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In 1974, Dr. Balfour Mount introduced the term “palliative” from the Latin word palliare—“to
wrap in comfort”—as a description of an approach that supports patients by focusing on
improving their quality of life through symptom control, both physical and psychological, rather
than on the diagnosis and treatment of their underlying disease. He sought to separate this part
of supportive care from the emerging hospice movement, which was focused solely on the end
of life. In the minds of many physicians as well as the lay public, palliative care is often seen as
synonymous with hospice, and therefore leads to missed opportunities for the provision of
palliative services earlier in the disease process.

In this position paper, we describe palliative care, which all neurologists give to their patients,
and contrast it with specialty palliative care. We discuss essential elements of communication
skills and prognostication and focus on ethical considerations in neuropalliative care as it relates
to disorders of consciousness. In a 1996 position statement, the American Academy of Neu-
rology (AAN) Ethics and Humanities Subcommittee declared that the provision of primary
palliative care is the responsibility of all neurologists, and this position remains unchanged.1

Primary palliative care is provided by all clinicians who care for patients with serious illness,
regardless of subspeciality. Since the publishing of that statement, the field of neuropalliative
care has emerged into its own burgeoning subspecialty.2 In their 2018 textbook, Drs.
Creutzfeldt and colleagues3 define neuropalliative care in this way: “We define a neuropalliative
care approach as palliative care that focuses on the specific needs of patients with neurologic
illness and their families. Neuropalliative care thus represents both an emerging subspecialty
within neurology and palliative care, as well as a holistic approach to people suffering from
neurologic illnesses.” Recently, recognition of neuropalliative care in professional organizations
has increased as well: the AAN Pain and Palliative Care Section split into 2 separate sections, a
Neuropalliative Care Special Interest Group has formed at the American Academy of Hospice
and Palliative Medicine, and a new International Neuropalliative Care Society has been
established.

Given the remarkable growth of this field since our prior statement, this revision to the AAN’s
1996 position statement updates ethical considerations in the new neuropalliative care land-
scape. This article also replaces 3 other AAN position papers regarding supportive care for
patients with unique disorders of consciousness: persistent vegetative state,4 those who are
irreversibly paralyzed but retain cognition,5 and those who lack decisional capacity.6

Palliative care is an approach tomedical care that aims to improve quality of life for patients with
life-altering illness and their families, through prevention and management of physical, psy-
chosocial, and spiritual suffering.7 Whereas primary palliative care is provided by all clinicians,
specialty palliative care is provided by interdisciplinary teams: physicians, nurse practitioners,
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nurses, social workers, chaplains, and others whose primary
clinical focus is palliative medicine. Palliative care does not
seek to hasten the end of life, but to help patients have the best
quality of life for as long as possible, while recognizing the
inevitability of death and providing comfort and dignity when
the end of life arrives. Palliative care can be initiated early in
the process of a life-limiting illness, across both inpatient and
outpatient settings, concurrent with life-prolonging care, and
continued with escalating intensity of interventions until the
end of life. Studies of patients with advanced illness have even
found a trend toward longer survival for patients receiving
early palliative care intervention.8-11 Clinical decision-making
in palliative care is no different than other shared medical
decision-making, which includes an obligation to honor the
ethical principles of autonomy, beneficence, and non-
maleficence. Hospice represents the transition from life-
prolonging care to comfort-focused end of life care; hospice
represents only one facet of palliative medicine, and the two
are not synonymous. Common misconceptions are that pal-
liative care is a transition in care rather than the addition of a
helpful service and the idea that palliative care should not be
utilized “too early” in the course of a life-threatening illness.

