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Robotic seal connects  
with dementia patients
Technology offers new tools for communication

[Editor’s note: This is the first of a two-part series that looks at com-
municating with patients who have difficulty communicating. This 
month, we look at innovative and proven strategies to communicate with 
patients who have dementia. Next month, tips and strategies for commu-
nicating with pediatric patients, and their families, are offered.]

What do robots and iPads have in common? Both are tools used 
successfully by hospices to improve communications with 
patients who have dementia.

The robot used by Passages Hospice in Elgin, IL, is not what you typi-
cally envision when you hear the word “robot.” The six-pound robot 
looks, feels, and sounds like a baby harp seal. (See resource box, pg. 87 
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ExECut IVE SummARy
With dementia representing the third most frequently cited non-cancer 
diagnosis for hospice patients, the importance of giving staff and volunteers 
the tools to communicate with patients increases. Although education con-
tinues to be the most important tactic to improve communication skills for 
volunteers and staff, some hospices are finding extra assistance through the 
use of new technologies.
• A therapeutic seal provides a realistic encounter with a “pet” without the 
risk sometimes posed by animals.
• An iPad provides instant access to photographs, music, or videos that gen-
erate connections with patients.
• Thorough admission assessments that gather information about the 
patients’ interests, hobbies, past jobs, skills, and talents give staff members 
an opportunity to develop communication strategies that fit the patients’ 
personalities.
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for information about the robot.)
“We now have three seals we use for our 

patients,” explains Corey Tague, hospice educator 
and handler for “Pikatti,” the first seal purchased 
by the hospice. “We’ve always used music, pet, and 
massage therapies to connect with patients, but the 
therapeutic robots have created connections we 
have not seen before,” she explains. The advan-
tage of the robotic seal is that he is hypoallergenic, 
anti-bacterial, easy to clean, and won’t bite, she 
adds. “He is not threatening, even to people who 
may have had bad experiences with a dog or cat,” 
she says. “No one has had a bad experience with a 
baby seal that would make them afraid of Pikatti.”

One dementia patient, who had been in a nurs-
ing home and had not spoken in more than a 
year, initially did not pet the seal but tracked him 

with her eyes, says Tague. On the next visit, the 
woman began holding and petting the seal, and 
began to talk to the seal. “She was telling the seal 
that he reminded her of a little sheep she had when 
she was growing up on a farm,” she says. As the 
patient continued to speak to the robot about her 
childhood memories of other farm animals, staff 
and family members in the room had tears in their 
eyes, she adds. The experience of finding memories 
the woman wanted to discuss opened up other 
ideas for family and staff members to use to start 
conversations, she says.

“The seal has touch sensors and voice recogni-
tion capabilities that enable him to move or make 
sounds in response to someone holding or talking 
to him,” points out Tague. Soft sounds and gentle 
wiggles mean that he likes how he’s being petted, 
and a sharp sound and a turn of the head means 
that doesn’t like you touching his whiskers, she 
explains. “He is programmed to my voice so even 
if others are talking, he turns to me when I speak, 
but he will also follow other voices,” she adds.

Passages is the only hospice using the seal in 
the United States, says Tague. “I checked into the 
robot after our administrator saw a news story 
about it.” Because the distributor is located in the 
Chicago area, Tague went for a demonstration. 
“I immediately saw what a valuable tool it would 
be but the price tag was $6,000,” she says. The 
hospice purchased one seal then quickly added 
another two seals to the hospice, she adds.

Even though Tague and other educators tell 
patients that the seal is a robot, patients with 
dementia often refer to the seal as a little dog or 
cat, she says. “I never correct the patient, in fact, 
I often tell staff members and volunteers never to 
argue with a patient who has dementia. In their 
world, this seal is just like their favorite pet.”

Finding out what was important to the patient 
prior to dementia is a key to successful communi-
cation, says Tague. “If you know who they were 
before dementia, you can understand their behav-
ior today,” she explains. For example, one patient 
who was in the middle to late stages of Alzheimer’s 
would not go to bed at night. “I found out that she 
had been a night nurse in a hospital for most of 
her life,” she says. “The nursing home staff made 
up a pseudo chart for the woman to use and every 
night she would walk around the floor with the 
staff nurse, making notes on the chart.” At times, 
she would feel the forehead of a patient to make 
sure there was no fever. “Each night she finished 
her rounds, put the chart back in its place on the 
nursing desk, and went to bed with no problem.”
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The beauty of the “chart and rounds” solution 
to the patient’s bedtime issue was that it was a 
“productive activity,” says Tague. “We were able 
to give the patient something to do that meant 
something to her and it helped her self-esteem and 
made her feel in control.” 

Technology in the form of an iPad gives Emily 
Kennedy, MSW, a social worker at Hospice and 
Palliative Care Charlotte Region in Charlotte, NC, 
a chance to immediately pull photos that relate 
to patients’ interests, memories, or previous jobs 
for conversations. “I saw a photo of the patient 
and her husband on their honeymoon in Hawaii 
50 years ago on a table, and I was able to pull up 
a live shot of a Hawaiian beach,” she says. “We 
looked at waves hitting the beach for 20 minutes 
while she talked about her honeymoon.”

