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Next-of-Kin Perceptions of Physician Responsiveness to
Symptoms of Hospitalized Patients Near Death

JOEL €. CANTOR, Se.D, JAN BLUSTEIN, M.D., Ph.D.,? MATHEW J. CARLSON, Ph.D.?
and DAVID AL GOULD, Ph.D

ABSTRACT

Many different medical providers visit critically ill patients during a hospitalization, and pa-
tients and family members may not feel any physician is truly in charge of care. This study
explores whether perceiving that a physician was clearly in charge is associated with reports
by surviving next of kin about the responsiveness of physicians to symptoms in hospitalized
patients near the end of life. We conducted telephone interviews with surviving next of kin
of adult patients (1 = 1107) who died in one of five New York City teaching hospitals be-
tween April 1998 and June 1999 after a minimum 3-day inpatient stay. Next-of-kin ratings of
whether physicians did “all they could” all or most of the time in response to patient pain,
dyspnea, and affective distress (confusion, depression or emotional distress) were compared
by whether the next of kin reported one or more physicians “clearly in charge” of care, ad-
justing for patient and next-of-kin characteristics. More than 80% of patients were reported
to have experienced often serious pain, dyspnea, or affective distress. Physicians were rated
as responsive to pain by 79.1% of respondents, to dyspnea by 84.9%, and to affective distress
by 66.6%. Ratings of physician responsiveness to pain {(p = 0.001) and affective distress (p =
0.001) were significantly lower among patients for whom no physician was seen as clearly in
charge of care. This finding is consistent with the view that ensuring that a physician coor-
dinates the care of seriously ill, hospitalized patients may improve symptom management.
Further research is warranted to establish causality and identify optimal models of care.

INTRODUCTION

F(m PATIENTS NUAKR THE BN oor L, palliation of
symptoms is of paramount importance. Yet
studies suggest that those spending their final
days in hospitals often die with symploms
unchecked. For example, in the Study to Under-
stand Prognosis and Preferences for Outcomes
and Risks of Treatment (SUPPORT), half of pa-

tients dving in acute care hospitals had moderate
to severe pain at least half of the time during their
final days of life.! Other studies confirm that the
failure to control symptoms in hospitalized dy-
ing patients is widespread.**

This fatlure is significant because more than
one halt of deaths in the United States occur in
hospitals.! Hospitals are complex institutions in
which providers with different roles and por-
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spectives share responsibility for patient care.
Sometimes the boundaries of respensibility and
accountability for patient care are unclear or even
contentious.” These ambiguities are often inten-
sified in the care of seriously ill patients,” in in-
tensive care settings,” and in academic medical
centers.” Morcover, during hospitalization, pro-
viders who have not previously been involved in
the care of the patient—including subspeciatists,
consultants, and hospitalists—sometimes take on
central roles in patient care, Some have suggested
that this unfamiliarity breeds discontinuity,
which in turn undermines the quality of hospital
care.”

How might ambiguities and discontinuities of
responsibility be refated to the quality of care that
is delivered to hospitalized patients at the end of
life? We addressed this question by examining
the relationship between next-of-kin reports of
whether one or more physicians were “clearly in
charge” of patient care and whether the physi-
cians did “all they could” to control symptoms
among patients who died in five New York City
teaching hospitals.

The perspectives of surviving next of kin are
important in their own right and are relevant
markers of the quality of care. Next of kin are im-
portant participants in and obscrvers of care.
Family members often spend a great deal more
time in hospitals with patients than do physicians
or the hospital staff, and they are frequently pres-
ent for physician-patient discussions or serve as
proxy decision-makers for incompetent patients.
I'rior studies have shown that surrogates such as
family members are moderately accurate raters ot
symptoms such as pain, although they may over-
report symptoms and may be more critical than
patients of caregivers, =12

As clinicians strive to improve symptom man-
agement in patients near deatly, it is important to
understand the correlates of good outcomes. This
knowledge can inform the design of care strate-
aies, such as special palliative care units or pal-
liative care consultation teams, as well as guide
the design of future rescarch in this arca.

