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Palliative Care for Inmates
in the Hospital Setting
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Abstract
The US population of inmates continues to increase along with a rapid escalation in the number of elderly prisoners. Previous
studies have demonstrated multiple barriers to providing palliative care for seriously ill inmates. The aim of this study was to
assess the frequency of palliative care consultation and nature of consultation requests for inmates who died while hospitalized at
a large tertiary care hospital. A retrospective chart review of all inmate decedents over a 10-year time period was conducted. The
reason and timing of consultation was noted in addition to symptoms identified and interventions recommended by the palliative
care team. Characteristics of patients who were transferred to the inpatient palliative care unit were also recorded. Forty-five
percent of inmates were seen by palliative care prior to their death. Timing of consultation was close to the day of death. Inmates
with cancer were significantly more likely to have a palliative care consultation prior to death. The most frequent intervention
recommended was opiates for pain or dyspnea. Delirium was often missed by the primary team but was identified by the palliative
care team. Nearly, 5000 prisoners die each year, mostly in community hospitals. These patients exhibit similar symptoms to free-
living patients. Given that the inmate population has a higher rate of comorbid conditions, there is a need for more research to
identify areas of need for incarcerated patients and where palliative care can best serve these individuals.
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Introduction

The United States had over 2.1 million persons incarcerated in

2015, with 870 persons per 100,000 under correctional juris-

diction.1 From 1980 to 2010, the prison population grew at a

rate of 11 times faster compared to the general population.2

Forecasts suggest the population of elderly inmates older than

55 will grow to 400,000 by 2030, representing a growth of

nearly 4,400% from 1980.2

The challenges in managing the rapid growth of elderly

inmates are compounded by accelerated ageing phenomena

where the physiological or functional age of inmates may be

10 years older than their chronological age.3 Thus, the term

elderly is often applied to prisoners starting at age 55. These

individuals have multimorbidity and have high rates of associ-

ated symptom distress.4 Inmates with cancer have dispropor-

tionate rates of lung and hepatic cancers compared to the

general population and shorter survival rates compared to

matched cohorts.5 Cancer-related pain is particularly proble-

matic, with inmates reporting high rates of uncontrolled pain in

the prison setting.6

Although inmates have a constitutional right to standard

health care, there exist a great many barriers to accessing

appropriate palliative care.7,8 Lack of trained palliative care

providers, limited formularies, restrictions on as needed

medications, and departmental policies regarding do-not-

resuscitate orders are among the many reasons prisoners are

unable to access palliative care services.8

There are 75 prison hospice facilities in the United States,

largely in state facilities, with the Angola Prison Hospice in

Louisiana, the most often described program in the literature.9

Although there is an understanding of the need for palliative

care outside of hospice care for inmates, the clinical model of

palliative care is not well described in the literature. The objec-

tive of this study was to assess the frequency of palliative care

consultation and the nature of consultation requests for inmates

who died while being hospitalized. We hypothesized that con-

sultation would be primarily in patients with cancer and shortly

before death.
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Setting and Population

VCU Health has a contract with the Virginia Department of

Corrections to provide care for over 50% inmates who

require specialized medical care that prison infirmaries are

unable to provide. The design and appearance of the spe-

cific ward for inmates is similar to other hospital wards and,

except for inmates in the emergency department and the

intensive care unit (ICU), there is no guard present in the

rooms. The VCU Health also provides outpatient specialist

care for state inmates.

Palliative care at VCU Health provides outpatient care along

with inpatient consultation and the 12-bed palliative care unit

that provides symptom management and end-of-life care for

patients with high symptom burden or psychosocial distress.

Inpatient consultation is available via telephone 24 hours a day;

patients are seen 7 days per week, usually within 2 to 4 hours of

request. The consult service consists of an attending physician,

palliative medicine fellow, nurse practitioner, and chaplain; a

prison-specific social worker is also available. Inmates on the

palliative care service are typically cared for on the specialized

prison ward.

Materials and Methods

This was a retrospective review of all inmate decedents at VCU

Health from January 1, 2007, to December 31, 2016. Decedents

were identified via payer source from the Cancer Informatics

Core maintained by the VCU Massey Cancer Center that

includes health-care utilization on all patients who died in the

hospital or received palliative care, not limited to patients with

cancer. Data including age, malignancy diagnoses, length of

stay, palliative care consultation, and palliative care specialist

coding were obtained from the data set.