The immediacy of information on the iPad is an 
advantage when working with dementia patients, 
points out Kennedy. “I have the photographs, 
videos, or music right there at the moment the 
patient shows interest,” she says. “This is impor-
tant because on my next visit, the patient may not 
show any interest in the same thing.”

Kennedy can access all types of music to 
share with patients and she even has an applica-
tion that turns the screen into a piano keyboard. 
“Sometimes I have to put their hand on the screen 
and show them how the touch of their fingers 
works the keys, but it doesn’t take long for them 
to start ‘playing the piano’ on their own,” she says.

A thorough assessment of the patient’s likes, 
hobbies, interests, job experience, travel experi-
ence, and family is important to give social work-
ers, volunteers, and clinicians clues about topics 
that can be used to connect with the patient, sug-
gests Kennedy. “When I learned that a patient 
had sold Avon products for many years, I began 
greeting her with ‘Avon calling’ at each visit,” she 
says. The combination of the greeting that meant 
something to the patient and a variety of scented 
lotions Kennedy would bring to the visit resulted 
in animated conversations that the patient enjoyed.

Bringing lotions to a visit also gives the oppor-
tunity to provide a hand massage or other gentle 
touch to an arm, points out Sharon Moore, LCSW, 
ACHP-SW, senior director of clinical service at the 
Charlotte-based hospice. “Touch is important for 
patients with dementia because they feel alone,” 
she explains. “Placing your hand on the arm or 
giving a gentle hand massage increases the connec-
tion,” she adds.

Although Hospice and Palliative Care Charlotte 
Region offers a program focused upon demen-

tia care, there is no one team of employees that 
provides all of the dementia patient care. All 
staff members and volunteers receive training on 
how to communicate with and care for patients 
with dementia. “The most important message 
is not to give up,” explains Moore. “Too many 
people, family members included, believe that if 
the dementia patient quits communicating there is 
no reason to continue trying to talk to them,” she 
says.

Getting to know the patient is the first step in 
communication, then use simple language, be at 
eye level of the patient when talking, and eliminate 
distractions such as a television, suggests Moore. 
“Remember to watch for nonverbal cues that the 
patient is anxious, interested, or calm,” she says. 
(See pg. 88 for other specific tips on communica-
tion with patients with dementia.)

Also, remember not to try to reason or argue 
with a patient with dementia, warns Tague. 
“Dementia patients often layer clothes, putting 
tee shirts and pants over their pajamas, then add-
ing an extra sweater or jacket,” she says. “Family 
members and nursing home staff will often try to 
tell them they need to take some of the clothing 
off, but I always ask ‘Whose problem is this?’” 
While patients may be pleased to have dressed 
themselves, having someone tell them they dressed 
incorrectly sends the wrong message, she says. “If 
the patient gets warm, the jacket will come off,” 
she adds. “If the patient has two socks on one foot 
and none on the other, what does it matter?” She 
adds, “If the patients’ actions don’t put them in 
harm’s way, don’t make an issue of it.”  n

For more information about communication with patients with demen-
tia, contact:
• Corey t ague, Hospice Educator, Passages Hospice, 134 North McLean 
Blvd., Elgin, IL 60123. Tel: (630) 659-6079; e-mail: ctague@passageshos-
pice.com.
• Emily Kennedy, MSW, Social Worker, Hospice & Palliative Care 
Charlotte Region, 1420 East Seventh St., Charlotte, NC 28204. Tel: (704) 
375-0100; fax: (704) 375-8623; e-mail: KennedyE@hpccr.org.

Resources:
• Alzheimer’s Association: “Communication. Best ways to interact with 
the person with dementia” free booklet can be downloaded by going to 
www.alz.org. Select “Living with Alzheimers” and then choose “Caring 
for Alzheimer’s” and “Daily Care” from the left navigational bar. Select 
“Communication” and scroll to bottom of page and click on the pdf icon 
for the 12-page communication brochure. 
• PARO Robots, 1380 Hamilton Parkway, Itasca, Il 60143. Tel: (630) 467-
1002 or (866) 980-PARO; fax: (630) 467-1044; e-mail: sales@PAROrobots.
com; web site: www.PAROrobots.com. 

SOuRCES/RESOuRCES
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12 tips that improve 
communication

According to the 2010 NHPCO Hospice 
Facts and Figures: Hospice Care in 
America, dementia represents the third 

most frequently cited non-cancer primary diagno-
sis for hospice. As this percentage (11.2% of all 
hospice patients) continues to grow, the impor-
tance of educating hospice staff members and 
volunteers about effective strategies for communi-
cation with dementia patients also increases. 

1. Be calm, patient and supportive
• Let the person know you’re listening and try-

ing to understand what is being said.
• Keep good eye contact. Show the person that 

you care about what is being said.
• If he or she is having trouble communicating, 

let the person know that it’s OK. Encourage the 
person to continue to explain his or her thoughts. 
Give the person time to think about and describe 
whatever he or she wants. Be careful not to  
interrupt.

2. Avoid criticizing or correcting
• Don’t tell the person that what he or she is 

saying is incorrect. Instead, listen and try to find 
the meaning in what is being said. Repeat what 
was said, if it helps to clarify the thought.

• Don’t argue if the person says something 
with which you don’t agree. Arguing usually only 
makes things worse. 

