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Abstract:
Background:
Neurological disorders (NDs) are associated with high hospital mortality. We aimed to identify predictors of hospital mortality
among elderly inpatients with NDs.
Methods:
Patients aged ≥60 years admitted to the hospital between January 1, 2009 and December 31, 2010 with acute NDs, chronic NDs as
underpinnings of acute clinical disorders, and neurological complications of other diseases were studied. We analyzed demographic
data, NDs, and comorbidities as independent predictors of hospital mortality. Logistic regression was performed for multivariable
analysis.
Results:
Overall, 1540 NDs and 2679 comorbidities were identified among 798 inpatients aged ≥ 60 years (mean 75.8±9.1). Of these, 54.5%
were female. Diagnostic frequency of NDs ranged between 0.3% and 50.8%. Diagnostic frequency of comorbidities ranged from
5.6% to 84.5%. Comorbidities varied from 0 to 9 per patient (90% of patients had ≥2 comorbidities), mean 3.2±1.47(CI, 3.1-3.3).
Patients with multimorbidities presented with a mean of 4.7±1.7 morbidities per patient. Each ND and comorbidity were associated
with high hospital mortality, producing narrow ranges between the lowest and highest incidences of death (hospital mortality = 18%)
(95% CI, 15%-21%). After multivariable analysis, advanced age (P<0.001) and low socioeconomic status (P=0.003) were recognized
as predictors of mortality, totaling 9% of the variables associated with hospital mortality.
Conclusion:
Neither a particular ND nor an individual comorbidity predicted hospital mortality. Age and low socioeconomic class accounted for
9% of predictors. We suggest evaluating whether functional, cognitive, or comorbidity scores will improve the risk model of hospital
mortality in elderly patients admitted with ND.
Keywords: Hospital mortality, Risk factors, Nervous system diseases, Comorbidity, Aged and inpatients.