For patients with a palliative care consultation, individual

chart review was performed by a palliative trained physician.

Information included reason for consultation, timing of con-

sultation, interventions either recommended or performed by

the palliative care team, and patients transferred to the pallia-

tive care service and whether the palliative care team identi-

fied additional symptoms requiring management beyond the

reason for the consultation. Descriptive statistics were calcu-

lated using IBM Statistical Package for the Social Sciences

(SPSS). This study was granted approval by the institutional

review board for collection of protected health information

on decedents.

Results

Two hundred ninety-nine inmates died while being hospita-

lized during the 10-year time frame, with 136 (45%) inmates

having palliative care consultation prior to death. Two hundred

ninety-two (97.7%) inmates were male and 7 (2.3%) were

female. The inmates ranged in age from 22 to 87 years, with

a median age of 56 years. Forty-seven percent of inmates were

black and 49% were white. The mean length of stay was 9 days

with a median of 5 days.

One hundred thirty-six (45.5%) inmates were seen by pal-

liative care prior to their death. The median time from admis-

sion until consultation was 4 days. This includes patients

admitted directly to the palliative care service from the emer-

gency department or clinic. The median time from consultation

until death was 3 days. This includes 18 patients who were seen

by palliative care on the same day as death. Older patients were

more likely to be seen by palliative care (P < .026). No signif-

icant difference was observed with ethnicity. The overall con-

sultation rate for palliative care for all male decedents at VCU

averaged 40.5% over the same time frame; when compared had

a nonsignificant odds ratio of 1.22.

The primary reason for consultation was for goals-of-care or

transitions-of-care discussions in 68 (50%), followed by end-

of-life symptoms (33%) and pain (29%; Figure 1). Delirium

was infrequently a reason for consultation (10%), but was more

frequently identified by the palliative care team, with 37% of

patients requiring interventions to address delirium. Although

Figure 1. Reason for palliative care consultation.
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goals-of-care discussions were the leading reason for request,

code status discussions were only noted for 22 (9%) of patients.

Opioid management for pain and dyspnea was the most com-

mon medication offered for 112 (82%) patients, while antipsy-

chotics were second (28%; Table 1).

Ninety-six patients were either admitted directly to or later

transferred to the palliative care service, representing 70.5% of

patients who had palliative care consultations. Thirty-one per-

cent of patients died in the medical-respiratory ICU, whereas

those who died outside the palliative care service or unit were

on a variety of services, including neuroscience, coronary,

cardiac surgery, surgical-trauma ICUs and general medicine

services. Only 6 (2%) patients of patients died on the

hematology–oncology service.

One hundred forty-one (47%) of decedents had a diagnosis

of malignancy. The most common malignancies were lung

cancer, representing 35% of malignancies, with hepatocellular

carcinoma second (15%; Table 2). The consultation rate for

inmates with cancer was 63.5%. Sixty-four (45%) patients with

a malignancy diagnosis died on the palliative care service.

When assessed as separate groups, 64% of patients with cancer

received palliative care consultations, whereas only 29% of

patients without cancer were seen by palliative care (P < .000).

Discussion

Palliative care consultation was requested for fewer than half of

the inmates who died during the 10-year study period. How-

ever, the rate of consultation did demonstrate parity with non-

inmate decedents at VCU. The majority of consultation

requests were for goals-of-care discussion with patients and

families. However, there was a low rate of documented code

status discussions led by the palliative care team and code

status was often addressed prior to palliative care involvement

given the late nature of most consults. The consult request was

possibly motivated by a number of reasons including desire for

multidisciplinary support, to reinforce existing goals, or facil-

itate transition to the palliative care unit for end-of-life man-

agement. Timing of consultation was close to the date of death,

closer than other studies in the general population that have

examined timing of palliative care involvement. O’Mahony

et al found that there was a median number of 5 days from

palliative care consultation until discharge, whereas El Osta

et al found a much longer rate of 42 days from initial consulta-

tion until death, but this included outpatient services in addition

to inpatient.10,11 The driving factors behind late consultation

for inmates are unclear and are a point of further exploration.