• Offer a guess if the person uses the wrong 
word or cannot find a word. If you understand 
what the person means, you may not need to give 
the correct word. Be careful not to cause unneces-
sary frustration.

3. Focus on the feelings, not the facts 
Sometimes the emotions being expressed are 

more important than what is being said. Look for 
the feelings behind the words. At times, tone of 
voice and other actions may provide clues. 

4. Address the person by his or her name 
This is not only courteous, it helps orient the 

person and gets his or her attention.

5. Speak slowly, and use short, simple words and 
sentences

Don’t overwhelm the person with lengthy 
requests or stories. Speak in a concise manner. 

Keep to the point. In some cases, slang words may 
be helpful. Talk slowly and clearly.

6. Ask one question at a time 
Break down tasks and instructions into clear, 

simple steps. Give one step at a time or ask one 
question at a time. Don’t overwhelm or confuse 
the person with too many questions at once.

7. Avoid vague words and negative statements 
If you ask the person to “Hop in!” — he or she 

may take that as literal instructions. Describe the 
action directly to prevent confusion, “Please come 
here. Your shower is ready” or instead of saying 
“Here it is!” say, “Here is your hat.”

Turn negatives into positives by saying “Let’s go 
here” rather than “Don’t go there.”

8. Turn questions into answers
Try providing the solution rather than the ques-

tion. For example, say “The bathroom is right 
here,” instead of asking, “Do you need to use the 
bathroom?”

9. Give visual cues
Demonstrate your request by drawing, point-

ing at, or touching things. You can also start the 
task for the person. Try using simple written notes 
for reminders, if the person is able to understand 
them. A written response may also help when a 
spoken one seems too confusing

10. Treat the person with dignity and respect
Avoid talking down to the person or talking as 

if he or she isn’t there.

11. Avoid quizzing
Although reminiscing may be healthy at times, 

avoid causing anxiety for a person who may not 
remember. Instead of asking “Do you remember 
when ... ?” make a statement such as “I remember 
when … .” 

Never greet someone with “You remember  
me, don’t you?” Instead, introduce yourself and  
let the person know that you’ve met before, such 
as, “My name is Mary and last week you and  
I had a wonderful time talking about your  
photographs.”

12. Be patient, flexible, and understanding
The person may need extra time to process your 

request. Give the person the time and encourage-
ment he or she needs to respond. If the person 
doesn’t respond, wait a moment. Then ask again. 
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Ask the question in the same way, using the same 
words as before.  n

Excerpted from: Communication. Best Ways to 
Interact with the Person with Dementia. Chicago, 
IL: Alzheimer’s Association; 2010.

Don’t forget non-clinical 
indicators in QI
Monitor costs, staffing to ensure quality care

[Editor’s note: This is the second of a two-part 
series that looks at quality improvement programs 
in hospice. Last month, the proposed requirements 
for hospice quality reporting were examined along 
with advice about how to prepare and examples of 
clinical quality indicators some hospices are using. 
This month, non-clinical quality indicators and 
their importance to the overall quality program are 
discussed.]

As hospice managers face the advent of 
quality reporting programs (see “Is qual-
ity reporting program first step toward 

P4P?” Hospice Management Advisor, July 2011, 
pg. 73-76), Quality Assessment and Performance 
Improvement (QAPI) programs are being evalu-
ated to ensure the capability to meet requirements 
for Medicare programs.

Although clinical indicators such as pain 
management, treatment of dyspnea, or manage-
ment of anxiety are the most obvious measure-
ments for hospice’s that want to assess quality of 
patient outcomes, experts interviewed by Hospice 
Management Advisor recommend that quality 
measurement also address non-clinical issues.

Although clinical indicators come to mind first 
when asked to measure quality of care, there 
are many non-clinical issues that contribute to 
outcomes and quality of care, points out Karen 
Mikula, RN, BSN, CPHQ, senior director of qual-
ity initiatives at VITAS Innovative Hospice Care, 
Miami, FL. Her organization’s quality improve-
ment dashboard report used by all hospices within 
the network includes a variety of quality indica-
tors that are reported throughout the hospice. 
“Of course we include data on patient and family 
outcomes such as patient comfort, patient safety, 
effective grief support, and family satisfaction or 
evaluation of care,” she says. “But, we also include 

non-clinical indicators because they affect our abil-
ity to provide clinical care effectively.”

Non-clinical indicators in the VITAS report 
cover the areas of stewardship and accountability, 
says Mikula. “We look at productivity to make 
sure we are using our financial resources effectively 
and we evaluate areas such as staff safety because 
we are responsible for staff members’ safety as 
well as patient safety.” Being able to provide a safe 
work environment not only ensures retention of 
employees but also the ability to continue recruit-
ing new employees, she adds.

A quality improvement program is not com-
plete unless you look carefully at your opera-
tions, points out Martha Lasseter, MBA, CHPCA, 
vice president of compliance for Treasure Coast 
Hospice in Stuart, FL. “You should look across 
your entire organization because every area 
impacts how you provide patient care,” she says. 
Incident reports and patient or family complaints 
must be tracked carefully because they help you 
identify safety issues or potential service improve-
ments, she points out. “Staff and physician satis-
faction survey results are also important because 
they identify opportunities to improve retention 
and recruitment as well as referrals.”