1. INTRODUCTION
Aging with multiple chronic disorders is associated with disability, and accounts for the majority of population
deaths [1 - 3]. Neurological disorders (NDs) are common among the elderly, and cause a great burden to patients and
healthcare systems, and their numbers are likely to greatly increase in the next few decades [4, 5]. A population-based
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study showed that not only neurological disorders but also their initial symptoms predict mortality in elderly patients
[6]. In Salvador, Brazil, cerebrovascular disease represents the first cause of death with an annual mortality of 45 /100
000 inhabitants. This rate rises according to the age of the population, being 138/100 000 in persons aged 60-69 years,
and 366 /100 000 in those aged 70 to 79 years [7]. Neurological disorders are severely disabling and patients are often
admitted to tertiary care hospitals [4, 8, 9]. Moreover, acute NDs such as stroke, intensive-care-unit-acquired weakness,
delirium, epilepsy and epileptic seizures are associated with high hospital mortality [10 - 14]. Although the trend
towards hospital death due to dementia is reversing, two of five patients with dementia died in hospitals [15]. In
addition, data linkage of hospital records and death certificate records nearly doubles the identification of deaths with
dementia [16]. Furthermore, patients who suffer from NDs such as cerebrovascular disorders, Parkinson’s disease,
dementia, muscular dystrophy, amyotrophic lateral sclerosis, myasthenia gravis and chronic polyneuropathies, usually
die in hospital [17 - 19]. A two-year hospital mortality incidence of 18% (95% CI, 15%-21%) was found in elderly
inpatients with NDs admitted to a tertiary medical center in Salvador, Brazil [20]. Predictors of hospital mortality
studies covering total NDs are scarce, since previous studies have usually focused on single conditions. Hence, this
study aimed to analyze demographics, NDs, and comorbidities in elderly patients admitted with NDs, to identify
predictors of hospital mortality in this particular population.
2. METHODS
2.1. Population
Patients aged 60 years or more consecutively admitted to the Hospital São Rafael (HSR) in Salvador between
January 1, 2009 and December 31, 2010 were enrolled. The HSR is a general tertiary teaching hospital, which admits
patients who are clients of several private health services (supplementary health systems) and users of the Brazilian
Unified Public Health System (SUS-users). The HSR uses electronic medical records, which makes it easy to find
patients with NDs in discharge lists, as well as in registries of neurological procedures. This hospital remunerates
physicians using pay-for- performance. Every physician in the HSR uses billing codes to register hospital procedures
such as visits, consultations, surgeries, thrombolytic therapy and other medical practices. The Information Technology
Department at this hospital (IT-HSR) searches billing codes in order to send invoices of the medical procedures to
health sponsors and for paying physicians. Further information regarding the HSR and the method for capturing
patients, including details regarding ND diagnostic assessments, can be found in our previously published study of the
same population [20].
We enrolled elderly inpatients with NDs to this study using the following methods: 1. IT-HSR searches of NDs
listed in discharge summaries; 2. IT-HSR identification of registered neurological procedures; 3. After the IT-HSR
selection (obtained from the discharge list and neurological procedures information), the authors carefully examined all
of the written patient health records. This method assured a corroborated data bank, and captured all inpatients with
NDs that might have influenced hospital mortality. Furthermore, this process recognized patients with more than one
ND.
We selected elderly inpatients with neurological symptoms based on the following inclusion criteria: (1) patients
admitted with NDs to be treated by neurologists; (2) patients admitted with clinical disorders owing to an underlying
chronic neurological disease that needed care or follow-on therapy by a neurologist; (3) medical, surgical, or
neurosurgical patients who suffered neurological complications during their hospital stay and required consultation with
a neurologist.
Exclusion criteria were as follows: (1) patients who were admitted by or consulted with a neurologist, but had no
neurological disorder; (2) patients whose medical records lacked important data; (3) patients with acute trauma,
subarachnoid hemorrhage, central nervous system tumor, or other neurosurgical disorder who were referred to a
neurosurgeon; (4) patients who underwent neurological consultation for diagnosis of brain death due to head trauma,
cardiovascular arrest, or other condition out of the scope of neurologists due to neurosurgical or oncological events; (5)
patients transferred to another hospital without an established diagnosis.
2.2. Demographics
Influences of age, gender, marital status, and socioeconomic level on hospital mortality were considered.
Differences of hospital mortality concerning socioeconomic status were estimated comparing SUS-users with patients
who were clients of private health services. Elderly patients who belong to families categorized according to Brazilian
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social economic strata criteria [21], as B2 or lower socioeconomic classes (average monthly income equal or less than
4852 Brazilian Reals, that is the equivalent to US $ 1475) used SUS [22]. Whereas elders from the Brazilian middle
(class B1 with average family monthly income of R$ 9254 or US $ 2813) and upper social classes prefered to pay for
private health services [21 - 23].
2.3. Neurological Disorders
Diagnostic criteria for NDs were based on the Tenth Revision of the International Statistical Classification of
Diseases and Related Health Problems (ICD-10) [24]. Disease frequency and hospital mortality rates of the following
neurological disorders were analyzed: cerebrovascular disorders represented by ischemic stroke, transient ischemic
attack, and spontaneous brain hemorrhage (excluding subarachnoid hemorrhage); epilepsy and acute symptomatic
epileptic seizures; movement disorders including hyperkinetic disorders (Huntington's chorea was classified as a
movement disorder), Parkinson’s disease (PD) and parkinsonism (but not cases of PD dementia or Lewy bodies
dementia) ; neuromuscular disorders; central nervous system infections; headache; syncope or near-syncope; central
nervous system (CNS) toxic and metabolic disorders including alcoholism and other toxic or metabolic
encephalopathies as well as acute neurological complications due to water- electrolyte balance disturbances, and brain
injury as a sequel to cardiovascular arrest. In addition, CNS neoplasms were included if patients under the care of an
oncologist or neurosurgeon had consulted a neurologist for clinical treatment of NDs, such as epilepsy, headache, or
cognitive disorders, and neurocognitive disorders were also included if cases of delirium and cases of dementia were
diagnosed based on DSM-IV criteria [25]. Dementia and delirium were independently analyzed. Degenerative dementia
