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Abstract

Background: The COVID-19 pandemic led to increased neurology and palliative care needs. We compare the characteristics
of COVID-19 positive vs negative patients who received consultation by neurology and palliative care services during the 2020
COVID-19 surge in New York City to see how the groups differ in their consultation needs and to identify opportunities to
improve care. Methods: This retrospective analysis was performed within a multi-center hospital system in New York City,
USA over a 2-month period (15 March to 15 May, 2020) which represented the peak of the first COVID-19 wave. Hospitalized
patients who received a consultation from neurology and palliative care services were included. The patients were classified
according to COVID-19 status (positive or negative based on PCR testing). Data abstracted from chart review included
demographic data, details of neurology and palliative care consultations, duration of admission, ICU admission, intubation, code
status, and death. Results: The study included 70 patients who tested positive for COVID-19 and 39 patients who tested
negative for a total of 109 patients. Compared to the patients who tested negative for COVID-19, the patients who tested
positive for COVID-19 were more likely to have palliative care consultation for management of goals of care (70 [100%] vs 33
[84.6%], P = .003) and less likely for management of symptoms (2 [2.9%] vs 7 [17.9%], P = .02). Conclusion: The findings
emphasize the need for collaboration between palliative care and neurology, which was heightened during the COVID-19
pandemic. There was a particular need for communication surrounding goals of care.
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Introduction

The coronavirus disease 2019 (COVID-19) pandemic spread
rapidly, accompanied by high rates of death and suffering.1

The pandemic significantly affected patients with underlying
neurological conditions, both directly through neurological
complications, and indirectly through consequences on
healthcare delivery (for example delayed care due to fear of
infection, limited access to outpatient and elective services,
and the need for preserved critical care capacity).2,3 Many
such patients are at higher risk of severe COVID-19, in turn
putting them at higher risk of morbidity and mortality from the
infection. In some cases (eg dementia and stroke), there are
shared risk factors for severe COVID-19, such as advanced
age, cardiovascular disease, hypertension, and diabetes.4,5

Others may be vulnerable to rapid respiratory decline due
to pre-existing neuromuscular conditions such as amyotrophic
lateral sclerosis or myasthenia gravis.6

Additionally, an estimated 36-62.7% of patients hospitalized
with COVID-19 suffer from neurological complications of the
virus.7,8 The most common of these complications include
myalgias (44.8%), headaches (37.7%), and encephalopathy

(31.8%).7,9 Less common complications include stroke,
movement disorders, and seizures (1.6%, .8%, and .8% re-
spectively).7 In addition to substantial morbidity and mortality,
these patients with pre-existing or COVID-19-related neuro-
logic conditions may be faced with complex medical decision-
making surrounding tracheostomy, artificial nutrition, and other
invasive life-sustaining treatments.

The severity of illness and complex medical decision
making experienced by patients with COVID-19, particularly
those with neurologic conditions, results in high levels of
palliative care needs. Palliative care focuses on relieving
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suffering and achieving the best possible quality of life as well
as helping patients and families make informed decisions
about their care.10 Therefore, palliative care teams, including
that in our health system, expanded due to escalating need
during the COVID-19 pandemic.11-14

Despite the increased palliative care and neurology needs
during the pandemic, it is unknown how patients with
COVID-19 with palliative care and neurology co-consultation
differ in terms of their demographics, illness, and consultation
needs. We therefore aim to compare the characteristics of
COVID-19 positive vs negative patients with palliative care
and neurology consultations during the 2020 COVID-19 surge
in New York City to identify ways to improve care and
collaboration, particularly in times of crisis.

Methods

We used administrative data from the Mount Sinai Health
System to retrospectively identify a cohort of patients hospi-
talized between March 15, 2020 and May 15, 2020. This study
period was chosen because it spanned the peak of the first
COVID-19 wave in New York City.15 The Mount Sinai Health
System is an eight-hospital, 3926-bed health system16 that was
at the epicenter of the New York City COVID-19 pandemic in
spring 2020. We included patients who had consultations from
both palliative care and neurology during the same hospital
admission and had been tested for COVID-19 infection. We
excluded patients who were admitted at 3 of the 8 hospitals
(Mount Sinai Beth Israel, Mount Sinai South Nassau, and New
York Eye and Ear Infirmary of Mount Sinai) as these hospitals
did not use the same electronic medical record at the time of the
study period. We also excluded patients who were not tested for
COVID-19 infection during their admission.