Other non-clinical indicators that are included 
in Treasure Coast’s regular quality improvement 
reports include:

• Durable medical equipment costs per patient 
day

• Drug costs per patient day
• Billing/claim errors
• Human resource vacancy rate
• Percentage of salaries related to patient care
• Number of volunteers
• Number of volunteer visits to patients
• Continuing education units received by staff
Although quality patient care is the primary 

focus of all hospices, the only way to make sure 
your hospice is operating effectively and providing 

For more information about non-clinical indicators, contact:
• martha Lasseter, MBA, CNPCA, Vice President of Compliance, Treasure 
Coast Hospice, 1201 SE Indian St., Stuart, FL 34997. Tel: (772) 403-4525; 
e-mail: mlasseter@tchospice.org.
• Karen mikula, RN, BSN, CPHQ, Senior Director of Quality Initiatives, 
VITAS Innovative Hospice Care, 100 South Biscayne Blvd., Suite 1300, 
Miami, FL 33131. Tel: (786) 318-5330; fax: (708) 478-5819; e-mail: Karen.
Mikula@vitas.com.

SOuRCES
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quality care is to track non-clinical indicators on 
a regular basis, points out Lasseter. “We have to 
know on an ongoing basis that we are positioned 
to meet regulatory requirements and to be finan-
cially efficient in order to continue providing qual-
ity care.”  n

NHPCO comments  
on ethics
Position statement addresses marketing

The National Hospice and Palliative Care 
Organization has issued a position state-
ment and commentary, Hospice and 

Palliative Care: Ethical Marketing Practices, that 
guides providers to the use of sound, ethical prac-
tices that enhance the perception of hospice in the 
community.

NHPCO’s position statement focuses on six key 
components:

• Access to Care
NHPCO recommends that hospices regularly 

review potential barriers to access and implement 
education and marketing efforts that help remove 
these barriers for individuals or groups.

• Competition
Although competition can be a healthy, positive 

incentive for all providers to provide high quality 
service, NHPCO warns providers to avoid making 
promises of service that cannot be fulfilled. The 
position statements says, “Hospices must accu-
rately represent the capacity and services of their 
organization in all marketing, outreach, and  
education.”

• Hospice and Palliative Care Organizations as 
Referral Sources

The selection of business partners or referral 
sources such as durable medical equipment, phar-
maceutical, and homecare services that provide 
services to hospice patients must be made with 
care, suggests NHPCO. “….organizations [should] 
have clearly stated policies for contracting with 
and making referrals to other community provid-
ers.”

• Customer Service Excellence and Boundaries
NHPCO recommends that excellent customer 

service is attained by providing the highest level of 
clinical care “within the parameters that constitute 
clinically appropriate hospice and palliative care 
services which are compliant with all applicable 
federal and state regulations.” Hospice and pallia-
tive care organizations, therefore, “assume respon-
sibility for ethical decision-making and behavior 
related to the provision of hospice care.”

• New Trends in Marketing and Communication
The growth in technology and the use of social 

media have increased the need for all organizations 
to review and enhance policies regarding the use 
of these new media for communication with the 
general public and with patients. NHPCO encour-
ages the development and implementation of poli-
cies that especially pay attention the privacy rules 
set forth in the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) Privacy and 
Security Rules.

• Traditional Media Marketing
The use of traditional media such as print or 

radio also requires a careful examination of poli-
cies to ensure that the organization’s efforts “pro-
mote the ethical and responsible use of patient/
family testimonials in media outreach, respecting 
confidentiality, privacy and the physical and emo-
tional well being of those being served.”

To access the complete, free copy of the position 
statement go to www.nhpco.org.  n

Palliative care cuts  
hospitalization costs
Quality of life improved as well, study says

A study published recently in Health Affairs 
shows that hospitalization costs for patients 
with certain terminal or serious chronic ill-

nesses are significantly lower when palliative care 
is provided. In fact, the study of four hospitals in 
New York State showed an average cost of admis-
sion that was $6,900 lower for these patients.1 
Compared to another group of patients who 
received more traditional care, they were less likely 
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to die in the ICU, did not spend as much time in 
intensive care, and were more likely to receive hos-
pice referrals. The authors also asserted that the 
state’s Medicaid program could save between $84 
million and $252 million annually if every hospital 
in the state that had at least 150 beds implemented 
a palliative care program.1

“We based our selection criteria on patients 
typically cared for by palliative teams as described 
in the literature,” notes lead author R. Sean 
Morrison, MD, director, National Palliative Care 
Research Center, Hermann Merkin Professor 
of Palliative Care, Professor of Geriatrics and 
Medicine, and vice-chair for Research in the 
Brookdale Department of Geriatrics and Palliative 
Medicine at Mount Sinai School of Medicine in 
New York City. “We looked at advanced cancer, 
cancer that had spread beyond the primary organ, 
patients with advanced heart and lung disease who 
had had one or more hospitalization, patients liv-
ing with AIDS with one or more complication of 
the disease, and patients who had spent a long 
period of time in the ICU.”