Palliative Care for Patients With
Neurologic Disorders
The field of palliative care initially developed as a care model for
patients with advanced cancer; however, in recent years, evi-
dence has demonstrated a benefit for palliative care in serious
neurologic illnesses12,13 due to the high symptom burden,
functional neurologic decline, high caregiver needs, prognostic
uncertainty, and the need for complex decision-making
throughout the course of illness.14 The neurologic patient will
often transition from being the primary decision-maker at the
beginning of the illness to requiring a surrogate decision-maker
due to cognitive decline. The neurologist has an ethical imper-
ative to apply the principles of palliative medicine for these pa-
tients and refer to specialty palliative care when appropriate.15-18

Early palliative care consultation should be considered to
maximize symptom management and to facilitate rapport-
building and engagement in advance care planning and goals
of care setting. Potential triggers for inpatient and outpatient
palliative care consultation have been proposed but a standard
of care is yet to be established.19,20

Pediatric Neuropalliative Care
Neuropalliative care decision-making during infancy, childhood,
and adolescence poses challenges to physicians, parents, and
guardians. The natural histories of severe neurodevelopmental
disorders range from anencephaly, where postnatal survival is
typically limited to a few hours or days, to a spectrum of other

cerebral malformations, neurogenetic disorders, early-onset
neurodegenerative diseases, and perinatal and postnatal brain
injuries, in which longer life expectancies with secondary severe
neurodevelopmental disabilities are anticipated.

Neonatal neuropalliative care deserves extra consideration as
one-third of pediatric deaths occur in the neonatal period of
life, most often in the neonatal intensive care unit (NICU)
and after withdrawal of life-sustaining interventions.21 Di-
agnosis can be made by prenatal imaging (e.g., ultrasonog-
raphy or fetal MRI) and genetic testing (e.g., cell-free DNA,
amniocentesis or chorionic villi sampling). Death may occur
immediately, prior to, or shortly after birth and thus the in-
tegration of antenatal and perinatal neuropalliative care can be
helpful to women continuing pregnancy despite severe fetal
neurologic abnormalities. Antenatal neuropalliative care fo-
cuses on diagnostic information, family-centered communi-
cation, prognostication, shared decision-making, and pain and
symptom management.22,23 Neonates with major malforma-
tions, syndromes, and suspected genetic disorders first rec-
ognized after birth are candidates for rapid genomic testing in
the NICU. Such testing provides high diagnostic utility but
creates new challenges for informed consent and parental
decision-making.24 Pediatric neuropalliative care consultation
benefits families striving to maximize the quality of their
child’s remaining life and allows them to declare their pref-
erences regarding advanced directives for their child. Clinical
practice guidance for pediatric palliative care includes strate-
gies to enhance shared decision-making.25,26

In older children, the primary cause of death is usually pro-
gressive respiratory deterioration. Ethical dilemmas revolve
around the need for escalating supportive care to sustain life,
against invasive ventilation and technology dependency, in
the presence of profound disability and worsening quality of
life. End of life decision-making in pediatric neurologic dis-
orders must consider the cognitive abilities of the child, the
diagnosis, the perceived level of suffering, parental values, and
the family’s understanding of the prognosis.

Physician-hastened death in assenting adolescents with decision-
making capacities is impermissible in the United States andmost
other countries and the importance of neuropalliative care
should be recognized as a viable option for care.

Communication
Given the high prevalence of life-altering neurologic condi-
tions, neurologists need training in serious illness communi-
cation. Necessary communication skills include delivering bad
news, assessment, explaining prognosis, assisting patients and
families in the process of decision-making, and setting limits

Glossary
AAN = American Academy of Neurology; ALS = amyotrophic lateral sclerosis; LPHD = lawful physician-hastened death;
NICU = neonatal intensive care unit; PDRD = Parkinson disease and related disorders.
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when certain types of care are objectively futile. Many pub-
lished educational resources and protocols are utilized in
training programs and in clinical practice.27-31 The familiarity
that neurologists have with these tough conversations sup-
ports the argument that all neurologists should attend to their
patient’s palliative needs and be able to recognize when the
demands of the situation require assistance from palliative
care specialists.