Patients were classified according to COVID-19 status
(positive or negative) based on the results of a polymerase chain
reaction (PCR) test during the admission. Additional information
abstracted from the charts included demographic data, presence
of underlying neurological condition, details of neurology and
palliative care consultations (reason for consultation, number of
days from admission to consultation, number of notes from the
consulting service), duration of admission, duration of ICU
admission if applicable, whether or not endotracheal intubation,
percutaneous tracheostomy, percutaneous endoscopic gastro-
stomy, rapid response team activation, cardiac arrest team acti-
vation, or palliative extubation was performed, code status at
time of discharge, days from admission to change in code status if
applicable, and whether the patient died during the admission.

Statistical Analysis

Statistical analysis was performed in R.17 Chi-squared tests
and unpaired t-tests were conducted to compare COVID-19
positive and COVID-19 negative groups for categorical and
continuous variables, respectively. A P-value of less than .05
was used to indicate statistical significance.

Standard Protocol Approvals, Registrations, and
Patient Consents

This study was approved by the Mount Sinai Institutional
Review Board (study number 20-01583). It was determined
that written informed consent by participants was not required
due to the retrospective nature of this study and lack of
identifiable personal health information being used.

Data Availability

Anonymized data not published within this article will be
made available by request from any qualified investigator.

Results

Between March 15 and May 15, 2020, we identified 116
qualifying inpatient admissions during which the patients
were seen by both palliative care and neurology. One patient
had 2 admissions during the study period which met the in-
clusion criteria. Data from both admissions were included in
the study. We excluded patients who were seen by neurology
working on an internal medicine service due to redeployment
(n = 3). We excluded patients who were not tested for COVID-
19 (n = 4). We included 109 admissions in the final analysis
(Table 1).

There were no significant differences in baseline demo-
graphic and clinical characteristics of the patients in the
COVID-19 positive and negative groups (Table 1). The most
common pre-existing neurological condition was cerebro-
vascular disease (11 [15.7%] in the COVID-19 positive group
vs 4 [10.3%] in the COVID-19 negative group, P = .62),
followed by dementia (6 [8.6%] vs 5 [12.8%], P = .71), and
seizure disorder (6 [8.6%] vs 1 [2.6%], P = .41).

Most of the palliative care consultations obtained during
the study period were for management of goals of care (103
[94.5%]). Compared to the patients who tested negative for
COVID-19, the patients who tested positive for COVID-19
were more likely to have a palliative care consultation for
management of goals of care (70 [100%] vs 33 [84.6%], P =
.003) and less likely for management of symptoms (2 [2.9%]
vs 7 [17.9%], P = .02) (Table 2).

The most common reason to obtain neurology consultation
was altered mental status in both groups (42 [60%] in the
COVID-19 positive group vs 24 [61.5%] in the COVID-19
negative group, P = 1.00). The second most common reason
was for suspected stroke (15 [23.1%] vs 9 [23.1%], P = 1.00).
There were no statistically significant differences between the
COVID-19 positive and negative groups in reason for ob-
taining neurology consultation, time from admission to ob-
taining neurology consultation, or number of notes from
neurology.

Hospital admissions were significantly longer for patients
with COVID-19 infection compared to those without (32.1 ±
29.1 vs 20.0 ± 17.1 days, P = .007), although there was no
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Table 1. Demographic data.

Variable COVID-19 Positive (n=70) COVID-19 Negative (n=39) P-value

Female – no. (%) 22 (31.4) 19 (48.7) .11
Age – years, mean ± SD 69.8 ± 12.6 71.4 ± 16.1 .57
Non-white race – no. (%) 52 (74.3) 26 (66.7) .50
Pre-existing neurological condition – no. (%) 21 (30.0) 12 (30.8) 1.00
Cerebrovascular disease 11 (15.7) 4 (10.3) .62
Dementia 6 (8.6) 5 (12.8) .71
Seizure disorder 6 (8.6) 1 (2.6) .41
Other 7 (10.0) 5 (12.8) .92

Abbreviations: COVID-19 = coronavirus disease 2019.

