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Abstract: The aim of the study is to evaluate the intensity of symptoms, and any treatment and
therapeutic procedures received by advanced chronic patients in nursing homes. A multi-centre
prospective study was conducted in six nursing homes for five months. A nurse trainer selected
palliative care patients from whom the sample was randomly selected for inclusion. The Edmonton
Symptoms Assessment Scale, therapeutic procedures, and treatment were evaluated. Parametric and
non-parametric tests were used to evaluate month-to-month differences and differences between
those who died and those who did not. A total of 107 residents were evaluated. At the end of the
follow-up, 39 had (34.6%) died. All symptoms (p < 0.050) increased in intensity in the last week of life.
Symptoms were more intense in those who had died at follow-up (p < 0.05). The use of aerosol sprays
(p = 0.008), oxygen therapy (p < 0.001), opioids (p < 0.001), antibiotics (p = 0.004), and bronchodilators
(p = 0.003) increased in the last week of life. Peripheral venous catheters (p = 0.022), corticoids
(p = 0.007), antiemetics (p < 0.001), and antidepressants (p < 0.05) were used more in the patients
who died. In conclusion, the use of therapeutic procedures (such as urinary catheters, peripheral
venous catheter placement, and enteral feeding) and drugs (such as antibiotics, anxiolytics, and new
antidepressant prescriptions) should be carefully considered in this clinical setting.

Keywords: palliative care; nursing homes; symptom assessment; drug therapy; therapeutics;
longitudinal studies

1. Introduction

The World Health Organization (WHO) [1] and the European Association of Palliative Care
(EAPC) [2] encourage an increase in the quality of dying in long-term care settings. In fact, several
articles call for more research on end-of-life interventions in these centres, in order to improve care
practice [3,4]. Meanwhile, nursing homes have become a plausible alternative in situations where the
home is not the most suitable place for the end of life, due to clinical complexity or lack of resources [5].

Recent studies have indicated that there is a high prevalence of physical and psychological
symptoms in nursing homes [3,6–8]. All of these symptoms increase in intensity and prevalence as the
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end of life approaches [4,9]. Most of the studies that have evaluated end-of-life symptoms in nursing
homes are retrospective studies [3,6,9–11]. They may exhibit selection bias and problems caused by
poorly recorded or unrecorded data. Prospective studies may be very helpful to properly assess the
changes in symptom control when is death is about to occur.

Hospices in Spain are not widely developed, so end-of-life care must be provided by other
institutions. In the case of elderly patients, this care is mostly provided by nursing homes.
In these centres, most of the beds are privately funded (71%) [12], although some are partially
government-funded. In Andalusia, only nursing homes with more than 60 beds are required to offer
twenty-four hour nursing services and their own medical care [13].

Beyond this, little is known regarding routine therapeutic procedures and pharmacological
treatments in palliative patients in nursing homes. In a recent retrospective study in Spanish hospitals,
patients who were at the end stage of their lives received similar therapeutic and diagnosis procedures to
acute care patients [14]. This is congruent with other papers published previously: procedures such as
catheter insertion, the use of aspirators, and other actions that are common for patient care in a general
hospital can make the difference between comfort and discomfort for end-of-life patients [8,15,16].

Regarding pharmacological treatments, a recent review highlighted that many patients continue
to receive medications that are not prescribed as palliative treatments or for symptom control, despite
being in the end stage of life [17]. A previous review [18] pointed out that few studies focus on
pharmacological de-prescription in end-of-life and concluded that life expectancy is not often used as a
criterion for medication discontinuation, even though unnecessary drugs might cause side effects that
may increase suffering for patients.

In this context, the European Association of Palliative Care [19] emphasises that, in Spain, there
are no specific documents on palliative care in long-term care facilities, nor publications regarding the
provision of palliative care in this type of centres in Spain.