How could such savings be possible simply with 
the use of palliative care? “The key is that the pal-
liative care teams identify patient values and goals 
for their care and selectively match treatment to 
those goals,” says Morrison. “When you look at 
the [Medicaid] population, it involves 5%-10% of 
the most complex, seriously ill patients. Hospitals 
are not designed to take care of them well; they’re 
designed to care for the average person.”

This, he points out, is a complete mismatch. 
“What palliative care teams do is align the mis-
match; we make the hospital a better environment 
for the patient.”

When you do a cost-benefit analysis of such a 
program, he continues, the choice becomes even 
clearer. “For the average 300-bed hospital, the 
program would include a physician, a nurse prac-
titioner, a social worker, a chaplain, and typically 
some administrative support,” he says. “That typi-
cally runs about $750,000 a year, while the aver-
age savings to a hospital range between $4 million 
and $5 million a year.”

Palliative care teams, he adds, are in place in 
about 80% of mid-sized and large hospitals, and 
in 60% of hospitals overall.

Improving quality of life

Morrison notes that even when financial consid-
erations are not factored in, palliative care offers 
significant benefits. “They focus on improving 

quality of life for patients living with serious or 
life-threatening illnesses,” he says. “They address 
pain, so the patients feel better; they provide inten-
sive communication about goals with the patient 
and family; and they help them navigate a complex 
health system.”

In some sets of patients, he continues, palliative 
care has been shown to prolong survival — espe-
cially when connected with curative treatments. 
“It’s very important it be done at the same time 
as life-prolonging or curative treatment,” he says. 
“There are some patients who may live a long time 
with serious illness.”

Morrison says he had already demonstrated 
the benefits of palliative care for non-Medicaid 
patients. “We did that study two years ago; we 
looked at five hospitals throughout the U.S., pre-
dominantly Medicare patients. The savings were 
even greater.”2

This makes sense, he says. “When you look at 
Medicare and private pay, those patients are much 
more likely to have a primary care physician who 
can oversee their care; Medicaid patients often fall 
through the cracks,” he explains.  n

REf ERENCES
1. Morrison RS, Dietrich J, Ladwig S, et al. 

Palliative care consultation teams cut hospital costs for 
medicaid beneficiaries. Health Affairs 2011;30:454-463. 

2. Morrison RS, Penrod JD, Cassel BJ, et al. Cost 
savings associated with US hospital palliative care con-
sultation programs. Arch Intern Med 2008;168:1783-
1790. 

I Can’t Get No Salivation
By Allan J. Wilke, MD, MA, Chair, Department 
of Integrative Medicine, Ross University School of 
Medicine, Commonwealth of Dominica 

Synopsis: Elders who ate sorbet before a meal 
ate more of the rest of their meal.

For more information about the cost benefit of palliative care, contact:
• R. Sean morrison, MD, Director, National Palliative Care Research 
Center, Hermann Merkin Professor of Palliative Care, Professor of 
Geriatrics and Medicine, Vice-Chair for Research, Brookdale Department 
of Geriatrics and Palliative Medicine, Box 1070, Mount Sinai School of 
Medicine, One Gustave L. Levy Place, New York, NY 10029. Tel: (212) 241-
1466; fax: (212) 860-9737; e-mail: sean.morrison@mssm.edu.

SOuRCES
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Source: Crogan NL. Managing xerostomia in 
nursing homes: Pilot testing of the Sorbet Increases 
Salivation intervention. J Am Med Dir Assoc 
2011;12:212-216.

Xerostomia (dry mouth) is one of several 
contributors to malnutrition in the elderly.1 
This pilot study from the University of 

Arizona’s Center on Aging hypothesized that indi-
viduals suffering from xerostomia could stimulate 
salivation by consuming lemon-lime sorbet and 
that, subsequently, they would increase their food 
intake.

Participants were skilled nursing facility resi-
dents taking ≥ 4 medications known to cause 
xerostomia and who met the following inclu-
sion criteria: age ≥ 65 years, Mini Mental State 
Examination score ≥ 12, taking meals in the main 
dining room, and screened positive for xerostomia. 
To confirm the presence of xerostomia, the sub-
jects underwent a Modified Schirmer Test. This 
involves measuring saliva output with strips of 
filter paper, performed at baseline, and then three 
more times at 1-minute intervals after consum-
ing water or sorbet. Sorbet, on average, produced 
more saliva than water.

Twenty residents were randomly selected; 12 
agreed to participate, 8 female and 4 male. Two 
did not complete the study secondary to hospital-
ization. The study was conducted over 12 weeks. 
Each subject was given 2 ounces of sugar-free sor-
bet before lunch for two 3-week periods divided by 
a 6-week no-treatment period. Their lunch plates, 
filled with food, were weighed before serving and 
again after the meal to measure the amount of 
food consumed. Nine of the 10 residents ate more 
food during the sorbet weeks than the non-sorbet 
weeks, but in only 1 resident did the difference 
reach statistical significance. In that patient, the 
difference in weight of food eaten was about 7 
grams.

n COMMENTARy 

This is a very small study and not robust enough 
to draw any conclusions, but the intervention is 
so simple and appealing, we should pay attention 
to it. It is low-cost and would be easy to imple-
ment. Anything that confirms the wisdom of “Life 
is short; eat dessert first” is okay in my book. 
However, a larger, more vigorous study should 
be undertaken to assess a more concrete primary 
endpoint such as improved health status, or, at the 
very least, improved quality of life. 

