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In response (1)

Thank you for the opportunity to respond to
the letter by Kafetz and Atkin. They state that
our paper ‘shows the limitations of an
approach grounded in the specialty of pallia-
tive care that deals with death from a single
pathology, when analysing deaths on acute
wards. First and foremost, we would like to
highlight the fact that palliative care does not
just deal with death from a single pathology.
The World Health Organization definition
describes palliative care as ‘an approach that
improves the quality of life of patients and
their families facing the problems associated
with life-threatening illness, through the pre-
vention and relief of suffering by means of
early identification and impeccable assess-
ment and treatment of pain and other prob-
lems; physical, psychological and spiritual’!
Of note, there is no reference to diagnosis;
the definition encompasses the care of
patients with a spectrum of illnesses and
prognoses. As clinicians working in this spe-
cialty we have daily encounters with patients
with complex needs from many ‘pathologies’
other than cancer.

As suggested in our article, we agree the
Liverpool Care Pathway (LCP) is not par-
ticularly helpful in ‘diagnosing dying’ for
patients with many non-cancer illnesses.
For example, patients with stroke and
dementia may be bed bound and unable to
swallow tablets, but not dying. For this
reason, we used a pragmatic approach for
our audit using the LCP criteria and/or case
note documentation to determine whether
and when a patient had been ‘diagnosed as
dying. Kafetz and Atkin suggest many
patients over the age of 80 dying of pneu-
monia have concomitant dementia; in our
audit, of the 49 individuals who fell into
this age category, 16 had a primary diag-
nosis of a chest infection and four of these
had a documented diagnosis of dementia.

The authors suggest, “The culture of spe-
cific wards for the care of elderly people is to
look for what is remediable and palliate
what is not. Surely this is how medicine

should be practised across all specialties and
all ages, not just for the elderly? They pro-
pose that ‘geriatric medicine and palliative
medicine find ways to make clinicians more
confident in ‘diagnosing dying”. We agree,
and acknowledge that the diagnosis of dying
is difficult to make.>® Our current research
into end-of-life care on acute hospital wards
suggests that a huge cultural shift is needed
away from the concept of death as failure,
and towards open discussions about death
as a possible outcome so that it can be antic-
ipated and planned for. We therefore still
believe the key approach is ‘to assist clini-
cians in identifying those patients who
might die during their current hospital
admission thereby enabling active treatment
where appropriate alongside symptom relief
and advanced care planning for the future’?

JANE GIBBINS

Specialist Registrar in Palliative Medicine

RACHEL MCCOUBRIE

Consultant in Palliative Medicine

KAREN FORBES
Macmillan Professorial Teaching Fellow and

Consultant in Palliative Medicine

University Hospitals of Bristol NHS Foundation Trust
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Diagnosing dying in the acute
hospital setting (2)

Editor — Gibbins and colleagues show that
providing end-of-life care is a challenge in
hospitalised patients (Clin Med April 2009
pp 116-9). We conducted a similar audit in
acute medical patients and reviewed case
notes of 50 patients who died following
admission to the department. We excluded
patients who died within seven days of
admission as we felt that the clinical uncer-
tainty during this period would be very
high. Our results are similar to the findings
in the article with 62% (31/50) of patients

© Royal College of Physicians, 2009. All rights reserved.

LETTERS TO THE EDITOR

being identified as having end-stage disease
and only 54% (17/31) of them being offered
end-of-life care. The Liverpool Care
Pathway (LCP) was used in 13 patients. Five
of these also received specialist palliative
care input. Four patients had specialist pal-
liative care input without the use of the LCP.
We agree with the authors that the uncer-
tainty in diagnosing dying is perhaps a
major contributor to patients not receiving
palliative care but we feel that other factors,
such as frequent transfers of patients
between wards, which occurred in 27/50
patients in our audit, and reduced conti-
nuity of care owing to shorter shift patterns
and frequent junior staff changes, also con-
tribute to delay or denial of end-of-life care.
The majority of the patients in our audit
were admitted with an infection and in the
majority of the patients the cause of death
was infection. It is often thought that infec-
tions can be treated despite the presence of
other significant co-morbidities. There is
little recognition among healthcare staff,
patients and relatives that an infection is
often the terminal event in most end-stage
diseases. A number of such patients would
have had previous admissions with similar
infections in the past and recovered, which
adds to uncertainty about diagnosing the ter-
minal event. In our audit 15 patients had pre-
vious admissions within the last two months.
We feel that it is important to discuss with
patients and relatives the role of infection as
a terminal event in chronic illness, so that
they are informed and not alarmed when
healthcare staff decide not to treat infection
actively. We also feel that the LCP should
indicate that in cases of uncertainty it may
be appropriate to give antibiotics despite the
decision to provide end-of-life care as we
feel that this will help healthcare staff to allay
their own and their patients’ anxieties in
instances of clinical uncertainty, thereby
promoting wider use of the LCP.