METHODS

Stiedy setting and saniple

The five study hospitals were participants in a
program to improve the care of patients near the
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end of life sponsored by the United Hospital
Fund of New York."” The hospitals range from
511 o 1027 heds in service, and have between 35
and 74 medical residents per 100 beds (authors’
tabulations of 1998 New York State Institutional
Cost Reports). Two of the study sites are aca-
demic health centers affiliated with medical
schools.

A probability sample of 2528 patients IS vears
of age or older with a minimum stay of 3 days
prior to dyving between April 1998 and June 1999
was drawn from the hospitals’ computerized
records. Patients receiving special palliative care
services were oversampled in two of the hospi-
tals. We use statistical controls to address the pos-
sibilitv of bias introduced by the intervention
oversample (see Analysis below).

The Institutional Review Boards of the hive par-
ticipating hospitals approved the research re-
ported in this paper. Beginning in November
19498, letters describing the study and stating that
responses were voluntary and confidential were
mailed no sooner than 6 weeks after death to sur-
viving next of kin listed in hospital records. In-
terviewing was conducted between December
1998 and November 1999,

Study data

The primary data for the study were collected
during computer-assisted telephone interviews
with the listed next of kin between 2 and 17
months after the patient’s death. Half of inter-
views were completed between 5 and 7 months
after death and 99% were completed within 12
months after death. Interviews averaged 22
minutes and were conducted by experienced in-
terviewers who had been trained to administer
the study questionnaire and to consider the spe-
cial needs of bercaved and elderly respondents.
After obtaining oral informed consent, inter-
viewers asked respondents about perceptions of
the patients’ conditions and care during the hos-
pital stay during which the patients died. In ad-
dition, data from computerized hospital records
on length of stay, expected primary source ot
payment, admitting diagnosis, and patient age
and gender were linked to the data derived
from the telephone interviews. Although ot po-
tential importance, data on the characteristics of
physicians or other care providers were un-
availalle.

The outcomes examined in this paper are based
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on respondent assessiments of physicians” level of
effort to treat patient symptoms. The respondents
were asked about the extent to which patients ex-
pericnced pain, shortness of breath, and affective
distress (confusion, depression or ecmotional dis-
tress). Then, those reporting that the patient ex-
pericnced  symptom(sy were asked for their
assessment of the adequacy of physician respon-
siveness to symptoms. For example, for patients
who experienced pain, respondents were asked,
“Do vou think that the doctors did everything
they could to help control {paticnt’s name/rela-
tionship} pain .. . all of the time, most of the time,
about half of the time, some of the time, or none
of the time?” Respondents were asked parallel
questions about physicians” efforts to help pa-
tients “breathe more easily” and to relieve “con-
fusion, depression or emotional distress.”

In a separate series of questions, respondents
were asked about the physicians caring for the
patients during the hospital stay. First, respon-
dents were asked, ” .. was there one doctor who
wag clearly in charge of (patient’s name/ rela-
tionship) care, more than one doctor in charge, or
na doctor who was clearly in charge of (his/het)
care?” Those who reported that there was one or
more doctors “clearly in charge” were then asked
whether those physicians were “ ... involved in
caring for {patient’s name/relationship) before
that hospital stay?”

Data were also collected to control for factors
that might confound the association between
respondent reports of whether there was a
physician clearly in charge and the physician
responsiveness to symptoms. Covariates in-
cluded respondent and patient demographic
and sociveconomic characteristics as well as pa-
tient living arrangements and health and dis-
ability status prior to admission. Additionally,
because prior rescarch has shown respondent
expectations to be associated with satisfaction
with care, respondents were asked when they
first realized that the patient would dije.!*!"
Some respondents did not know or refused to
answer some survey questions and some data
were missing  from  hospital administrative
records. Cases with missing values were ex-
cluded trom analysis, except for household in-
come 0 the last year and major diagnostic cat-
egory where more than 10% of the cases were
missing. For these variables, to avoid potential
selection bias a “missing” category was in-
cluded in the analysis.