The purpose of this study is to prospectively explore perception of symptom control,
pharmacological treatments, and therapeutic procedures received by palliative patients admitted to
nursing homes in the last six months of life. This is one of the first studies to use a prospective approach,
and the first one to show the end-of-life situation in Spanish nursing homes with this methodology. We
hypothesize that, when death is near, intensity of symptoms and pharmacological treatments linked to
symptom control will increase, whereas the frequency of routine therapeutic procedures will be the
same as in previous months.

2. Experimental Section

2.1. Design

This is a multi-centre prospective study which has been conducted in nursing homes in Spain.

2.2. Sample

Six nursing homes were selected for convenience based on their institutional characteristics:
Presence of a multidisciplinary team, the possible involvement of professionals, and the presence of
both public and private beds. All centres included in the study have more than 50 beds. In each centre,
one or two nurses with close knowledge of the patient who have been working at the nursing home for
at least 6 months were responsible for data collection. All of the nurses that participated signed an
informed consent form and received training prior to data collection. In order to control bias and to
produce reliable data for the research, these professionals completed a training course designed to
explain the study, to ensure that the same data collection methods were followed, and to avoid the
dropout of patients at the follow-up stage. The research team was in contact with them via email, and
they visited the centres regularly, i.e., at least once a month.
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2.3. Recruitment

Each nursing home nurse recruited residents with chronic diseases that met the following criteria
according to the Spanish Society of Palliative Care (SECPAL):

• Advanced, progressive, and incurable disease
• Little to no possibility of response to any specific treatment
• Presence of numerous problems or intense, multiple, multifactorial and changing symptoms
• Great emotional impact on patient, family, and staff

• Life expectancy limited to 6 months.

Within each nursing home, twenty patients were randomly selected among all the patients that
met the aforementioned inclusion criteria. They were observed and the data of interest were recorded
without interfering with the natural course of events. Data were collected between June 2016 and
January 2017. All participants, patients, or representatives of patients (in the case of cognitively
impaired patients) were fully informed and signed informed consent forms.

2.4. Data Collection Procedure

Nurses collected demographic and clinical information from the clinical records of the patients.
A structured questionnaire was used to collect socio-demographic (age, gender, years in the centre,
marital status, and number of children) and clinical (medical diagnosis, Charlson Comorbidity Index)
data from patient records.

For the systematic symptom assessment, we used the Edmonton Symptom Assessment System
(ESAS) [20]. The ESAS has been validated for both patient and care partner report in different settings,
including those with older people with multiple morbidities [21]. ESAS was used regularly in all the
nursing homes that participated in the study for symptom assessment. The patient version of the
ESAS was self-administered by cognitively intact patients. For cognitively impaired residents, the
professional version of the ESAS was completed by trained nurses. The relatives of the patients were
not involved in data collection. Cognitive impairment was defined as the patient making three or more
mistakes in the Pfeiffer test. The Pfeiffer test was used in all the nursing homes that participated in
this study.

The prescription of therapeutic procedures such as urinary catheterisation, enteral feeding,
peripheral venous catheter placement, use of aerosol sprays, oxygen therapy, and pharmacological
treatments such as non-opioid analgesics, opioid analgesics, antibiotics, bronchodilators, corticosteroids,
antiemetics, antihistamines, antidepressants, anxiolytics, hypnotics, and barbiturates was
also evaluated.

Data were collected between June 2016 and January 2017. For this study, outcome data were
collected from clinical records of the first month (T1) and of the following months (T2, T3, T4, and T5)
if residents were still alive. For all the residents who died within these six months, the same data were
collected from the clinical records of the last week before death (CT = closure test). All participants,
residents, and the care partner were fully informed and signed informed consent forms.

2.5. Statistical Analysis

A descriptive analysis was carried out to describe the main characteristics of the study sample.
Numerical variables were described with the mean and standard deviation (SD) and the median and
interquartile range (P25-P75). Categorical variables were described using absolute frequencies and
percentages. Quantitative data were assessed for normality using the Kolmogorov-Smirnov test, and
all of the quantitative data collected were found to deviate significantly from the normal distribution (p
< 0.001). Due to this, non-parametric inferential tests were used. Pearson’s chi-squared test was used
to evaluate between-group differences and McNemar’s test was used to compare the prevalence rates.
Wilcoxon’s signed-rank test was used in order to compare month-by-month the symptoms reported
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using the ESAS for nursing home residents. Statistical analyses were conducted using IBM SPSS v.24.
p-values of less than 0.05 were considered to be statistically significant.