Discussions of prognosis are critical to facilitating disease
understanding and empowering patients and surrogates in
the decision-making process to achieve care consistent with
established goals of care. Many neurologic illnesses such as
stroke, postanoxic coma, traumatic brain injury, encephalitis,
and demyelinating disease inherently involve unknown de-
grees of acute survival, functional recovery, or chance of
recurrence. Neurologists often cite prognostic uncertainty as
the reason they feel uncomfortable discussing decision-
making with patients and families, but the literature supports
that patients desire prognostic information even when
prognosis is uncertain and appreciate when their physicians
disclose the presence of that uncertainty.32-34

Furthermore, clinicians are at risk of overestimating prognosis
(when they have a longstanding relationship with a patient)35

or underestimating prognosis (when withdrawal bias is pre-
sent) and must remember to use evidence-based estimates
and explore personal biases when offering prognostic assess-
ments.36 The statistical language clinicians use is easily mis-
interpreted by patients and their families. A study of decision-
makers in a critical care environment demonstrated that even
college-educated people possessed low numeracy (the ability
to understand numbers), which led to discordant surrogate
prognostic estimates.37

There are established strategies for making decisions in the
setting of prognostic uncertainty, including describing the
best case/worst case scenario, and most likely functional
outcomes, for a particular illness, and gauging the accept-
ability of each of these outcomes based on a patient’s
known wishes.38,39 It is also helpful to frame predictions of
longevity in time intervals (hours to days, days to weeks,
weeks to months, months to years, or many years), rather
than more specific time frames, to enhance accuracy and
flexibility.

Goals of care conversations should take place at routine in-
tervals and triggered by sentinel events unique to each disease
process.17 Addressing goals of care as routine may destig-
matize conversations around the potential for worsening ill-
ness and help patients and families be more prepared to make
decisions when clinical deterioration occurs.

It is critical that clinicians engage in a shared decision-making
model with patients and families rather than placing the entire
burden of decision-making on the affected parties. This ap-
proach requires the physician to elicit a patient’s goals, make

recommendations based on whether medical treatments are
likely to achieve those goals, and work with patients and
families to finalize a treatment plan.

In cases of lost cognitive capacity, it is important to honor
patient autonomy by referring to advance care planning
documents, if they exist, and guiding the surrogate decision-
makers in the use of substituted judgement to make decisions
that they believe the patient would have made based on prior
written or expressed wishes, or previously exhibited attitudes
or behaviors, rather than choices solely in line with the family
members’ own preferences.40 The appropriate surrogate
should be guiding decisions, whether designated by a durable
power of attorney for health care or governed by state law.

When prognosis is uncertain, time-limited trials can be
recommended to allow maximal recovery before further
decisions are made.12 A prolonged period of aggressive life-
prolonging care should not be pursued, if the surrogate is
confident that this type of care would not be in line with the
patient’s preferences, even if a degree of recovery is be-
lieved to be possible.

When treatments are physiologically futile (i.e., incapable of
achieving a desired physiologic goal), it is the clinician’s re-
sponsibility to remove the burden of decision-making entirely
by explaining that such interventions will not be offered.41 It is
counter to the principle of nonmaleficence to offer such
treatments, as they may cause harm in the absence of potential
benefit. Futility exists in the context of all medical specialties; a
specific example in the setting of neurologic disease includes
cardiopulmonary resuscitation in the setting of cardiac arrest
due to irreversible herniation.

Not all patients and families may welcome discussions around
serious illness. Resistance to these conversations can arise
from a multitude of reasons, including cultural and language
barriers, which make such communication challenging, or
mistrust in the medical system. In general, when encountering
hesitance from patients and families for serious illness com-
munication, the clinician should explore the reasons for such
resistance, demonstrate humility and an interest in individual
cultural beliefs, and seek to meet patients and families where
they are in order to facilitate ongoing discussions. When
language barriers are present, multilingual family members
should not be relied upon to translate serious illness con-
versations; formal interpreters should be invited to facilitate
discussions.42

Once communication has taken place, it is important to
document care preferences as clearly as possible. This in-
cludes both clear documentation in the medical record, so
that other providers with access to the chart are aware of care
preferences, as well as durable medicolegal documentation to
guide surrogates and emergency care providers in the setting
of future lost capacity. The latter can be achieved by the
completion of advance care planning documents.