w

Annlysis

After tabulating sample characteristics, we ex-
amined the association between the reported
level of physician efforts to address symptoms
and respondent and patient characteristics. We
focused on the association of whether there was
a physician(s) clearly in charge ot patient care and
the responsiveness of physicians to symptoms.
Respondent and patient covariates that we found
to be significantly associated with physician re-
sponsiveness in bivariate y7 tests at a level of p <
0.05 or lower were controlied for in estimating
adjusted odds ratios in logistic regression mod-
els. In addition, to help ensure that estimates were
unbiased, the regression models also controlled
for the sampling strata (i.c., hospital and pallia-
tive care program participation). As well, unad-
justed odds ratios for physician-in-charge vari-
ables were computed for comparison to the
adjusted ratios for these variables.

RESULTS

OF the initial 2528 cases, 209 (8.3"%) hospital
records did not have adequate contact informa-
tion for a surviving next of kin and a1 (2.4%) had
contact information, but the named person re-
ported having had no interaction with the hospi-
tal staff caring for the patient. These cases were
considered ineligible for the study. OFf the re-
maining 2258 cases, 412 {18.2"%) could not be lo-
cated using the contact information provided; 176
{(7.8%) could not be reached after multiple at-
tempts, 58 (2.6%) were unable to participate be-
cause of incapacitation or language barrier, and
350 (15.5%) refused to participate. Interviews
were conducted with the remaining 1271 next of
kin, yielding a response rate of 56.3%. While less
than ideal, this rate is comparable to studics of
patient experiences and satisfaction reported in
the literature, lo-1®

Response rates varied among the five hospitals
from 46.3% to 63.3% (p - 0.001); and were lower
for patients with an expected payment source of
Medicaid or uninsured (47.0%) compared to
Medicare (57.2%) or privately insurance (64.9%;
= 0.001) and for women patients (54.3%) com-
pared to men (58.5%; p = 0.044). Response rates
did not vary significantly by paticnt age, major
diagnostic category, or length of stay. The analy-
sis presented here is limited to 1107 (87.1%) cases
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rated by interviewers as knowledgeable on “all”
or “most” questions on a four-point scale (com-
pared to “some” or “very few or none” of the
questions).

Table T describes the analysis sample. With re-
spect to the main independent variables of inter-
estin this study, no doctor was scen as clearly in
charge in nearly 20% of cases, and approximately
haif of the remaining respondents reported that
although a physician(s) was in charge, he or she
had no relationship to the patient prior to the fi-
nal hospitalization.

Respondents were  predominantly  women
and predominantly nonelderly. Forty percent re-
ported that they had no more than a high school
education, and the modal relationships to the
patient were child and spouse/partner. More
than half of all vespondents had not expected
that the patient would die during the hospital
stay until near the very end. However, a sizable
minority, nearly a quarter, said that they real-
ized that the patient would die prior to or just
after admission.

As shown in the second part of Table 1, study
patients were quite old and sick, with high pro-
portions reported in fair or poor health status or
living in a nursing home two months prior to ad-
mission. Approximately half of the patients were
women, approximately half were non-white, and
most reportedly spoke English “very well.” On
average, the patients had jower educational at-
tainment than their next of kin {(p <0 0.001) did,
with oniy one third having more than a high
school degree. Data from the two thirds of re-
spondents who reported patient income show
that the patients were typically of modest means.
Medicare was the predominant expected primary
paver, followed by private coverage and Medi-
caid ar no coverage. Finally, the patient popula-
tion had a diversity of admitting diagnoses, and
a farge proportion had lengthy hospital stays. Re-
ports of having one or mere physician(s) “clearly
in charge” varied by respondent and patient so-
ciocconomic circumstances, patient living situa-
tion prior to admission and diagnosis; but not by
other sample characteristics (data not shown),

As summarized in Table 2, more than 8 in 10
patients were reported to have experienced pain,
dyspnea, or affective distress (confusion, depres-
sion, or emotional distress) during their tinal
hospitalization. Respondent reports of physician
responsiveness varied by symptom. Physician re-
sponsiveness was rated highly {defined as reports

CANTOR ET AL.

of physicians doing “all that they could” to ad-
dress symptoms either “all of the time” or “most
of the time”) in 79.1% of pain cases, 84.9% of dys-
piea cases, and 66.6% of cases with affective dis-
tress.