Sorbet is simply a frozen sweetened water, 
pureed fruit, or juice concoction often served 
before the main course of a meal to cleanse the 
palate. I wonder if fruit other than lemons and 
limes would work as well, and whether sherbet 
(fruit and milk) would have a similar effect. 

Xerostomia interferes with proper nutrition by 
diminishing the taste of food and making chew-
ing and swallowing difficult. It usually is treated 
by correcting the underlying cause, or, when that 
is not possible, by sipping water frequently, eat-
ing ice chips, stimulating salivation, or replacing 
it with artificial saliva preparations containing 
hypromellose or methylcellulose. Sucking on 
sugar-free lozenges or candy, chewing gum, or 
administering pilocarpine or cevimeline can stimu-
late salivary flow, but those drugs have their own 
set of adverse effects.2

Although there are several causes of xerostomia 
(e.g., radiation treatment of head and neck can-
cer, Sjögren syndrome, Parkinsonism, AIDS, and 
diabetes), most often it is the result of the drugs 
that we prescribe. Drugs that cause xerostomia 
are usually anticholingerics or antimuscarinics, 
although there are others (e.g., diuretics and ben-
zodiazepines). These drugs have other unintended 
consequences.3 The mantra in the elderly should 
be “less is more.” The fact that we can prescribe 
medication shouldn’t compel us to do so.  n

REf ERENCES
1. Chapman IM. The anorexia of aging. Clin 

Geriatr Med 2007;23:735-756.
2. Atkinson JC, Grisius M, Massey W. Salivary 

hypofunction and xerostomia: Diagnosis and treatment. 
Dent Clin North Am 2005;49:309-326.

3. Wilke AJ. Are you prescribing loco weed? 
Intern Med Alert 2006;28:65-67.

Inducing the munchies: 
t HC for Cancer Cachexia
By Russell H. Greenfield, MD, Clinical Assistant 
Professor, School of Medicine, University of North 
Carolina, Chapel Hill; Visiting Assistant Professor, 
University of Arizona, College of Medicine, 
Tucson

Synopsis: A short trial of a synthetic cannabi-
noid for people with advanced cancer was shown 
to improve caloric intake, appetite, and sensory 
perceptions around food, as well as quality of life.
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Source: Brisbois TD, de Kock IH, Watanabe 
SM, et al. Delta-9-tetrahydrocannabinol may pal-
liate altered chemosensory perception in cancer 
patients: Results of a randomized, double-blind, 
placebo-controlled pilot trial. Ann Oncol 2011 
Feb 22; doi:10.1093/anonc/mdq727.

People with advanced cancer frequently 
report loss of interest in food, an altered 
taste of their favorite dishes, and diminished 

appetite. The authors of this randomized, double-
blind, placebo-controlled 22-day Phase 2 pilot 
study sought to determine whether a synthetic 
form of marijuana (delta-9-tetrahydrocannabinol, 
or THC) could improve taste and smell (chemo-
sensory) perception, appetite, caloric intake, and 
quality of life (QOL) for patients with advanced 
cancers who had associated chemosensory altera-
tions and poor appetite.

Subjects were adults with advanced cancer 
(defined as locally recurrent, locally advanced, 
or metastatic) of any site except brain who had 
a score on a Taste and Smell Survey indicative 
of a significant chemosensory alteration (> 2 
out of 16), decreased caloric and protein intake, 
and poor QOL. They were recruited from two 
Canadian oncology clinics and randomized to 
receive either THC (2.5 mg, Marinol®; Solvay 
Pharma Inc.; n = 24) or placebo oral capsules (n 
= 22) twice daily for 18 days. Patients started 
on THC 2.5 mg or placebo once daily for the 
first 3 days and the dose was increased to THC 
2.5 mg or placebo twice daily on the fourth day. 
Participants had the option to increase their drug 
dose to a maximum of 20 mg/day.

Subjects completed assessments at baseline 
and after 18 days of treatment. All assessments 
used patient-reported outcomes to capture and 
describe changes experienced by the patients. 
The Taste and Smell Survey was used to identify 
and quantify chemosensory alterations “since 
study treatment.” The 100 mm Satiety Labeled 
Intensity Magnitude (SLIM) scale was completed 
10-15 minutes before each meal for 1-day pre-
treatment and following 18 days of treatment for 
an assessment of appetite. The Macronutrient 
Preference Checklist (MPC) was completed with 
the SLIM to assess macronutrient preferences. 
SLIM and MPC premeal scores were averaged for 
an overall day score. A 3-day dietary record was 
used to estimate total calories and macronutrient 
intake. QOL was assessed with the Functional 
Assessment of Anorexia/Cachexia Therapy 
(FAACT) questionnaire, and the 11-point 

Edmonton Symptom Assessment System was used 
to assess nausea. Interviews were also conducted 
to determine patients’ treatment-related changes 
in food preferences and chemosensory alterations.