Neurology.org/N Neurology | Volume 98, Number 10 | March 8, 2022 411

Copyright © 2022 American Academy of Neurology. Unauthorized reproduction of this article is prohibited.

http://neurology.org/n


In assisting patients with the completion of these documents,
the neurologist can help elicit broad preferences and focus
documentation specifically on anticipated complications of a
disease process. For this purpose, disease-specific advance
directives have been developed for diseases such as dementia
and amyotrophic lateral sclerosis (ALS), where certain de-
cision points are predictable. Whereas disease course can
sometimes be anticipated, consistency of patient preferences
may not be predictable, as these may change over the course
of illness.43 In a known phenomenon called the disability
paradox, patients may perceive future states as being un-
acceptable, but may find these states acceptable once they
become a reality, because of adaptability or shifting priorities
during the disease course. For this reason, advance care
planning and related documentation should be a dynamic
process, revisited at intervals together by the patient and
provider.

Transitions to End-of-Life Care
Physicians have strong ethical obligations to sustain life, when
possible and desired by the patient. When neurologic prog-
nosis is poor, however, these ethical obligations should be
carefully evaluated in the context of balancing the benefits and
burdens of medical interventions, relief of suffering, and re-
spect for patient autonomy. When life-prolonging care is no
longer available or desired by a patient or surrogates, the
clinician has an obligation to shift the focus of care to pre-
serving quality of life and comfort as much as possible at the
end of life. Hospice is a service that provides comfort-focused
medical care as well as logistical, psychosocial, and spiritual
support to patients and families facing the end of life. This
service, fully supported by Medicare, is reserved for those
patients who are believed to be in the last 6months of their life
if their disease follows the expected course. It is appropriate
for those who wish to forgo aggressive life-sustaining treat-
ment and who prefer to stay in the location of their choice
(e.g., home, care facility) rather than return to the hospital.
For patients who have active symptoms that are too complex
to treat in an outpatient setting, many hospice organizations
provide free-standing inpatient care facilities or partner with
hospitals to provide those services. Although patients cared
for on hospice have a limited prognosis, hospice seeks to
provide the best quality of life possible from the time of en-
rollment to the time of death and provides bereavement
support to families.

Hospice referral guidelines suggest that a patient should be
referred to hospice if the anticipated survival is 6 months or
less, but this can be challenging to assess in patients with
chronic progressive diseases such as dementia, Parkinson
disease, or multiple sclerosis. This challenge has the potential
to cause delayed referral to hospice and a missed opportunity
for specialized care at the end of life. From an ethical stand-
point, when the goals of care are in line with hospice services, a
clinician can and should err on the side of hospice referral,
recognizing that the hospice will reassess prognosis every few
months, and will continue enrollment if the estimate of 6

months still appears accurate, or disenroll the patient if
prognosis appears to be improving. Many hospice clinicians
are not familiar with the nuances of end-of-life care for pa-
tients with neurologic conditions, so collaboration between
the referring neurologist and the accepting hospice clinician is
key. Any physician can serve as the hospice attending of re-
cord and neurologists should consider serving in that role for
their patients if they are able.

Ethical Considerations forNeuropalliativeCare
in Specific Neurologic Disorders

Disorders of Consciousness
One of the defining characteristics of neuropalliative care is
the consideration that is specific to the neurologic disease
state. The possibility of misdiagnosis and inaccurate prog-
nostication are significant matters of concern for disorders of
consciousness—on the patient side, because of limitations in
motor function, impaired cognition, and fluctuations in vigi-
lance, as well as on the physician side, because of in-
determinate neurologic assessments.44,45 When neurologic
diagnosis and prognosis are uncertain, serial examinations are
necessary to reevaluate levels of cognition, psychological state,
decision-making capacity, and disease trajectory.