Physician responsiveness was rated  higher
when a physician was seen as clearly in charge,
although this difference was not significant for
dyspnea (Table 3). In the case of pain, physician
responsiveness ratings were higher when  the
physician(s) in charge had a relationship to the
patient prior to the hospitalization compared to
when no prior relationship was reported (p =
0.043).

Several respondent characteristics were also as-
sociated with ratings of physician responsive-
ness. Older respondents tended to rate physicians
as being more responsive, as did respondents
who had anticipated the patient’s death prior to
the admission. Few patient factors were associ-
ated with ratings of physician responsiveness.
Notably, only prior health status was consistently
linked with responsiveness. Higher physician
responsiveness to symptoms  associated  with
poorer patient health. Consistent with the health
status finding, physician responsiveness ratings
were higher for patients who previously lived in
an institution such as a nursing home, although
this was significant only for dyspnea. Other pa-
ticnt characteristics (race/ethnicity, education,
English-speaking ability, household income, ex-
pected primary payer class) as well as expected
paver, diagnosis, length of stay and hospital were
not consistently associated with physician re-
Sponsiveness to symptoms.

Logistic regression models are consistent with
the results shown above and demonstrate that the
association between the physician-in-charge vari-
able and symptom management are not altered
when controls for covariates are added. Asshown
in Table 4, reports of having a physician clearly
in charge was associated with a greater odds of
a high rating of physician cffort t¢ address pain
and affective distress compaved to having no
physician in charge in both unadjusted and ad-
justed models. In the case of pain, significantly
higher physician responsiveness was found for
patients with a physician(s) in charge who cared
for them prior to the hospitalization compared
patients with a physician(s) in charge butb with-
out a prior relationship in the unadjusted model
(odds ratio [OR] = 1.6; confidence interval [Cl] =
1.1, 2.5) although this association is of borderline
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Fapin T Samrnr CHARACEERISNTICS

Physician “clearly in charge” (n = 1,093)
None
Yes, without prior relationship
Yes, with prior |'ola{innship

Respondent
Women (1 — 1107)
Age group (no= 1085)
19349 years
449
S0-64
Hh-74
75 or older
Education {0 = 1102}
Less than high school
High school graduate
Some vollege
College graduate
Lived with patient (0 — [THO4)
Relationship to patient (i = 1107)
Spouse/ partner
Parent
Child
Sibling,
Other
When death was first expected (11 = 1082}
Prior to admission
Fust after admission
Aboul hall way through hospital stay
Nost e\pected or nol sure

[Paticnt

Women (1 = 1H)F)

Age group, years (i = 1107)
50 and under
S1-64
Gh=74
7584
85 or older

Race/ethnicity (1 = 1088)
White, non-Hispanic
Black, non-Hispanic
Hispanic
Olher

I'ducation (n = 1036}
Less than high school
High school graduate
Some college
College graduate

Spoke English “very well” (0 = [00a)

Health status—2 months prior to admission (i — [082)
I-]x_cuilvnt, good, or very good
Fair
I"oar

Lived ininstitution—2 months prior to admission (7 = 1097)

FHouschold income last vear (i = 732)
Lhnder $15,000
$15,000-549,999
50,000 or muore

Expected primary paver class (i1 — 1063)
Medicare
Medicaid, selt-pay, or charity care
Private coverage

wd =
S E
1 — '

s
LRl

501

15.8
18.8
149.2
269
149,

)

~4
~1
92 BN ] |

1.

e
=

6l.6
IR.R

224

{contiinicd)
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St b CHARACTIRISTICS {CONT'TY)

Major diagnostic category (0 = 947)
Neoplasms
Circulatory syslem
Respiratory system
Digestive system
Infectious/ parasitic conditions
Other
Length of stay, days (n = 1107)
=D
[
i0-13
16-27
28-more
Hospital (i — F107)
A
B
¢
]
£

9.7
2006
17.3

()7
12.0
2006

4.5
216
22.0
2001
2.6

183
P88
21

21

0.

