Scoring Suttering to Address Patient Needs in Palliative Care 'The “Maslow Score”
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INTRODUCTION

Palliative care patients have been scored by their physical and psychological symptoms, Edmonton Symptom Assessment Scale (ESAS)' and revised version (ESAS-r)?, and
performance status, European Cooperative Oncology Group (ECOG) Scale of Performance Status®, Karnofsky Performance Status?, and Palliative Performance Scale (PPS)°
but not their multi-dimensional suffering, needs, and wants. The 4-digit “Maslow Score” seeks to use Maslow's Hierarchy® to score the current patient situation based on a
palliative care assessment of symptom burden (physiological), plan (safety), network (love/belonging), and meaning (esteem/self-actualization) using a scale derived from a

0-5 functional pain scale’. The aim of this score is to better triage use of palliative care team resources, assess benefits of various interventions, increase efficiency of patient
hand-offs, and better optimize care for each interaction.
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Day Day 1 Day 2 All patients on our in-patient service are scored by consensus at the end of the day. If the observers feel
to To o ambivalence or disagreement over which score more accurately represents the situation, the higher
Day 2 Discharge Discharge score is selected. If the observers are unable to assess a score, the score was deferred and marked with
Symptoms < 0.0001 0.0002 0.7 . . . . . .
Plan 003 = 00001 00000 an " . The analyas abpve was of in-patients in a two-month perlod. (N =115) who were new consults and
Network 0.02 0.0 0.2 discharged during this period (N = 112) who were seen at least twice (N = 83). Symptom scores were
Meaning 0.002 0.006 0.9 statistically improved between initial consultation and follow-up but did not statistically improve from
Table 1: P-values obtained from paired t-test of differences between scores at follow-up to discharge, that is, symptoms were optimized after initial consultation. The plan statistically
initial consultation (day1), first follow-up (day 2), and day of discharge (or improved between initial consultation, first follow-up and discharge. Network and meaning statistically
death) changed between initial consultation and follow-up as well as between initial consultation and discharge,
but did not change between follow-up and discharge.
DISCUSSION

Our observations and quantification appear to demonstrate that the palliative care team can rapidly improve symptom burden between initial consultation and follow-up. It
would also appear that patients goals-of-care are improved by palliative care intervention throughout their hospitalization. Statistically significant changes in network appear
early in palliative care consultation, likely as a result of family responding to stressors of anticipating care for a chronic, progressively and likely terminally ill family member. The
significant change between consultation and discharge and the lack of significant change between follow-up and discharge could be explained by the transfer of information
typical of family meetings which are more likely to occur at our institution in follow-up rather than during initial consultation. The significant improvement in meaning between
initial consultation and follow-up is likely from a combination of normal progression through Kibler-Ross' Stages of Grief?, palliative care support, and baseline coping. The
lack of statistically significant change following that supports the lack of observations that coping and finding meaning can occur in a single hospitalization. This is a nascent

study with many sources of error. Observer bias could influence our data as we are not only responsible for interventions that we believe will improve our patients’ quality of
life but we are not blinded to either interventions or score.

CONCLUSIONS

Intuitively palliative care makes sense, however there is a paucity of data to support this conclusion, a lack of evidence-based guidelines, and inadequate means to quantify
the seemingly qualitative. It is critical that palliative care continues to improve individual’s lives while research shows institutional and systemic value. The “Maslow Score” allows
palliative care teams to record a patient’s suffering in a common shorthand. This allows us to detect the effect of interventions, which are generally positive despite only a short
period of care. Patients’ symptom burdens are improved and remain better than on initial consultation. In addition they are finding appropriate goals-of-care with planning
that continues throughout the hospitalization. Their networks would appear to become more organized and their ability to cope with disease appears to improve. The “Maslow

Score” may be a mechanism to improve the delivery of high-quality palliative care by breaking down each patient situation and recording whether interdisciplinary palliative
care interventions have been efficacious.

FUTURE DIRECTIONS

The "Maslow Score” needs to be further refined. Independent and blinded scoring could then be done to demonstrate more conclusively the effects we observed. Itis also
necessary to test validity against other scoring tools already applied to palliative care, social work, and psychology.
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