2.6. Statement of Ethics

All participants (or when appropriate, a representative) signed a form to give their informed
consent. The study received the approval of the Research Ethics Committee (PI-0619-2011). In
compliance with Spanish Law (Article 16, Law 41/2002), patients’ data were anonymised.

3. Results

Thirteen patients dropped out of the study. Two of them moved to another nursing home. Ten
patients or representatives of patients refused to give their informed consent during follow-up. One of
the residents died before the beginning of the follow-up. As a result, the final sample consisted of 107
residents. Most of them were women (63.6%) and they had a mean age of 84.6 (SD = 7.4) years. The
characteristics can be seen in Table 1.

Table 1. Socio-demographic and clinical characteristics of the patients.

Socio-Demographic and Clinical
Characteristics of the Patients.

Total Sample
n = 107

Dying within 6
month
n = 39

Alive ≥ 6 month
n = 68 p

Age, md (P25-P75) 84 (81–89) 86 (83–95) 84 (78.5–89) 0.0111

Female, n (%) 68 (63.6) 24 (64.8) 44 (62.9) 0.8351

Years in the centre, md (P25-P75) 2 (1–4) 2 (0.6–5) 2 (1.3–4) 0.9462

Marital status widower, n (%) 63 (60.8) 25 (67.6) 38 (54.3) 0.0122

Number of children, md (P25-P75) 2 (0–3) 2 (0–2) 3 (2–5) 0.2221

CCI, md (P25-P75) 3.5 (2–6) 4 (4–6) 3 (2–5) 0.0071

Primary diagnosis
Myocardial infarction, n (%) 6 (5.6) 2 (5.3) 4 (6.0) 1.0002

Heart failure, n (%) 28 (26.2) 12 (31.6) 16 (23.3) 0.4922

Peripheral vascular disease, n (%) 10 (9.3) 9 (23.7) 1 (1.5) 0.0002

Thromboembolic disease, n (%) 7 (6.5) 6 (15.8) 1 (1.5) 0.0092

Stroke or other cerebral lesions, n (%) 45 (42.1) 22 (57.9) 23 (34.3) 0.0242

Hemiplegia, n (%) 14 (13.1) 7 (18.4) 7 (10.4) 0.3702

Arterial hypertension, n (%) 63 (58.9) 15 (38.5) 41 (60.3) 0.0442

Dementia 51 (47.7) 20 (52.6) 43 (64.2) 0.3012

COPD, n (%) 25 (23.4) 12 (31.6) 13 (19.4) 0.2332

Arrhythmia, n (%) 21 (19.6) 14 (36.8) 7 (10.4) 0.0022

Renal disease, n (%) 19 (17.8) 6 (15.8) 13 (19.4) 0.7942

Diabetes, n (%) 34 (31.8) 10 (27.8) 24 (38.1) 0.3802

Tumour, n (%) 17 (15.9) 8 (20.5) 9 (13.2) 0.3082

Solid tumour with metastasis, n (%) 10 (9.3) 4 (10.5) 6 (9.0) 1.0002

Charlson Comorbidity Index, CCI; 1 Mann-Whitney U-test; 2 Pearson’s chi-squared; COPD: chronic obstructive
pulmonary disease.

Residents who died within the follow-up period (n = 39, 34.6%) were generally older and
widowers, had a higher Charlson comorbidity index (CCI), and had more peripheral vascular and
thromboembolic diseases, stroke or other cerebral lesions, arterial hypertension, and arrhythmia.