SR

12

Cl = 1.0, 2.5). Having a prior relationship did not
have a significant association with physician re-
sponsiveness for the other two symptoms (data
not shown).

DISCUSSION

Consistent with prier studies of hospitalized
patients near the end of life, respondents in our
study reported high levels of symptoms in a se-
ries of patients who died in the study hospitals.”

Tantn 2.

NENT-0F-KIN REPORTEL Synirtovs axg Do

More than 80% of patients reportedly experi-
enced pain, dyspnea, or atfective distress. More-
over, next-of-kin ratings of the adequacy ot physi-
clan efforts to address the symptoms were not
consistently positive, with bebween 152% and
33.5% reporting that physicians failed to do “ali
they could”™ most of the time to address symp-
toms, depending on the symptom addressed.
Nearly 1 in 5 respondents reported that no
physician was clearly in charge of patient care,
and these respondents rated physician respon-
siveness to affective distress and pain substan-
tially tower than respondents who reported that

o Winon Provsioiases

WeRrE Pererven 7o oo A Tiey Coun e 1o ADDRESS SYMrTovs

Sipmpttoni
{ain IRTRIAT Disfress

Symptom prevalence

T 82.4 83.7 s0M

1 934 1023 920)
OF patients with the symptom, reports of “doctors

did all they could” to address symptoms, % Jdistribution

Adl of the time 16,4 535.9 A7.5

Muost ol the time 2.7 29.0 24

Aboul hall of the time 6.0 19 8.4

Some of the time 109 73 145

None of the time 3.4 30 ILe

i 731 838 (67

*Confusion, depression or emolional distress,
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Parek 300 Pereent or NEx-0-Kin Rerontise i Povasiciass D “Ard
10 ADDRESS SYMPrronts At or Mos oe o T sy Sanirir CHARAUTLRISTICS

Truy Cownn”

1
Wl
~1

Synipion
Dyspnea Distresah
in — 731 n = 838) o= b
Satuple characierisiics i P o P i P
Taotal 79 — ha i - (0.0 —
Physician “clearly in charge” SRV Dls 001
None 0.4 794 Sk
Yes, withoul prior relationship 78.2 561 od. |
You, with prior relationship 347 803 717
Respondent
Gender 0,606 11.522 0877
Women 50.3 83.6 Gt
Men 78.6 S0 670
Age group U025 .053 L.003
935 years 72.1 783 507
4040 7510 839 62.2
Shtni} S §8.2 738
Hh-74 sl.6 R H9.2
75 or older 815 562 TOR
Education (1.251) 0.120 .051
Fess than high school 77.4 77 711
Fligh school graduate 743 8401 722
Some college 81.8 S 687
College graduate 811 36.7 60,7
Fived with patient (1.562 0011 (.907
Yes PR sl ah.3
No 780 87.5 [elathet
Relationship to patient 0.2306 0314 0LU05
Spouse/ partner 83.0 "7.5 (5,49
Parent 794 S0 807
Chiid 784 828 6.0
Sibling 84.6 9.2 790
COther 74.3 543 720
When death was first expected (.002 0001 0001
Prior to admission Y05 843 S0.0
Just after admission 87.1 951 833
About half way through hospital stay 8T 859 (6.4
Nat expected or not sure 73.2 K05 5013
["atient
Gender (0.008 0078 (1662
Women 75.1 82.7 &7
Men B30 871 658
Age group, years =0 0716 0.746
S and under 83.2 532 672
51 -6 752 52.0 083
6GH-7d 7h5 861 626
7584 76.7 85.6 ny.2
85 or older 7.6 86.9 haY
Rage /ethnid ly (L217 O.002 {.289
While, nen-Hispanic S0 R 07,
Black, non-Hispanic 801 8- 700}
Hispanic 733 788 H3.]
Other 71.8 8.7 R3.6
ducation (1.350 0916 1314029
Less than high school 76.5 8.6 9.2
High scheol graduate 774 84.7 687
Some college 8510 840 60.7
College graduate S04 56.8 542