STEPHEN WALLIS

Specialist Registrar,

Medicine for Older People,
Addenbrooke’s Hospital, Cambridge

SUNKU H GUPTHA
Consultant Physician,

Medicine for Older People,

Edith Cavell Hospital, Peterborough
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In response (2)

We thank Wallis and Guptha for sharing
their audit results. Their results show that
the majority of their patients were admitted
with an infection, which was also stated as
the cause of death. Our results revealed that
infection was the primary reason for admis-
sion in 32% of the cohort.! Symptoms
arising as a result of infection can be similar
to those of someone who is dying, and as
healthcare professionals working in an envi-
ronment which focuses on cure, we some-
times treat infections without recognising
that the patient is actually dying from their
underlying illness.>™

However, we fully agree that the treatment
of an infection can be entirely appropriate for
patients who may be entering their last days of
life — either for symptom control or because
the prognosis is uncertain (especially in those
with non-malignant disease who have unpre-
dictable disease trajectories). The current
version of the Liverpool Care Pathway (LCP)
for the dying does not stipulate that all antibi-
otics should be stopped, but that inappro-
priate antibiotics should be discontinued.’
Thus in those patients where appropriate, it is
possible for the patient to be on the LCP while
receiving antibiotics. However, as suggested
by our audit and the work of others, the ‘diag-
nosis of dying’ can be difficult to make and
thus the ‘right time’ to place a patient onto the
LCP or other end-of-life care pathway can be
challenging. We therefore advocate that until
sensitive and specific prognostication tools
are available, as stated above, we should ‘assist
clinicians in identifying those patients who
might die during their current hospital
admission thereby enabling active treatment
where appropriate alongside symptom
relief’! This approach would enable those
patients who require appropriate antibiotics
to receive them, while allowing ‘healthcare
professionals to allay their own anxieties in
instances of clinical uncertainty’.

JANE GIBBINS

Specialist Registrar in Palliative Medicine
RACHEL MCCOUBRIE

Consultant in Palliative Medicine

KAREN FORBES
Macmillan Professorial Teaching Fellow and

Consultant in Palliative Medicine

University Hospitals of Bristol NHS Foundation Trust
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Investigation of the patient
with pleural effusion (1)

Editor — Rahman and Munavvar’s paper
on investigating the patient with pleural
effusion (Clin Med April 2009 pp 174-8)
made no mention of the utility of quanti-
fying pleural fluid adenosine deaminase
(ADA) as a diagnostic parameter. Assay of
ADA is simple and inexpensive, coupled
with a relatively high sensitivity and speci-
ficity in identifying tuberculous pleuritis,
enhanced further when the effusion in
question is richly lymphocytic.? While
the positive predictive value of ADA may
be lowered by its use in areas of low tuber-
culosis (TB) prevalence, its negative pre-
dictive value should remain unaffected,
retaining its overall value as a subsidiary
‘rule out’ test for suspected TB pleural dis-
ease.” Furthermore, ADA levels falling
below the diagnostic cut-off threshold
(around 40 U/1) have been shown to virtu-
ally exclude TB as a cause of pleural effu-
sion even when the collection is lympho-
cytic.>* We suspect that many physicians
continue to find the analysis of ADA
useful in the setting of suspected TB
pleural sepsis while eagerly awaiting the
emergence of newer immune-based tests
of pleural fluid.

FELIX CHUA

Consultant Thoracic Physician

JANICE GROTH
Senior TB Specialist Nurse,
St George’s Healthcare NHS Trust, London
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Investigation of the patient
with pleural effusion (2)

Given the fact that culture of pleural fluid
(using Lowenstein medium) has only 36.6%
sensitivity for diagnosis of tuberculous
pleural effusion versus 79.8% sensitivity
obtained with the more invasive modality of
histological identification of caseating gran-
uloma,! among the non-invasive ‘special
tests’ for evaluation of pleural effusion,?
mention should also have been made of
adenosine deaminase (ADA)® and inter-
feron-gamma (IFN-gamma),* so as to com-
plement strategies such as staining and cul-
ture for acid-fast bacilli.? In a systematic
review of 63 studies ADA was characterised
by positive likelihood ratio 9.03 (95% confi-
dence interval (CI) 7.19 to 11.35), negative
likelihood ration 0.10 (95% CI 0.07 to 0.14)
for diagnosis of tuberculous pleural effu-
sion.’ Correspondingly, in a systematic
review of 22 studies, diagnostic accuracy of
IFN-gamma was characterised by positive
likelihood ration amounting to 23.45 (95%
CI 17.31 to 31.78), and negative likelihood
ratio 0.11 (95% CI 0.07 to 0.16).* In the set-
ting of tuberculous effusion prevalence of
5%, post-test probability of a negative ADA
test has been estimate to be 0.4%, increasing
to 2.4% where tuberculous pleural effusion
has a 25% prevalence. For INF-gamma, cor-
responding post-test probabilities are 0.22%
and 1.2% respectively.

OSCAR MP JOLOBE
Manchester Medical Society,

Manchester
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