3.1. Perception of Symptom Intensity

In the comparison from T1 to T5, the perception of intensity of all symptoms was scored as
moderate, except nausea and dyspnoea, which were scored as mild. No statistical differences were
found in symptom intensity between T1 and T2 to T5 (Table 2). However, all differences were found to
be statistically significant between T1 and symptoms in the last week of life (CT). In the comparison
with CT, the median ratings for nausea (p = 0.040) and depression (p = 0.033) increased by up to 2
points; pain (p = 0.026), fatigue (p = 0.003), drowsiness (p ≤ 0.001), dyspnoea (p ≤ 0.001), and insomnia
(p = 0.032) increased by up to 3 points; anxiety (p = 0.001), poor appetite (p ≤ 0.001), and malaise
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(p = 0.004) increased in intensity by up to 4 points. In this case, all symptoms were scored as moderate
except nausea, which was scored as mild, and fatigue and malaise, which were scored as severe.

Table 2. Month-by-month comparison of symptoms using Edmonton Symptom Assessment System
(ESAS) for residents in nursing homes.

Symptoms T1 vs. T2 (n = 102) T1 vs. T3 (n = 95) T1 vs. T4 (n = 84) T1 vs. T5 (n = 82) T1 vs. CT (n = 39)

md
(P25-P75) p1 md

(P25-P75) p1 md
(P25-P75) p1 md

(P25-P75) p1 md
(P25-P75) p1

Pain
T1 4 (2–6)

0.563
4 (2–6)

0.934
5 (2–7)

0.718
4 (2–6.5)

0.741
4 (2–7)

0.026T(2-5) or CT 3.5 (2–6) 3.5 (2–6) 5 (2–7) 5 (2–7.5) 7 (2–9.5)
Fatigue

T1 5.5 (3–7)
0.225

5 (2–7)
0.485

5.5 (3–7)
0.443

4 (2.5–8)
0.559

5 (3–7)
0.003T(2-5) or CT 5.5 (3–8) 5 (2–8) 5.5 (3–8) 5 (2.5–9) 8 (3.5–9)

Nausea
T1 0 (0–3)

0.721
0 (0–2)

0.728
0 (0–2.5)

0.228
0 (0–2)

0.836
0 (0-3)

0.040T(2-5) or CT 0 (0–3) 0 (0-2) 0 (0–1) 1 (0–3) 2 (0–7)
Depression

T1 3 (0–6)
0.773

3 (0–6)
0.833

3 (0–6)
0.654

3 (0–6)
0.589

3 (0–7)
0.033T(2-5) or CT 3 (0–5.5) 2 (0–7) 3.5 (1–6) 3.5 (1–7) 4.5 (1–9)

Anxiety
T1 3 (0–6)

0.298
3 (0–5.5)

0.470
3 (0–6)

0.889
3 (0–6)

0.553
3 (0–6)

0.001T(2-5) or CT 2 (0–5) 2 (0–6) 3 (0–6) 4 (0–6) 7 (1–9)
Drowsiness

T1 2 (4–7)
0.357

4 (2–7)
0.777

3.5 (2–7)
0.985

3 (0.5–5)
0.850

4 (3–6)
<0.001T(2-5) or CT 2 (1–7) 4 (1–6) 4 (1–7) 4 (1–5) 7 (6–10)

Poor appetite
T1 3 (0–6)

0.624
3 (0–6)

0.479
3 (0–7)

0.332
3 (0–6)

0.473
3 (1–7)

<0.001T(2-5) or CT 4 (0–6) 2 (0–5.5) 2 (0–6.5) 2 (0–4) 7 (3–10)
Malaise

T1 5 (0–7)
0.114

5 (0–7)
0.284

5 (0–7)
0.210

4 (0–7)
0.357

5 (0–7)
0.004T(2-5) or CT 4.5 (0–6) 4 (0–6) 5 (1–8) 4 (3–7) 9 (2–9.5)

Dyspnoea
T1 1 (0–6)

0.522
1 (0–6)

0.765
1 (0–6)

0.602
1 (0–6)

0.187
4 (0–6)