(ot firited)
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Taper 3. Preroest o Nexr-o-Kiy Reeorisc st Provsiciass Dy “Ave Trioy Covin”
10 ADBDRESS Syaptoats AL OR Most or THE Tise By Saniens CHarac tersTics (Cont'od
SyipHonr!
Puin Payspica Pristress?
m Sah n - 838) in (7}

Sample chirncteristics i P M P g P

Spoke English “very well” 0918 0.188 U264
Yos 82 8R4 Y7 u
Ne 07 510 (2.0

ealth status 2 months prior o admission 0001 0L.ool .0n2
Fxcelient, pood or very good 72 78.5 a4
Fair 754 §3.3 626
Ioor 864 uis 738

Lived in institution 2 months prior to admission (1.055 L0006 (1.551
Yoy 861 925 6906
No 7PR 83.2 6h.]

Household income last year {1,352 11,384 (1417
Under $15,000 823 0391+ 882 (1.255+ 607 06420
$15,000-19,999 76.7 817 (iR R
550,000 or more 749.1 842 611
Unknown/refused 78.0 838 703

Expected primary paver class N8O 0.326 .661
Medicare N 855 A3
Medicaid, self-pay, or charity care 772 82 0.0
Private coverage 781 347 ~7.1

Major diagnostic category 0.264 0035 040
Neaplasms 79.2 0,343 809 00214 6510 0.322¢
Circulatory system 771 87.9 644
Respiratory system S 839 663
Digestive system 773 881 695
Infectious/ parasitic conditions 844 EXn! 773
Other 72.0 78.1 613
Missing, S44 86,0 670

Length of stav, days 0.301 (.88S (.800
3t 5 ' 753 83.3 RS
Ho 4 $2u 840 ot7
10 to 15 776 862 8.0
16ty 27 e Rt 8.6 7
28 or more IR7 830 a4h

Hospital 0.034 (1050 0615
A 9.7 774 [Aa Ry
B 828 862 (7.2
C 76.5 847 S nl
[ hegst 840 Hud
E 53 8622 a0

sSample sizes for individual variables may be less than the totals due to missing values, p values are shown with
and without missing values for variables with 10% or more missing.

bConfusion, depression or emotional distress.

‘f” value excluding “unknown/refused” cases, pa (0 - 493), dyspnea Gt —
.

554), affective Jdistress (1 - 435).

p value excluding missing cases, pain (1 = 6lo), dyspnea (1 = 717, affective dislress (1 = 564).

a physician(s) was in charge. This contrast was
sreatest for affective distress symptoms, only half
of respondents reported that physicians did “al!
they could” all or most of the fime to address dis-
tress when no physician was seen as in charge,
but nearly three fourths reported adequate physi-

clan efforts when a physician was seen as in
charge and he/she cared for the patient prior to
the hospitalization. Comparable ratings of physi-
cian responsiveness to pain were 66.4% with no
physician in charge and 84.7% when a physician
with a prior relationship was in charge. Smaller
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RETORFING e Prvsicians L
o Mosr e Tinar

Onfifs Rirtio (937 l::li{f‘ftff‘irl'f‘ Interoal)

Pain (n = pd-) Dysptica in = 770 Phistress (n — 5857
Lhudiusted Adjnstodt Uaadjusiod Adfusicd® Linadjusiod Acdfistod”
Physician “clearly in charge”
With prior relationship 3019, 49 31018 50 Ta(le 2.7 Te (0w, 2.7y 24 (1.5 3.8 22(1.3, 3.0)
Without prior relationship L8 0L 290 19012, 3.2) 1604 27 1505 26) 21 (1.3, 33 20012 34
No physician in charge Lo 1o 1o Lo Loy 1o

Cenfusion, depression, or emotional distress.

PControls for covariates with independent association with respective symptom (at g -

sindicates reference ca tegory.