Table 2. Palliative care and neurology consultation data.

Variable COVID-19 Positive (n = 70) COVID-19 Negative (n = 39) P-value

Reason for palliative care consultation – no. (%)
Goals of care 70 (100.0) 33 (84.6) .003
Symptom management 2 (2.9) 7 (17.9) .02

Days to palliative care consultation – mean ± SD 8.2 ± 7.0 5.9 ± 6.3 .09
Number of palliative care notes – mean ± SD 4.7 ± 3.7 6.9 ± 5.4 .03
Reason for neurology consultation – no. (%)
Altered mental status 42 (60.0) 24 (61.5) 1.00
Stroke 15 (21.4) 9 (23.1) 1.00
Seizure 6 (8.6) 2 (5.1) .78
Neuro-prognostication following cardiac arrest 2 (2.9) 2 (5.1) .94
Other 5 (7.1) 2 (5.1) 1.00
Days to neurology consultation – mean ± SD 8.0 ± 9.7 4.8 ± 8.1 .07
Number of neurology notes – mean ± SD 6.8 ± 7.7 6.8 ± 7.0 .10

Abbreviations: COVID-19 = coronavirus disease 2019.

Table 3. Admission and outcome data.

Variable COVID-19 Positive (n = 70) COVID-19 Negative (n = 39) P-value

Duration of hospital admission – days, mean ± SD 32.1 ± 29.1 20.0 ± 17.1 .007
ICU admission 41 (58.6) 20 (51.3) .59
Duration of ICU admission – days, mean ± SD 18.8 ± 12.7 12.0 ± 17.2 .13
Interventions during admission – no. (%)
Endotracheal intubation 39 (55.7) 18 (46.2) .53
Percutaneous tracheostomy 24 (34.3) 4 (10.3) .02
Percutaneous endoscopic gastrostomy 16 (22.9) 3 (7.7) .10
Rapid response team activation 35 (50.0) 14 (35.9) .29
Cardiac arrest team activation 16 (22.9) 5 (12.8) .45
Palliative extubation 4 (5.7) 7 (17.9) .10

Code status at time of discharge – no. (%)
Full code 24 (34.3) 12 (30.8) .87
Do not resuscitate 14 (20.0) 1 (2.6) .02
Do not resuscitate and do not intubate 32 (45.7) 26 (66.7) .06
Time to change in code status – days, mean ± SD 10.2 ± 11.6 10.4 ± 8.9 .95
Death during admission – no. (%) 34 (48.6) 19 (48.7) 1.00

Abbreviations: COVID-19 = coronavirus disease 2019, ICU = intensive care unit.
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difference in ICU admission (41 [58.6%] vs 20 [51.3%])
(Table 3). The COVID-19 positive group were more likely to
undergo percutaneous tracheostomy (24 [34.3%] vs 4
[10.3%], P = .02), although there was no difference in rates of
endotracheal intubation (39 [55.7%] vs 18 [46.2%]). Patients
with COVID-19 infection were more likely to change code
status to “Do Not Resuscitate” (14 [20.0%] vs 1 [2.6%], P =
.02). A higher proportion of COVID-19 negative patients had
a code status of “Do Not Resuscitate and Do Not Intubate” at
the end of their admission (32 [66.7%] vs 26 [45.7%]) al-
though this difference was not statistically significant (P =
.06). Mortality rates were high in both groups (34 [48.6%] in
the COVID-19 positive group vs 19 [48.7%] in the COVID-19
negative group, P = 1.00).

Discussion

In this cohort of patients who were admitted during the first
surge of the COVID-19 pandemic in New York City and were
seen by both palliative care and neurology during admission,
we found that palliative care was consulted significantly more
for goals of care and less for symptom management in the
patients with COVID-19 infection. This illustrates the im-
portance of neuropalliative collaboration around prognosis
and communication of prognosis to decision makers of those
critically ill with COVID-19.

While less common than in the COVID-19 positive group,
management of goals of care was also the most frequent
reason for palliative care consultation in the COVID-19
negative group. This is consistent with previous studies of
inpatients with neurological disorders conducted prior to the
pandemic.18,19 In sum, our study suggests that even separate
from the COVID-19 pandemic, more collaboration may be
needed between palliative care and neurology, particularly
when it comes to communication and decision-making.