<0.001T(2-5) or CT 1 (0–5) 1 (0–6) 0 (0–6.5) 0 (0–5.5) 7 (5–9)
Insomnia

T1 2.5 (0–6)
0.991

2 (0–6)
0.480

2.5 (0–7)
0.119

2 (0–6)
0.955

3 (0–7)
0.032T(2-5) or CT 2 (0–6) 2 (0–5) 3 (0–6) 3 (0–6) 6 (1-9)

Wilcoxon’s signed-rank test1; T1: Initial follow-up time; T2, T3, T4, T5: Different follow-up times; CT: Closure Test.
Week before death; P25: 25th percentile; P75: 75th percentile.

Residents who died during the follow-up period rated symptom intensity as higher for all
symptoms, compared to those who were alive for the entire duration (Table 3).

Table 3. Comparison of symptoms using ESAS in residents of nursing homes who died with those
who did not die.

Symptoms

Dying within
6 months

n = 39
n(Range)

Alive
≥ 6 months

n = 68
n(Range)

p1

Pain, md (P25-P75) 7 (2–9) 4 (2–6) 0.012
Fatigue, md (P25-P75) 8 (3.5–9) 6 (3–8) 0.005
Nauseas, md (P25-P75) 1 (0–7) 0 (0–1) 0.003

Depression, md (P25-P75) 4 (1–9) 3 (0–6) 0.050
Anxiety, md (P25-P75) 4 (1–9) 3 (0–6) 0.002

Drowsiness, md (P25-P75) 7 (1–9) 4 (0–7) < 0.001
Poor appetite, md (P25-P75) 7 (6–10) 4 (2–7) < 0.001

Malaise, md (P25-P75) 9 (2–9.5) 5 (2–7) < 0.001
Dyspnoea, md (P25-P75) 7 (5–9) 1 (0–6) < 0.001
Insomnia, md (P25-P75) 6 (1–9) 2 (0–6) 0.011

1Mann-Whitney U-test.
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3.2. Therapeutic Procedures and Pharmacological Treatments

No statistical differences were found in the comparison of therapeutic procedures between T1 and
T2 to T5. Nevertheless, the analysis showed significant differences between T1 and CT (Table 4). The
most repeated procedures (oxygen therapy (p ≤ 0.001), use of aerosol sprays (p = 0.008), and peripheral
venous catheter placement (p = 0.039)) had an increase of between 20 and 40 percentage points. Despite
this, the percentage of procedures related to urinary catheters (p = 1000) and enteral feeding (p = 0.221)
was not significantly different between T1 and CT.

Table 4. Comparison of therapeutic procedures and pharmacological treatments by months for patients
in nursing homes.

Therapeutic
Procedures/Pharmacological

Treatments

T1 vs. T2
(n = 102)

T1 vs. T3
(n = 95)

T1 vs. T4
(n = 84)

T1 vs. T5
(n = 82)

T1 vs. CT
(n = 37)