Acute Neurologic Illness

Locked-In Syndrome
Patients with locked-in syndrome have evidence of injury to
the lower brain and brainstem with relative sparing of the
cerebral cortex. It may be caused by acute conditions such as
basilar artery occlusion or chronic conditions such as ALS.
Locked-in-syndrome is a state of irreversible paralysis
(quadriplegia), often with respiratory and vocal paralysis
(aphonia), with some preserved consciousness and an ability
to communicate with eye movements or blinking. Con-
sciousness in such patients may range from a chronic mini-
mally conscious state with inconsistent but discernible
evidence of environmental awareness to fully intact cognition.
Without careful examination, patients with locked-in syn-
drome but preserved consciousness may be mistaken as
having a disorder of consciousness and are at risk for having
their decisional capacity and autonomy ignored. These pa-
tients may need assistance from speech pathologists to iden-
tify techniques to enhance communication, such as careful
“yes/no” questioning, communication boards, or advanced
eye-gaze technology.46 Even when properly diagnosed, these
patients are at risk for having their preferences overridden due
to the effort and time required to elicit these preferences and
are at risk for unrecognized pain and suffering due to inability
to communicate their experiences.

Stroke (Severe Acute Brain Injury)
Depending on the size and location of a severe stroke, patients
may experience an acute change in functional status, cognitive
abilities, and communication, with variable degrees of re-
covery. Those experiencing an acute stroke will benefit from
serial assessments of recovery, a best-case/worst-case
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prognostic framework, time-limited trials of 3 to 6 months
when in line with goals of care, efforts to enhance commu-
nication ability, and support for surrogates when capacity is
lost. Hope and personhood are 2 important themes for fam-
ilies of patients in the intensive care unit to use when faced
with prognostic uncertainty.47 One study has shown that
surrogates mistrust clinicians’ prognostic estimates and that
being as general as possible, providing a range of best and
worst outcomes, improves communication and decision
making about complex supportive care measures.48

A minority of patients with first stroke have completed ad-
vance care directives and formally designated a substitute
decision-maker in case they are unable to communicate their
own health care choices. Neurologists should encourage
stroke patients with retained decision-making capacity to
complete advance care planning given the risk of recurrent
stroke and loss of capacity in the future.49

Minimally Conscious State
For patients in coma or an unresponsive wakefulness syn-
drome, the possibility of recovery depends on both the se-
verity and cause of the condition. Patients with prolonged
disorders of consciousness may have slight recovery over
months to years, only to remain severely disabled in a mini-
mally conscious state. Patients should be allowed adequate
recovery time before prognostic estimates and health care
decisions are made. Physicians have heightened obligations to
these patients because of their profound disabilities, loss of
decisional capacity, and the irreversible nature of decisions to
de-escalate life-sustaining care. Physicians should make rea-
sonable attempts to enhance the ability of patients with such
severe disabilities to communicate their feelings, needs, and
values. When patients lack capacity, it is imperative to rely on
advance care planning documents (when available) and the
substituted judgement of surrogate decision-makers to guide
ongoing care in line with the patient’s known treatment
preferences. Because prognosis may become clear over a pe-
riod of several months, a time-limited trial may be offered to
clarify prognosis and allow further care planning.4

Progressive Neurologic Diseases
Integration of neuropalliative care will be different for patients
and families hoping for neurologic recovery than for those
patients anticipating functional declines. For patients di-
agnosed with such a disease, gradual loss of physical and
cognitive function may be anticipated. For these patients,
early advance care planning conversations are recommended
shortly after the time of diagnosis and before cognitive ca-
pacity is lost.

Neuro-oncology
Patients diagnosed with low-grade and malignant brain tu-
mors want prognostic information even though this can be
difficult and unreliable with molecular markers changing
histologic diagnoses and new therapies becoming available.
Caregiver and psychosocial support are essential given the

high rates of distress and burnout in caregivers of patients with
primary CNS malignancies, compounded by frequent loss of
language and cognitive abilities on the part of the patient,
coupled with common cortical neglect syndromes that can
lead to significant family conflict.50

Communication challenges include when to begin goals of care
discussions, how to support patients and caregivers during
decision making, and how to increase familiarity with potential
behavioral and communication problems in the future.51