0.05) as shown i Table 3,

Note: Unadjusted and adjusted models estimated by logislic regression. All regressions control for survey sampling

strata.

and statistically insignificant differences were ob-
served for management of dyspnea.

Respondents who reported an carly expecta-
tion of death and those who reported lower prior
patient health status were also more likely to re-
port adequate physician responsiveness to symp-
toms. The effect of continuity in the physician-pa-
tient relationship was less evident. Differences in
reported  symptom  responsiveness  between
physicians without a relationship to the patient
prior to the hospital stay and those with a prior
relationship were small and generally not statis-
tically significant, except in the case of pain con-
trol.

Our findings suggest that it may be important
for hospitals to organize services to ensure that
each patient is assigned one or more physicians
to coordinate care, but ensuring that patients’
community-based physicians play that role may
not be essential. The finding that expectation of
death prior to admission was associated with
ratings of physician responsiveness un-
derscores the importance of carly and effective
communication between care providers and fani-
ily members about the patient’s illness and like-
lihood of survival. We do not have data to ad-
family or provider expectations
about survival led to greater emphasis on pallia-
tive care, although this is a clear possibility.

ttis nuteworthy that several factors were not
generally associated with reports of plysician re-
sponsiveness to symptoms. Specifically, we did
not find that race/cthnicity or indicators of so-
cioeconomic sfatus or insurance coverage were
associated with responsiveness. These [indings
are reassuring and are not consistent with prior

higher

dress whether

findings of lower quality of care and pain control
for poor and minority patients.'”*? We did, how-
ever, find differences in physician symptom re-
sponsiveness among the study hospitals in mul-
tivariate analysis controlling for patient and
next-of-kin characteristics.

Qur analysis has several limitations. First, we
reported on a retrospective survey of surviving
next of kin, which required recall (on av erage ap-
proximatelv & months) and reftected perceptions
ot individuals without medical training, Prior ev-
idence suggests that compared to patients, sur-
rogate respondents may report more symptoms
and be more critical of caregivers, but we have
no reason to believe that this evidence suggests a
bias in the association between reported physi-
cian-patient refationship and reported adequacy
of symptom management. Nevertheless, we at-
tempted to control tor differences in the subjec-
tive judgments among respondents by measuring
respondent characteristics that might be corre-
lated with perceptions (for example, age, gender,
and educational attainment). We also limited our
analysis to cases where interviewers rated re-
sponding next of kin as knowledgeable. While
further work in this area would be strengthened
by incorporating objective measures, we note that
family members are uniquely positioned to ob-
serve the unfolding course of care and their ex-
periences are important in their own right.

Second, the study is cross sectional and causal
inferences must be made with caution. While we
have suggested that having a physician in charge
led to more satisfactory symptom management,
it may have been that better symptom control led
to the perception that a physician was in charge.
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The issue of causality can be addressed more cof-
fectively only through longitudinal or interven-
tion research. Third, we did not describe the or-
ganization of care beyond whether a physician
was reported to be in charge. The role or re-
sponsiveness of nurses or other caregivers who
might have been involved in the symptom man-
agement, and the characteristics of the physicians
providing care such as specialty or level of train-
ing. In particular, the growing use of hospitalists
is worthy of examination in further rescarch. Fi-
nally, our survey was timited to five teaching hos-
pitals in one region. Experiences in other settings
might differ from our study facilities, and within
these hospitals we cannot rule out the possibility
that nonrespondents might have reported ditfer-
ently than respondents.

In conclusion, symptom control and physician
responsiveness to symptoms arc serious con-
cerns for hospitalized patients near the end of
life and their tamilies. Our findings suggest that
cnsuring that one or more physicians are clearly
in charge of care of each patient may be an im-
portant step toward improving the quality of
care for hospitalized dying patients. Future re-
scarch on palliative care interventions should
examine the potential contribution of a primary,
coordinating physician. In the absence of con-
trary evidence, our study suggests that it is ad-
visable tor hospital-based palliative care inter-

ventions to encourage a stmng role for a
coordinating pliysician.
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