% p1 % p1 % p1 % p1 % p1 95% CI2

Therapeutic procedures
Urinary catheter

T1 14.7
1.000

14.7
1.000

11.9
0.752

14.6
0.267

21.1
1.000T(2-5) or CT 13.7 14.7 14.3 8.5 23.7

Peripheral venous catheter
placement

T1 26.5
0.860

24.2
0.522

22.9
0.502

24.4
0.480

25.6
0.039 4.1–39.9T(2-5) or CT 24.5 28.4 18.6 19.5 48.7

Enteral feeding
T1 11.8

1.000
14.0

1.000
15.5

1.000
14.6

0.789
5.3

0.221T(2-5) or CT 11.8 14.0 15.5 17.1 15.8
Aerosol sprays

T1 23.5
0.789

18.9
0.248

19.3
0.267

18.3
0.248

28.2
0.008 11.5–51.9T(2-5) or CT 21.6 26.4 25.3 22.0 61.5

Oxygen therapy
T1 30.4

0.803
28.4

0.450
27.4

0.511
24.4

0.343
36.9

<0.001 17.6–65.3T(2-5) or CT 32.4 31.9 33.3 29.3 79.5
Pharmacological treatments

Non-opioid analgesics
T1 58.8

0.263
54.7

0.345
54.8

0.404
51.2

0.170
71.8

0.628T(2-5) or CT 64.7 61.1 60.7 61.0 64.1
Opioid analgesics

T1 12.7
0.375

11.6
0.131

8.3
0.445

12.2
1.000

17.9
<0.001 25.6-57.3T(2-5) or CT 15.7 16.8 11.9 11.0 61.5

Antibiotics
T1 21.6

0.185
20.0

0.109
21.4

0.136
17.1

0.211
30.8

0.004 14.9–53.4T(2-5) or CT 29.4 29.5 31.0 25.6 66.7
Bronchodilators

T1 27.5
0.302

26.3
0.114

28.6
0.814

32.9
0.505

25.6
0.003 12.4–41.2T(2-5) or CT 32.4 32.6 31.0 29.3 53.8

Corticosteroids
T1 20.6

1.000
18.9

1.000
15.5

0.453
17.1

1.000
28.2

0.267T(2-5) or CT 21.6 20.0 20.2 18.3 41.0
Antiemetics

T1 7.8
1.000

9.5
1.000

6.0
1.000

8.5
0.505

17.9
0.227T(2-5) or CT 7.8 9.5 7.1 12.2 30.8

Antihistamines
T1 7.8

1.000
6.3

0.500
6.0

1.000
3.7

1.000
10.3

0.248T(2-5) or CT 7.8 8.4 7.1 3.7 2.6
Antidepressants

T1 33.3
1.000

34.7
0.617

32.5
0.479

33.7
0.131

28.2
0.114T(2-5) or CT 33.3 32.6 30.1 27.7 12.8

Anxiolytics
T1 32.4

0.773
35.0

0.181
28.6

0.752
29.3

0.386
41.0

0.150T(2-5) or CT 30.4 28.4 25.7 34.1 25.6
Hypnotics/barbiturates

T1 49.0
0.267

46.3
1.000

41.7
0.383

50.0
0.424

51.3
1.000T(2-5) or CT 44.1 46.3 47.6 43.9 71.8

1McNemar’s test; 2Agresti Min 95% confidence interval for p2-p1.; T1: Initial follow-up time.; T2, T3, T4, T5:
Different follow-up times.

Regarding pharmacological treatments, no significant differences were found between T1 and
T2 to T5. However, some statistical differences were found between T1 and CT (Table 4). Opioid
analgesics (p ≤ 0.001), antibiotics (p = 0.004), bronchodilators (p = 0.003) had a significant increase in
usage, that increase being of 45, 35, and 29 percentage points, respectively.
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CT: Closure Test. Week before death. Statistical differences were found in the use of peripheral
venous catheters (p = 0.022), aerosol sprays (p = 0.001), and oxygen therapy (p = 0.001) between the
patients who died in the follow-up and those who survived (Table 5).

Table 5. Comparison of therapeutic procedures and pharmacological treatments in nursing home
patients who died with those who did not die.

Therapeutic Procedures/Pharmacological
Treatments

Dying within
6 months,

n = 39

Alive
≥ 6 months,

n = 68
p* OR (95% CI)

Therapeutic procedures
Urinary catheter, (%) 23.7 13.2 0.176

Peripheral venous catheter placement, (%) 48.7 25.0 0.022 2.850 (1.238–6.562)
Enteral feeding, (%) 15.8 14.7 0.867
Aerosol sprays, (%) 61.5 20.6 <0.001 6.171 (2.578–14.771)
Oxygen therapy, (%) 79.5 26.5 <0.001 10.764 (4.181–27.713)

Pharmacological treatments
Non-opioid analgesics 65.8 54.4 0.350

Opioid analgesics 63.2 10.3 <0.001 14.939 (5.372–41.546)
Antibiotics 65.8 16.2 <0.001 9.965 (3.930–25.268)

Bronchodilators 55.3 16.2 <0.001 6.401 (2.580–15.880)
Corticosteroids 42.1 16.2 0.007 3.769 (1.514–9.379)

Antiemetics 31.6 4.4 <0.001 10.000 (2.607–38.359)
Antihistamines 2.6 7.4 0.417
Antidepressants 13.2 33.3 0.026 .278 (0.096–0.805)

Anxiolytics 26.3 29.4 0.909
Hypnotics/barbiturates 52.6 48.5 0.839

*Pearson’s chi-squared; OR (95% CI), odds ratio (95% confidence interval of the odds ratio).