Other noteworthy findings of our study include high rates
of ICU admission, intubation, and death in both COVID-19
positive and negative groups, indicating the high severity of
disease among patients seen by palliative care and neurology
teams. We also found that the most common reason for
neurology consultation in both groups was for altered mental
status, which may have been particularly challenging for
neurologists to prognosticate for, given uncertainties around
COVID-19-related encephalopathy. All these factors may
contribute to heightened palliative care needs (more urgent
evaluation of goals of care, complex medical decision-
making) and serve to emphasize our view that more re-
search is needed on communication surrounding goals of care
in patients with neurological disease.

There are several limitations of our study. This is a ret-
rospective analysis so causal relationships cannot be inferred
from this study. The COVID-19 negative comparison group is
not generalizable to patients prior to the study period due to
pandemic conditions. The study period represents the first
surge in New York City and further work is needed to

understand how the needs and co-management of patients
with both palliative care and neurology needs evolved as our
understanding of COVID-19 improved. Furthermore, our
study did not measure the degree to which neurology and
palliative care interacted with each other. There has been
increasing focus on palliative care needs of inpatients with
neurological disease18-20 and patients in the neuro-intensive
care unit,21-24 but further research is needed into how neu-
rology and palliative care consultants interact. Such interac-
tions include neurology consultants recommending a
palliative care consultation based on their assessment of a
patient’s prognosis, or palliative care consultants requesting
the presence of neurology consultants at family meetings.
Future work could be directed to investigate barriers and
facilitators to collaboration.

It would also be of value to investigate whether the nature
of palliative care needs in COVID-19 differs in patients seen
by neurology compared to those not seen by neurology, for
example, if neurological involvement is associated with a
greater need for goals of care discussions, because these
patients may have a poorer prognosis. Patients with under-
lying cerebrovascular disease or dementia and patients using
steroids or other immunosuppressive medications, which are
often used for neurological conditions, are at higher risk for
severe COVID-19 outcomes.25 Additionally, neurological
complications of COVID-19 such as encephalopathy and
stroke are associated with poorer outcomes.7,26

Our findings demonstrate that inpatients receiving both
palliative care and neurology consultations during the
COVID-19 pandemic have a substantial need for clarifying
goals of care over other domains of palliative care. The high
incidence of encephalopathy adds further complication, as
many of these patients lack capacity to engage in decision-
making. Yet these palliative care needs may not always be met.
Many neurology residency programs offer no palliative care
education,27 and up to a quarter of residents do not feel
comfortable having end-of-life discussions.28 Similarly, pal-
liative medicine specialists may have limited training sur-
rounding the specific challenges of caring for patients with
neurological conditions.29-31 For example, goals of care
discussions represent only 1 facet of palliative care.32 Hos-
pitalized patients with neurological disease may suffer from
symptoms that palliative care specialists are familiar with
treating, such as pain and delirium, but they may also have
symptoms that are specific to their neurological condition,
such as spasticity or central post-stroke pain.33 Further re-
search could focus on optimizing collaborative care delivery
and improving reciprocal education within the 2 specialties,
particularly given the shortfall in physician workforce.34 It
will also be important to identify which patients with neu-
rological disease will benefit the most from palliative care
input. Neuropalliative care, an emerging subspecialty of
neurology and palliative care, focuses on the specific needs of
patients with neurological conditions,35 and may play a key
role in shaping future palliative care delivery.
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Finally, although this study focuses on COVID-19 as a
unique situation where there is heightened need for collab-
oration between neurology and palliative care, there are gaps
in neuropalliative care across the spectrum of serious neu-
rologic illness20,30,35 and further research is needed to elu-
cidate these gaps and identify strategies to mitigate them.

Conclusion

The findings of this study emphasize the need for collabo-
ration between palliative care and neurology, which was
heightened during the COVID-19 pandemic. There was a
particular need for communication surrounding goals of care.
These lessons are still relevant with the emergence of new
variants of COVID-19 correlating with surges in case volume
and may also be extrapolated to future times of increased
pressure unrelated to the pandemic. Moving forward, it may
be important to understand patients with “long COVID” who
will likely continue to have neurological and palliative care
needs beyond the acute stage of infection. Additionally, there
is a need to improve educational opportunities for neurologists
to learn primary palliative care skills, and for palliative care
specialists to address the unique needs of patients with neu-
rologic disease. Other directions could look at care delivery
models to optimize collaboration between different
specialties.