The higher rate of consultation in inmates with cancer was

likely related to 2 factors: the long-standing relationship of

palliative care with oncology at our institution and more prog-

nostic certainty with this disease diagnosis. Higher rates of

consultation for oncology patients are demonstrated in the

free-living population.12,13 The types of cancer, primarily lung

and liver, reflect previous data that show rates of these cancers

are higher in inmates than the general population.5

The most common intervention was management of opioids,

including initiation, rotation, and titration. Eighty-two percent

of patients had opioids recommended for a variety of symp-

toms. This is unsurprising, given the palliative care specialists’

level of expertise in opioid management. Similar data for inpa-

tient palliative care consultations have been found at both a

comprehensive cancer center and a tertiary care hospital.10,12

Delirium was rarely a reason for consultation; however, it

was identified as requiring intervention in 37% of patients.

Although delirium prevalence among all hospitalized patients

is estimated to be about 20%, patients with advanced illness are

at much higher risk.13 At a comprehensive cancer center, 13%
of palliative care consultations were for delirium; however,

33% of patients were noted to have delirium.14 Similar results

were demonstrated during a retrospective analysis of reasons

for consultation of all patients, not just those with cancer, with

16% of requests were for delirium management but 56% of

patients were found to have delirium.12 These results highlight

the role of palliative care providers as specialists in identifying

and managing delirium, especially in patients with cancer, and

Table 1. Interventions Offered by the Palliative Care Team.

# % of Patients Seen

Opioid management 112 82
Dyspnea management 65 48
EOL management 64 47
Pain management 61 45
Delirium management 51 37
Neuroleptics 38 28
Secretions 33 24
Opioid rotation or conversion 26 19
Code status discussion 22 16
Other 12 9
Bowel obstruction management 11 8
Nausea and vomiting management 6 4
Anxiety and depression management 6 4
Counseling 4 3
Discussion of artificial nutrition 2 1

Abbreviation: EOL, end-of-life.

Table 2. Malignancies of Affected Patients Seen by the Palliative Care
Team.

%

Hematologic 17
Head and neck 5
Lung 35
Hepatobiliary 16
Pancreatic 7
Genitourinary/prostate 5
Brain 1
Upper Gastrointestinal 3
Colorectal 4
Renal 1
Bone/soft tissue 1
Melanoma 1
Other 4
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that seriously ill inmates have similar rates of delirium as the

free-living population. Routine screening for delirium in high-

risk patients would allow for earlier identification and

intervention.

Finally, there are a number of barriers to the receipt of

palliative care in this patient population.8 Currently in Virginia,

structured, consistent access to palliative and hospice care

services in correctional settings is scarce. Given the lack of

resources, our inpatient palliative care service may provide a

foundation for a future partnership that expands access to pallia-

tive care for inmates in the hospital and in the correctional facility

settings. Examining earlier access to palliative care was beyond

the scope of this study, but the parity found for in-hospital con-

sultations would likely not be seen given these barriers.

Our study has several limitations: one was access to docu-

mentation; the electronic medical record only contains dictated

discharge summaries for patients through mid-2008. As a retro-

spective study, details of palliative care interventions were also

dependent on the documentation in the medical record. A stan-

dardized assessment scale for pain and other symptoms was not

always used, which could have incorrectly influenced the pal-

liative team’s recommendations and hence the data collected.

Similarly, a standardized method of delirium assessment, such

as the Confusion Assessment Method or Memorial Delirium

Assessment Scale, was not consistently implemented which

could skew the number of patients diagnosed with delirium.

As this study was only looking at inmates who died while

hospitalized, the data does not account for inmates who were

seen by palliative care who then later died while in prison. This

could be a point of future study to examine whether inpatient

palliative care consultation is related to fewer in-hospital

deaths for inmates.

Conclusion

Nearly 5000 prisoners die each year, with the majority of

deaths taking place in community hospitals. Since these

inmates have more comorbidities and health-care needs than

their free-living counterparts, there is a growing need for

palliative care services, particularly as the aging inmate pop-

ulation rapidly expands.15 Although much of the literature has

focused on hospice care for inmates, there are few studies

addressing palliative care in the inpatient setting.16 Our pal-

liative care service was consulted very late in the illness tra-

jectory but provided management typical for patients with

cancer, including pain and symptom management and goals-

of-care discussions. We also identified delirium frequently,

although the condition was not often identified by the primary

service. More research is required to identify areas of need for

incarcerated patients and where palliative care can best serve

these individuals.
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