Dementia
Mild cognitive impairment and dementia are common
problems in aging. Dementia progression gradually leads to a
level of cognitive impairment wherein patients are unable to
understand medical information and to make important
health care decisions. Proper and timely diagnosis can help
patients, and their families, prepare for the consequences of
cognitive dysfunction and loss of autonomy while respecting
their identified values.52,53 The recent AAN position state-
ment on ethical considerations in dementia diagnosis and care
goes into greater detail on communication and support
principles for these patients.54

ALS and Frontotemporal Degeneration
For patients with disorders such as ALS and other progressive
conditions, efforts should be made to elicit and document
goals and treatment preferences prior to extreme weakness
and aphonia. In the course of such planning, it is important to
anticipate patient preferences for future disability-specific
decisions (e.g., feeding tubes, mechanical ventilation). When
patients are considering opting for these life-sustaining in-
terventions, it is also important to identify the patient’s
minimal acceptable outcome. This is especially critical given
that interventions such as tracheostomy and mechanical
ventilation prolong life for patients with ALS despite disease
progression, such that many of these patients may become
locked-in and have difficulty expressing a desire to shift the
focus of care in the future.55,56

There is increasing recognition of the prevalence of cognitive
impairment and dementia for patients with ALS. Given the
poor prognosis of patients with ALS–frontotemporal de-
generation and their need for additional care and medical
services, it is crucial to identify such patients at an early stage.

Parkinson Disease and Related Disorders
Parkinson disease and related disorders (PDRD) represents a
challenging but important opportunity for primary and spe-
cialty palliative intervention. These diseases are marked by a
protracted course of many years with slow decline in function,
reduction in the efficacy of medications, accumulating burden
of motor and nonmotor symptoms, and a high incidence of
cognitive impairment and dementia. Several trials have
demonstrated benefit for patients with PDRD receiving pal-
liative care intervention.11 However, the appropriate timing of
integration of specialty palliative care is not yet clear. As they
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will likely be the main source of symptom management and
support for a number of years, primary neurologists must strive
to anticipate and treat symptoms, recognize and address psy-
chosocial and spiritual distress and caregiver burden, engage
patients and families in advance care planning prior to the onset
of cognitive impairment, and identify opportunities for spe-
cialty palliative care intervention on a case-by-case basis.57

Additional Ethical Considerations in
Neuropalliative Care

Refusal/Withdrawal of Treatment
Patients with irreversible neurologic diseases and retained
health care decision-making capacity may decide to refuse or
discontinue life-sustaining interventions. These treatments
may include artificial nutrition and hydration, mechanical
ventilation, vasopressors and inotropes, or antibiotics. Under
the ethical principle of respect for autonomy, competent pa-
tients have the right to refuse any imposed life-prolonging
treatment to permit a natural and peaceful death to occur.
Such an action is in accordance with the highest ethical
standards of medical practice. In conscious patients diagnosed
with progressive neurologic disease, physicians have ethical
obligations to ascertain that a patient’s decision to refuse
treatment has been reached with full knowledge of the con-
sequences, appropriate consideration of treatment alterna-
tives, consistent perspectives over time, and the absence of
impulsive or reactive decision-making. If a patient has lost
capacity, a designated surrogate may make a fully informed
decision to discontinue life-sustaining treatment on the pa-
tient’s behalf. If a physician has a moral objection to carrying
out the patient’s or surrogate’s decision to remove life-support
systems, the physician should not be forced to act against his
or her conscience. The physician is then obligated to transfer
the care of the patient to another physician.

Management of Severe Refractory Symptoms
at End of Life
Once a decision is made to forgo life-sustaining treatment,
physicians have an ethical obligation to minimize subsequent
suffering. This is particularly important for patients with se-
vere motor dysfunction and intact cognition because the
potential for suffering is high, as is the risk of under-
recognizing symptoms. Most symptoms at the end of life can
be managed without the need for sedation, but this is not
always the case when symptoms are severe or rapidly esca-
lating. When a choice must be made between comfort and
alertness, the patient and family preferences on this matter
should be considered.