Acknowledgements

We thank Dr. Nathalie Jette (Icahn School of Medicine at Mount
Sinai) for her assistance in obtaining institutional review board ap-
proval for this study.

Declaration of conflicting interests

The author(s) declared no potential conflicts of interest with respect to
the research, authorship, and/or publication of this article.

Funding

The author(s) received no financial support for the research, au-
thorship, and/or publication of this article.

ORCID iD

Melissa Ng  https://orcid.org/0000-0001-5255-8565

References

1. Woolf SH, Chapman DA, Sabo RT, Zimmerman EB. Excess
Deaths from COVID-19 and Other Causes in the US, March 1,
2020, to January 2, 2021. JAMA - Journal of the American
Medical Association. 2021;325(17):1786-1789. doi:10.1001/
jama.2021.5199

2. Kluger BM, Vaughan CL, Robinson MT, Creutzfeldt C,
Subramanian I, Holloway RG. Neuropalliative care essentials
for the COVID-19 crisis. Neurology. 2020;95(9):394-398. doi:
10.1212/WNL.0000000000010211

3. Rosenbaum L. The Untold Toll — The Pandemic’s Effects on
Patients without Covid-19. N Engl J Med. 2020;382(24):
2368-2371. doi:10.1056/nejmms2009984

4. Pranata R, Huang I, Lim MA, Wahjoepramono EJ, July J.
Impact of cerebrovascular and cardiovascular diseases on
mortality and severity of COVID-19–systematic review, meta-
analysis, and meta-regression. J Stroke Cerebrovasc Dis. 2020;
29:104949. doi:10.1016/j.jstrokecerebrovasdis.2020.104949

5. Wang QQ, Davis PB, Gurney ME, Xu R. COVID-19 and de-
mentia: Analyses of risk, disparity, and outcomes from elec-
tronic health records in the US. Alzheimer’s Dementia. 2021;
17(8):1297-1306. Published online. doi:10.1002/alz.12296

6. Guidon AC, Amato AA. COVID-19 and neuromuscular dis-
orders. Neurology. 2020;94(22):959-969. doi:10.1212/WNL.
0000000000009566

7. Liotta EM, Batra A, Clark JR, et al. Frequent neurologic
manifestations and encephalopathy-associated morbidity in
Covid-19 patients. Annals of Clinical and Translational Neu-
rology. 2020;7(11):2221-2230. doi:10.1002/acn3.51210

8. Herman C, Mayer K, Sarwal A. Scoping review of prevalence of
neurologic comorbidities in patients hospitalized for COVID-
19. Neurology. 2020;95:77-84. Published online. doi:10.1212/
WNL.0000000000009673

9. Garg RK, Paliwal VK, Gupta A. Encephalopathy in patients
with COVID-19: A review. J Med Virol. 2021;93(1):206-222.
doi:10.1002/jmv.26207

10. Kelley AS, Meier DE. Palliative Care — A Shifting Para-
digm. N Engl J Med. 2010;363(8):781-782. doi:10.1056/
nejme1004139

11. Gelfman LP, Morrison RS, Moreno J, Chai E. Palliative Care as
Essential to a Hospital System’s Pandemic Preparedness
Planning: How to Get Ready for the Next Wave. J Palliat Med.
2021;24(5):656-658. doi:10.1089/jpm.2020.0670

12. Fausto J, Hirano L, Lam D, et al. Creating a Palliative Care
Inpatient Response Plan for COVID-19—The UW Medicine
Experience. J Pain Symptom Manag. 2020;60(1):e21-e26. doi:
10.1016/j.jpainsymman.2020.03.025

13. deLima Thomas J, Leiter RE, Abrahm JL, et al. Development
of a Palliative Care Toolkit for the COVID-19 Pandemic. J
Pain Symptom Manag. 2020;60(2):e22-e25. doi:10.1016/j.
jpainsymman.2020.05.021

14. Ankuda CK, Woodrell CD, Diane E, Meier, Sean Morrison
REC. A Beacon for Dark Times: Palliative Care Support During
the Coronavirus Pandemic Claire. In: Innovations in Healthcare
Delivery. NEJM Catalyst; 2020. Published online.