Twenty-one of the initial 46 participants 
completed the trial. Patient characteristics and 
dropout rates were similar for THC and pla-
cebo groups. In the THC group, 8 patients fol-
lowed the dosing protocol (i.e., 2.5 mg bid) and 
3 patients increased to 2.5 mg tid by taking an 
additional 2.5 mg before supper. In the placebo 
group, 7 patients followed the dosing protocol 
and 3 patients increased their dose to 3 capsules/
day.

Compared with placebo, THC-treated patients 
reported improved (P = 0.026) and enhanced 
(P < 0.001) chemosensory perception and that 
food “tasted better” (P = 0.04). The majority of 
THC-treated patients reported an increased over-
all appreciation of food compared with patients 
receiving placebo (30%). In addition, 73% of 
THC-treated patients indicated a renewed ability 
to discriminate tastes, flavors, and food odors. In 
contrast, 80% of patients in the placebo group 
reported their taste and smell function to be the 
“same as before” (60%) or “worse” (20%) com-
pared with baseline. Premeal appetite (P = 0.05) 
and proportion of calories consumed as protein 
increased compared with placebo (P = 0.008). 
In contrast, the majority of patients receiving 
placebo had either decreased appetite (50%) or 
showed no change (20%). FAACT global QOL 
scores improved similarly for both THC and pla-
cebo groups, but THC-treated patients reported 
improved quality of sleep (P = 0.025) and relax-
ation (P = 0.045). Nausea scores were unaffected 
by THC treatment (P = 0.532), and total caloric 
intake was improved in both THC and placebo 
groups. Relative to baseline, 73% of THC-treated 
patients increased their caloric intake (range 100-
775 kcal/day) compared with 50% of patients in 
the placebo group (100-965 kcal/day). THC was 
well tolerated.

The authors concluded that THC may be help-
ful to people with advanced cancer and chemo-
sensory alterations by improving and enhancing 
chemosensory perception, altered macronutri-
ent preference, appeal of savory foods, appetite, 
relaxation, and quality of sleep. 

n COMMENTARy 

Discussions that center on medical marijuana 
quickly become emotional. So do discussions of 
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people with advanced cancer, who frequently no 
longer enjoy the taste of food and so take in too 
few calories.

THC appears to increases appetite in animals 
and healthy people, and in those with acquired 
immunodeficiency syndrome (AIDS), likely 
via stimulation of endocannabinoid receptors 
located in reward-related areas of the brain. The 
researchers chose to focus on self-report of che-
mosensory perception as the most relevant predic-
tor of food preference and enjoyment instead of 
objective clinical measures (i.e., millimolar con-
centration thresholds for detection of individual 
tastants and odorants) because they view taste 
and smell alterations as more than quantifiable 
physiological changes — they see them as poten-
tially impacting a person’s ability to enjoy food. 
Their words: “clinical measures of chemosensa-
tion cannot capture dimensions such as flavor, 
food enjoyment, or impact on patient’s food-
intake behavior.” 

The dropout rate was significant, especially 
in such a small study, but the authors address 
this by stating that investigations in those with 
advanced cancer must necessarily account for 
the possibility of increasing morbidity and even 
death. They go on to note that the dropout rate 
was not significantly different from that seen with 
other studies of people in this state of health.

The researchers declare their purpose was 
to establish a starting point from which new 
research could take hold. With there being no yet 
accepted treatment for the chemosensory changes 
experienced by those with advanced stages of 
cancer and cancer cachexia, from a purely medi-
cal perspective one has to wonder why this line 
of research is controversial when there exists 
promise to help relieve suffering. A review pub-
lished in 2007 noted that the combination of 
opioids and cannabinoids could produce opioid-
sparing effects, thereby extending the duration of 
analgesia and reducing the risk of dependency.1 It 
also described studies where cannabinoids were 
successfully used to treat pain, enhance sleep, 
reduce muscle spasm, and improve appetite in a 
variety of palliative care situations. 

Studies such as the current trial help balance 
science and emotion, and forward the healing 
art. Here’s hoping it contributes toward compas-
sionate palliative care winning out over politics 
and fear-mongering.  n

REf ERENCE
1. McCarberg BH. Cannabinoids: Their role in 

pain and palliation. J Pain Palliat Care Pharmacother 
2007;21:19-28.

Education improves  
care planning
17.5% more advanced directives completed

Cost and time constraints limit the amount 
of advanced care planning that a primary 
care physician can provide to patients, but 

when patients received educational information 
prior to meeting with their doctors, the number of 
advanced medical directives completed increases 
by more than 17%.1 

In a study conducted at the Mayo Clinic 
Rochester (MN), patients aged 60 and older who 
were scheduled for health maintenance visits and 
did not have advanced medical directives were 
divided into a control group and an intervention 
group. Patients in the control group received care 
as usual, which included their physicians having 
access to information about the lack of medical 
advanced directive and standard educational mate-
rials. Patients in the intervention group received an 
educational packet at their home 2-3 weeks before 
their physician visit. The packet included informa-
tion about advanced medical directives rules in 
Minnesota, a fact sheet with answers to commonly 
asked questions, an advanced medical directive 
form, and an invitation to an open forum about 
advanced directives. 