In some cases, symptoms may be so severe as to require doses
of medication that may result in unconsciousness (palliative
sedation) or respiratory depression. Under the principle of
double effect and proportionate reason, it is ethical to treat
pain or suffering, as the primary intent of the treatment in this
case is relief, not to hasten the end of the patient’s life, even if
the patient’s death may be a foreseeable side effect of the

treatment.58 Under such circumstances, physicians should be
willing to administer adequate doses of medications such as
opiates or benzodiazepines to reduce pain, dyspnea, anxiety,
and other sources of acute discomfort in dying patients, even
if these medications, as a secondary effect, contribute to re-
spiratory depression, coma, or death (the principle of double
effect). Conferring with specialist palliative care clinicians can
be important for advice about appropriate titration and dosing
strategies. Physicians (including hospice and palliative medi-
cine clinicians) may not initiate or escalate morphine or other
medications out of proportion to symptoms with the in-
tention of speeding up the dying process. It is critical to
provide education to patients and families on this point to
assuage potential fears and in response to requests to hasten
death in this manner.

Lawful Physician-Hastened Death
In recent years, several states have put into place laws allowing
physician-hastened death. Patients receiving neuropalliative
care may express an interest in lawful physician-hastened
death (LPHD), but this issue is not exclusive to specialty
palliative care, and requests for LPHD may be presented to
any neurologist caring for adult patients with serious neuro-
logic illnesses. An in-depth discussion of LPHD is beyond the
scope of this article, but we refer the reader to the 2017 AAN
position statement on the subject.59

Education and Training
There remains a gap in neurology training programs and we
must advocate for more education in palliative care skills. A
study of 49 neurology residency programs showed that lack of
faculty expertise and time were the main barriers to providing
palliative care education. A total of 42% of resident respon-
dents reported being dissatisfied with their palliative care
education and identified nonpain symptom management,
pain assessment and management, and addressing spiritual
distress as domains in which they felt least well trained.60

These data support increased palliative care education in
neurology resident training programs. Formal assessment of
communication skills during family meetings, use of stan-
dardized patients, and increased attention to pain and
symptom management are a few strategies to supplement
didactive lectures. A formal rotation on the palliative care
consult service should also be encouraged, if available.

Neuropalliative Care Clinical
Research Questions
Although the evidence base for neuropalliative care has been
growing rapidly, there are a number of questions that must be
answered in order to ensure optimal benefit for patients and
clinicians. More work is needed to identify the best educa-
tional approaches to empower neurologists to practice effec-
tive primary palliative care, to establish models of inpatient
and outpatient neuropalliative care that can be implemented
broadly at medical centers, and to demonstrate the optimal
timing of specialty neuropalliative care referral.17 Clinical
decision-making aids should continue to be developed to help
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inform patients about disease states and help them with their
decision-making process. Research is also needed to assess
how and when advance care planning should be changed
along the disease trajectory.

Discussion
Palliative care, developed from the hospice movement, has
become an essential part of medical practice, long before the
end of life has arrived. Whereas relieving suffering and pro-
viding clarity in goals of care take priority, the focus on
comfort late in a disease course has expanded to comfort
throughout a disease course and recognition of the need to
anticipate upcoming medical decisions so they can be ex-
plored before the urgency of an immediate need has
arrived.

From the 1996 article “Palliative care in neurology”: “Many
patients with neurologic diseases die after long illnesses during
which a neurologist acts as the principal or consulting physi-
cian. Therefore, it is imperative that neurologists understand,
and learn to apply, the principles of palliative medicine.”1

The clinical neurosciences have long since been separated as
their own discipline, with unique challenges in diagnosis,
treatment, prognosis, and coping. As the field of palliative care
has developed, the uniqueness of neurologic disease is a
natural fit for its own approach to palliative care. As the field of
neuropalliative care evolves, we must make a concerted effort
to not only recognize the obligation that all neurologic clini-
cians have to attend to palliative needs, but also learn to
identify when challenging cases will benefit from the assis-
tance of specialists in the field.
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