15. CDC COVID Data Tracker. 2021 Accessed April 10, 2021.
https://covid.cdc.gov/covid-data-tracker/#datatracker-home

16. Facts and Figures | Mount Sinai - New York. 2021 Accessed
April 10, 2021. https://www.mountsinai.org/about/facts

17. R Core Team. R. A Language and Environment for Statistical
Computing; 2014. Published online.

18. Taylor BL, O’riordan DL, Pantilat SZ, Creutzfeldt CJ. Inpatients
with neurologic disease referred for palliative care consultation.
Neurology. 2019;92(17):E1975-E1981. doi:10.1212/WNL.
0000000000007364

Ng et al. 5

https://orcid.org/0000-0001-5255-8565
https://orcid.org/0000-0001-5255-8565
https://doi.org/10.1001/jama.2021.5199
https://doi.org/10.1001/jama.2021.5199
https://doi.org/10.1212/WNL.0000000000010211
https://doi.org/10.1056/nejmms2009984
https://doi.org/10.1016/j.jstrokecerebrovasdis.2020.104949
https://doi.org/10.1002/alz.12296
https://doi.org/10.1212/WNL.0000000000009566
https://doi.org/10.1212/WNL.0000000000009566
https://doi.org/10.1002/acn3.51210
https://doi.org/10.1212/WNL.0000000000009673
https://doi.org/10.1212/WNL.0000000000009673
https://doi.org/10.1002/jmv.26207
https://doi.org/10.1056/nejme1004139
https://doi.org/10.1056/nejme1004139
https://doi.org/10.1089/jpm.2020.0670
https://doi.org/10.1016/j.jpainsymman.2020.03.025
https://doi.org/10.1016/j.jpainsymman.2020.05.021
https://doi.org/10.1016/j.jpainsymman.2020.05.021
https://covid.cdc.gov/covid-data-tracker/#datatracker-home
https://www.mountsinai.org/about/facts
https://doi.org/10.1212/WNL.0000000000007364
https://doi.org/10.1212/WNL.0000000000007364


19. Liu Y, Kline D, Aerts S, et al. In patient Palliative Care for
Neurological Disorders: Lessons from a Large Retrospective
Series. J Palliat Med, 2017;20(1):59-64. 10.1089/jpm.2016.
0240

20. Chahine LM,Malik B, Davis M. Palliative care needs of patients
with neurologic or neurosurgical conditions. Eur J Neurol. 2008;
15(12):1265-1272. doi:10.1111/j.1468-1331.2008.02319.x

21. Bar B, Creutzfeldt CJ, Rubin MA. Palliative Care in the Neuro-
ICU: Perceptions, Practice Patterns, and Preferences of Neu-
rointensivists. Neurocritical Care. 2020;32(1):302-305. doi:10.
1007/S12028-019-00838-W

22. Tran LN, Back AL, Creutzfeldt CJ. Palliative Care Consulta-
tions in the Neuro-ICU: A Qualitative Study. Neurocritical
Care. 2016;25(2):266-272. doi:10.1007/S12028-016-0283-5

23. Creutzfeldt CJ, Engelberg RA, Healey L, et al. Palliative Care
Needs in the Neuro-ICU. Crit Care Med. 2015;43(8):
1677-1684. doi:10.1097/CCM.0000000000001018

24. Knies AK, Hwang DY. Palliative Care Practice in Neurocritical
Care. Semin Neurol. 2016;36(6):631-641. doi:10.1055/S-0036-
1592358

25. Underlying Medical Conditions Associated with Higher Risk
for Severe COVID-19: Information for Healthcare Professionals
| CDC. 2022 Accessed April 15, 2022. https://www.cdc.gov/
coronavirus/2019-ncov/hcp/clinical-care/underlyingconditions.
html

26. Perry RJ, Smith CJ, Roffe C, et al. Characteristics and outcomes
of COVID-19 associated stroke: a UK multicentre case-control
study. J Neurol Neurosurg Psychiatry. 2021;92(3):242-248. doi:
10.1136/JNNP-2020-324927