Follow-up surveys, conducted one month 
after the physician visit, show that 21.6% of the 
patients who received the educational material 
had completed and submitted an advanced direc-
tive compared to 4.1% of patients who received 
usual care. Authors conclude that a well-timed, 
multi-modal educational intervention can success-
fully increase the number of patients who complete 
advanced directives.  n
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Care 2011;28:230-235.
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COMING IN FUTURE MONTHS

f ree webinar for  
volunteer coordinators
Recruitment and retention tips given

The Hospice Foundation of America has 
developed “Hospice Volunteers: Recruiting, 
Retaining, Rewarding,” a free on-line webi-

nar that examines the important role that volun-
teers play in hospice, and explores creative ways 
that hospices can recruit and retain volunteers. 

The free on-line webinar includes tips and ideas 
from professional hospice volunteer coordinators, 
as well as personal insights from hospice volun-
teers. The program, plus additional resources and 
Fact Sheets, can be used as for volunteer recruit-
ing and training purposes at no charge. Free 
Continuing Education credits are available for a 
wide range of professionals. 

To access the webinar go to www.hospicefoun-
dation.org/hic-volunteers.  n

AARP report  
evaluates POLSt
Study shows program works

An Oregon-pioneered program aimed at 
improving health care for those with 
advanced illness is now receiving national 

attention from AARP. The recently released report 
about the Physicians Orders for Life-Sustaining 
Treatment (POLST) program points out that 
despite challenges and barriers, the POLST pro-
gram does enrich care for individuals in the states 
that utilize POLST. 

The report titled, “Improving Advanced Illness 
Care: The Evolution of State POLST Programs,” 
examines the evolution of POLST, which, to date, 
has been implemented in at least 12 states. At 
the center of the POLST program is a document 
that enables patients to work with their health 

care professionals to form medical orders. (See 
“Document ensures directions are followed,” 
Hospice Management Advisor, November 2009, 
pg. 123.)

To see a free copy of the full report, go to www.
aarp.org and use the “search” bar at the top of the 
page to find “Improving Advanced Illness Care: 
The Evolution of State POLST Programs.”  n

Paid caregivers lack 
skills for tasks in homes
More than 1/3 couldn’t understand directions

Paid caregivers make it possible for seniors to 
remain living in their homes. The problem, 
according to a new Northwestern Medicine 

study, is that more than one-third of caregivers 
had difficulty reading and understanding health-
related information and directions. Sixty percent 
made errors when sorting medications into pill-
boxes.

In a first-of-its-kind study, nearly 100 paid, 
non-family caregivers were recruited in the 
Chicago area and their health literacy levels and 
the health-related responsibilities were assessed, 
said Lee Lindquist, MD, assistant professor of 
geriatrics at Northwestern University Feinberg 
School of Medicine and physician at Northwestern 
Memorial Hospital, both in Chicago.

“We found that nearly 86% of the caregiv-
ers perform health-related tasks,” said Lindquist, 
lead author of the study. “Most of the caregivers 
are women, about 50 years old. Many are foreign 
born or have a limited education. The jobs typi-
cally pay just under $9.00 per hour, but nearly 
one-third of the caregivers earn less than minimum 
wage.”

Lindquist found that despite pay, country of 
birth, or education level, 60% of all the caregiv-
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ers made errors when doling medication into 
a pillbox. This statistic is alarming, because 
patients who don’t take certain medications as 
prescribed could end up in the hospital, Lindquist 
said. “Many of these caregivers are good people 
who don’t want to disappoint and don’t want to 
lose their jobs,” Lindquist said. “So they take on 
health-related responsibilities, such as giving out 
medications and accompanying clients to the doc-
tor for appointments. Most physicians and family 
members do not realize that while the caregiver 
is nodding and saying ‘yes,’ she might not really 
understand what is being said.”

There isn’t a standard test family members or 
employment agencies can use to gauge a care-
giver’s ability to understand and follow health-
related information, Lindquist said. “Currently we 
are developing tests consumers can use to evaluate 
caregiver skills as well as studying the screening 
processes caregiver agencies use,” Lindquist said. 
“But, if you really want to know if the caregiver is 
doing a good job and is taking care of the health 
needs of your senior, … observe them doing the 
tasks, and ask more questions.”

The title of the study is “Inadequate Health 
Literacy Among Paid Caregivers of Seniors.” 
The study will be published in the Journal of 
General Internal Medicine. It has been pub-
lished online at www.springerlink.com/content/
t3h82492566524p8.  n

Gaps in hospice  
accessibility
Education, age, income are determinants

More than a third of Americans now die 
under the care of a hospice service. But 
a University of Michigan study reveals 

major gaps in the availability of hospice care 
across the country — gaps that the researchers 
attribute directly to the way hospice care is cur-
rently funded in America.

Most strikingly, the study finds that communi-
ties with lower average incomes and education lev-
els, and areas with large concentrations of elderly 
people, are far less likely to be served by a hospice 
than communities with wealthier, more educated, 
and younger populations.

For example, the more households with incomes 
over $100,000, or residents who held at least a high 

school diploma, the better the access to hospice. But 
surprisingly, the higher the percentage of older resi-
dents, the lower the availability of hospice.

According to the researchers, relying on the abil-
ity of patients or their families to pay for care and 
services that aren’t covered by Medicare or other 
insurance — and counting on charity and volun-
teers to make ends meet — means that hospices 
are most likely to flourish in areas where incomes 
are highest.  n