Finally, the comparison of pharmacological treatments showed differences for use of antibiotics
(p < 0.001), bronchodilators (p < 0.0001), opioids (p < 0.001), corticosteroids (p = 0.007), antiemetics
(p < 0.001), and antidepressants (p = 0.026) between those who died and the survivors (Table 5). The
administration of these treatments was significantly greater in all deceased patients than in those who
survived, except for antidepressants, whose usage was significantly lower.

4. Discussion

This is one of the first studies that prospectively describes the last months of life of nursing home
residents, and the first that has been conducted in Spain. Our results suggest that there is a sudden
increase in symptoms, therapeutic procedures, and pharmacological treatments in the last week of life,
in comparison with previous follow-up times. In addition, an increasing number of invasive therapeutic
procedures, which may result in decreased comfort for residents, was observed, such as urinary catheter
placement, peripheral venous catheter placement, and enteral feeding. Similarly, increased drug use,
such as antibiotics, anxiolytics, and new antidepressant prescriptions was also observed.

The perception of the intensity of symptoms remains stable between T1 and the following months,
but increases substantially between T1 and the last week of life. This finding is consistent with the
previous literature, which details a worsening of symptoms in the last days of life [6,9]. Nevertheless, it
is necessary to point out that the consulted studies used prevalence, not intensity, to assess symptoms.
Thompson et al. [10] conducted a prospective study in which they assessed pain in the last six months
of life of residents in nursing homes, showing that the intensity of their pain remained stable during a
short follow-up period, except in the last days of life, when it increased.

In the same way, in relation to therapeutic procedures, there are significant differences in the use
of peripheral venous catheters, oxygen therapy, enteral feeding, and aerosol sprays in the last week of
life compared to at T1. These differences are greater if we compare the therapeutic procedures between
patients who died within the follow-up period and survivors. Regarding oxygen therapy and the use
of aerosol sprays, Hendriks et al. [4] highlighted that, unlike what the results of the present study show,
there was a decrease in the use of these procedures when death was near. Similarly, a retrospective
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study conducted in four Spanish hospitals [14] showed that oxygen therapy was a very frequently
used intervention at the end of life. This study also reported that there is an increase in the use of
peripheral venous catheters during the last days of life [14].

Enteral feeding is another intervention that might be considered to be futile [22], as this does
not improve the wellbeing of patients in a significant way and may even be prolonging the dying
process [22]. One of the factors that may influence the continuation of enteral feeding is that some
professionals and relatives consider this intervention to be a measure of comfort that should not be
removed [23].

With respect to urinary catheters, previous studies are not clear about the use of these interventions
at the end of life. A literature review by Farrington et al. [24], which included clinical practice guidelines,
pointed out that, even though some of the studies reviewed stated that urinary catheterisation could
be used to provide comfort to patients, this procedure may cause or increase patient discomfort [24].

This could be interpreted as the performance of futile interventions in the last week of life in the
nursing homes analysed.

As expected, the use of some medications linked to symptom control such as opioids,
corticosteroids, and antiemetics increased in the last days of life. Opioids were one of the most
used drugs in this study, which corresponds to what is described in the literature [4,9]. In relation to
the use of non-opioid analgesics, Jansen et al., [25] unlike our study, reported an increase in the use of
this group of drugs at the end of life.