27. Mehta AK, Najjar S, May N, Shah B, Blackhall L. A Needs
Assessment of Palliative Care Education among the United

States Adult Neurology Residency Programs. J Palliat Med.
2018;21(10):1448-1457. doi:10.1089/jpm.2018.0191

28. Schmit JM, Meyer LE, Duff JM, Dai Y, Zou F, Close JL.
Perspectives on death and dying: a study of resident comfort
with End-of-life care. BMC Med Educ. 2016;16(1):297. doi:10.
1186/s12909-016-0819-6

29. Oliver D, Borasio GD, Veronese S, Voltz R, Lorenzl S,
Hepgul N. Current collaboration between palliative care and
neurology: A survey of clinicians in Europe. BMJ Support
Palliat Care. 2020;36(6):1325-1329. doi:10.1136/bmjspcare-
2020-002322

30. Gofton TE, ChumM, Schulz V, Gofton BT, Sarpal A,Watling C.
Challenges facing palliative neurology practice: A qualitative
analysis. J Neurol Sci. 2018;385:225-231. doi:10.1016/j.jns.
2017.12.008

31. Oliver DJ, Borasio GD, Caraceni A, et al. A consensus review
on the development of palliative care for patients with chronic
and progressive neurological disease. Eur J Neurol. 2016;23(1):
30-38. doi:10.1111/ene.12889

32. AAN Issues Position Statement on Neuropalliative Care. 2022
Accessed April 13, 2022. https://www.aan.com/PressRoom/
Home/PressRelease/4964

33. Goss AL, Creutzfeldt CJ. Neuropalliative Care in the Inpatient
Setting. Semin Neurol. 2021;41(5):619-630. doi:10.1055/S-
0041-1731071/ID/OR210012-29

34. Association of American Medical Colleges. The Complexities of
Physician Supply and Demand: Projections from 2018 to 2033;
2020.

35. Creutzfeldt CJ, Kluger B, Kelly AG, et al. Neuropalliative care
Priorities to move the field forward. Neurology. 2018;91(5):
217-226. doi:10.1212/WNL.0000000000005916

6 American Journal of Hospice & Palliative Medicine® 0(0)

https://doi.org/10.1089/jpm.2016.0240
https://doi.org/10.1089/jpm.2016.0240
https://doi.org/10.1111/j.1468-1331.2008.02319.x
https://doi.org/10.1007/S12028-019-00838-W
https://doi.org/10.1007/S12028-019-00838-W
https://doi.org/10.1007/S12028-016-0283-5
https://doi.org/10.1097/CCM.0000000000001018
https://doi.org/10.1055/S-0036-1592358
https://doi.org/10.1055/S-0036-1592358
https://www.cdc.gov/coronavirus/2019-ncov/hcp/clinical-care/underlyingconditions.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/clinical-care/underlyingconditions.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/clinical-care/underlyingconditions.html
https://doi.org/10.1136/JNNP-2020-324927
https://doi.org/10.1089/jpm.2018.0191
https://doi.org/10.1186/s12909-016-0819-6
https://doi.org/10.1186/s12909-016-0819-6
https://doi.org/10.1136/bmjspcare-2020-002322
https://doi.org/10.1136/bmjspcare-2020-002322
https://doi.org/10.1016/j.jns.2017.12.008
https://doi.org/10.1016/j.jns.2017.12.008
https://doi.org/10.1111/ene.12889
https://www.aan.com/PressRoom/Home/PressRelease/4964
https://www.aan.com/PressRoom/Home/PressRelease/4964
https://doi.org/10.1055/S-0041-1731071/ID/OR210012-29
https://doi.org/10.1055/S-0041-1731071/ID/OR210012-29
https://doi.org/10.1212/WNL.0000000000005916

	Palliative Care and Neurology Needs in Patients With and Without COVID-19
	Introduction
	Methods
	Statistical Analysis
	Standard Protocol Approvals, Registrations, and Patient Consents
	Data Availability

	Results
	Discussion
	Conclusion
	Acknowledgements
	Declaration of conflicting interests
	Funding
	ORCID iD
	References


