstanding of the value of PC con-
sult, or simply lack of data supporting the use of PC
consult.

This role of PC in BM patients is an understudied
topic. We acknowledge that our data and analyses are
limited by the retrospective design and limited sample
size. Due to the limited sample size, rigorous statistical
analyses were unable to be performed. Due to the ret-
rospective nature of the study, data points regarding
patient’s pre-admission functional status were extracted
from admission and pre-admission notes and not for-
mally evaluated. We also acknowledge the potential
limitations of using documentation of PC notes as our
resource to assess impact of the PC consultation, as
there would be inconsistencies between documenta-
tion practices and interpretation by reviewers may be
biased. Despite these limitations, our data provide a
foundation to develop a prospective study to assess the
impact of PC in this population.
Conclusion
Given the prevalence of BM patients and their prog-

nostic uncertainties, multi-modality care should
include PC consultation and early discussion regarding
goals of care. Despite the small sample size and descrip-
tive nature of our data, we observed that patients who
received a PC consult more frequently changed code
status and were more often discharged to hospice. PC
consultation was not associated with significant differ-
ences in hospital or overall mortality. Future prospec-
tive studies to assess both the quantitative and
qualitative impact of PC during hospitalization and
post-discharge will validate these conclusions and may
better describe the value of this service in improving
the patient, family, and provider experience.
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