On the other hand, there is a decrease in the use of antidepressants in the last week of life, although
the consumption of other psychotropic drugs remains stable, compared to in previous months. The
use of this kind of drug in end-of-life care is controversial: Some of them could be considered futile
since they are not used to improve symptoms typical of the end of life [26]. The time delay before
certain antidepressants have a noticeable effect is long (usually 4–6 weeks), so their usage may be
considered futile for this reason. In fact, although psychotropic drugs may be indicated for the control
of psycho-emotional symptoms, authors point out that they can cause undesirable side effects in the
geriatric population and an increased risk of mortality [27].

Regarding the use of antibiotics at the end of life, our results indicate an increase in the last
week of life. This may be due to the high percentage of patients with dementia in the sample, in
whom infections are a common cause of death. Although, previous studies indicate that the use of
antibiotics improves the prognosis of patients and the relief of symptoms [28–30], other studies provide
evidence that not administering antibiotics improves comfort [31]. Furthermore, using antibiotics is
not without risk in fragile patients with chronic diseases, due to drug reactions, drug-drug interactions,
and infections [32]. Even so, there is no consensus as to whether or not they should be used at the end
of life.

Furthermore, there has been no decrease in the prescription of drugs for any of the drugs evaluated.
According to the consulted bibliography, one of those that would be expected to decrease according to
current recommendations would be anxiolytics [33]. In our sample, the prescription of anxiolytics
did not diminish at the end of life. According to Westbury [33], ‘these psychotropic agents should
be prescribed cautiously, at the lowest therapeutic doses for as short a time as possible, and be
monitored regularly’. The literature consulted shows that identification of the terminal state increases
the likelihood of a de-prescription occurring [34]. In the case of nursing homes, this identification is
critical for facilitating patients’ access to palliative care and, consequently, for improving the quality of
care they receive, their satisfaction with it, and their symptoms [35]. Our results may be due to the lack
of use of predictive survival tools that could be used in these centres. Therefore, in the absence of a
prediction of the end of life, professionals do not question the utility of the interventions that can be
carried out.

The present article tried to demonstrate part of the reality of the care provided by Spanish nursing
homes, the study of which has had its importance emphasised by institutions, such as the EAPC. It
would have been interesting to have assessed patient comfort, in order to clarify the suitability of
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controversial interventions, due to their possible futility in an end-of-life context. This work is a first
approach to the end of life in Spanish nursing homes, being the stepping stone on which it can be
developed into an intervention programme to improve end-of-life care in these centres. At the same
time, it could well help to validate specific tools, in order to assess the quality of the dying process and
to improve the detection of palliative care needs.

It should also be highlighted that some limitations of this study may affect the reliability of our
results. It should be noted that the sample size is small in comparison with other published studies,
so it has not been possible to complete further analyses. Furthermore, characteristics of this study’s
sample are similar to those in other studies conducted in nursing homes regarding age, sex, and
diseases [4,6,9,36], so the results should be extrapolated carefully.

In this study, SECPAL criteria were used for case selection. Our results pointed out that only
the 36.4% of patients of the sample have died, so a discussion on whether these criteria are the most
appropriate is needed, particularly the limitation of a life expectancy of six months.

Several tools have been proposed to identify palliative care needs and prognosis [37]. For instance,
White et al. [38] highlighted in a meta-analysis that the accuracy of the ‘Surprise Question’ referring
to a one-year period was higher than 70% in trained professionals. For further studies, a year-long
follow-up period could be considered.

5. Conclusions

In this prospective study, intensity of end-of-life symptoms increased in the last week of life.
There is also an increase in therapeutic procedures and pharmacological treatments, but not all the
procedures and drugs are linked to symptom management. Interventions (such as urinary catheters,
peripheral venous catheter placement, and enteral feeding) and drugs (such as antibiotics, anxiolytics,
and new antidepressant prescriptions) should be carefully considered in this clinical setting, in order
to improve patient comfort and avoid futile treatments.

Primary care workers and stakeholders might support nursing home professionals in order to
provide better symptom control and decide which interventions and drugs are to be recommended in
the last days of life.
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