such as Alzheimer disease, fronto-temporal dementia, Lewy bodies dementia, as well as vascular dementia were
analyzed together since they do not have significant differences in short-term mortality rates in the elderly [26].
2.4. Comorbidities
Comorbidities were recognized by the following criteria. Hypertension was Diagnosed According to the Criteria of
the Joint National committee on the Prevention, Detection, Evaluation and Treatment of High Blood Pressure [27]. [2]
Dyslipidemias were defined according to the recommendations of the National Cholesterol Education Program Expert
Panel on Detection, Evaluation and Treatment of High Blood Cholesterol in Adults (Adult Treatment Panel III) and the
results of recent clinical trials [28, 29]. (3) Diabetes mellitus was diagnosed based on the follow-up report of The Expert
Committee on Diagnosis and Classification of Diabetes Mellitus [30]. (4) Clinical disorders were classified according
to ICD-10, and included a) infections, represented not only by patients who were admitted with infections, but also
patients with neurological symptoms who experienced infections during their period of hospitalization, b) neoplasms, c)
chronic and acute respiratory system diseases, d) musculoskeletal diseases, e) genitourinary disorders, f) digestive
disorders, g) endocrine and metabolic disorders, including fluid and electrolyte disturbances (hepatic insufficiency was
considered a metabolic rather than a digestive disorder), h) circulatory system disorders (cardiac and peripheral vascular
disorders) excluding patients with cerebrovascular diseases, and i) psychiatric disorders were diagnosed based on DSMIV criteria [25]. These disorders were only classified as comorbidities of NDs, since HSR does not admit patients with a
primary psychiatric diagnosis; therefore most of the disorders were anxiety, depression, and bipolar disorder. (5) Patient
multimorbidity signified patients suffering from two or more morbidities.
2.5. Predictors of Hospital Mortality
Patients were dichotomized between those who died in hospital and inpatients who remained alive. Univariate
analysis of hospital mortality risk, including all patient characteristics, was performed; a multivariable analysis of
selected variables was executed thereafter.
2.6. Statistics
Quantitative variables with normal distribution were reported as their mean and standard deviation and for variables
with non-normal distribution by their median and interquartile interval.
Normal variables were identified by graphic analysis and the Shapiro-Wilk test. Categorical variables were reported
by frequencies and percentages.
Bivariate comparisons between groups were performed with Student t test for numerical variables with normal
distribution and by the Mann-Whitney test for those with non- normal distribution. Categorical variables were
compared with Pearson's chi-square or Fisher's test when necessary.
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Independent variables were considered for multivariable analysis if identified as a biological plausibility associated
with main study hypotheses, and when bivariate tests showed a P value <0.25 according to the algorithm proposed by
Hosmer and Lemeshow [31]. The number of variables was conservatively calculated (EPV= m/10). Hierarchic logistic
regressions were sequentially performed in blocks to increment prediction power of a variable power model;
sociodemographic characteristics were selected as initial independent variables (first block), followed by comorbidities
(second block) and NDs (third block).
Full model fit was reported, including no significant variables by Wald statistics.
2.7. Ethics
The HSR Ethical Committee for Research approved this study (number 8/11) on 25 August 2011. The HSR Ethical
Committee for Research was accredited by the National Committee for Ethics in Research, according to the Brazilian
Operational Manual for Ethics Committees in Research.
3. RESULTS
3.1. Patient Demographics
During the study period 798 elderly inpatients with NDs that needed neurological care were admitted to HSR. The
age of these individuals had a normal distribution with a mean of 75.8 ± 9.1 years and median of 76 years. The
interquartile interval ranged from 68 years (25 percentile) to 82 years (percentile 75). Women formed 55% of this
population. This geriatric population consisted of 464 (58%) married individuals, and 713 (89%) were patients of
private health services.
3.2. Elderly Inpatient Hospital Mortality Rate
The hospital mortality rate for elderly inpatients with NDs was 18% (95% CI, 15%-21%).
3.2.1. Neurological Disorders and Comorbidities: Frequency and Association with Hospital Mortality
Among our older adult inpatient population, 555 (70%) had primary NDs diagnosed by neurologists and identified
in discharge summaries. The remaining 243 (30%) patients were admitted with clinical complications of underlying
neurological chronic NDs or patients who developed neurological complications during their stay in the hospital. The
latter were captured by IT-HSR examination of physician's billing codes. Overall, 312 (39%) patients were affected by
more than one ND, totaling 668 additional NDs that were classified as neurological comorbidities in this population.
Therefore, we found 1154 NDs among 798 elderly inpatients, which represented a mean NDs of 1.32±0.91 (95% CI,
1.23 -1.38), with a range of 1-5 NDs per patient. Moreover, we observed a wide range of diagnostic frequency of the
NDs (0.3% to 50.8%), and cerebrovascular disease was the most common (50.8%). This finding contrasted with a slight
variation (15% to 20%) between individual ND’s hospital mortality rate; except for patients admitted with headache and
syncope (11%), Fig. (1). This study captured 2679 comorbidities involving 90% of patients with two or more
comorbidities, constituting a mean of 3.35±1.51 (95% CI, 3.25-3.47), and a range of 0-9 comorbidities per patient. We
found a wide range of diagnostic frequency for comorbidities (5.6% to 84.5%), and hypertension (84.5%) and diabetes
(57.5%) were the most common. However, the comorbidities’ hospital mortality rates only varied from 15% to 27%,
Fig. (2). Overall, for patient multimorbidity (NDs + comorbidities) the mean was 4.7±1.7 morbidities per patient,
median 5.0, ranging from 1 to 11 morbidities.
3.3. Patient’s Characteristics Associated with Hospital Mortality
After univariate analysis, patient age (p<0.001), being an SUS-user (p=0.003), infection (p=0.011), and respiratory
system disorder (p=0.024), were demographics and clinical characteristics associated with hospital mortality, in contrast
to syncope and headache, which predicted lower risk for hospital mortality (p<0.05), (Tables 1 and 2).
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Fig. (1). Nervous system disorder frequency and hospital mortality rate.

Fig. (2). Comorbidities frequency and hospital mortality rate.
Table 1. Univariate Analysis of Demographics and Clinical Characteristics of Patients Related to Hospital Mortality.

Characteristic

Total Patient Numbers
N=798

Mortality
No
n= 655

Yes
n =143

p value

Age

75.8 ± 9.1

75.1 ± 9.0

78.7 ± 9.2

<0.001

Female Sex

435 (54.5)

354 (54.0)

81 (56.6)

0.572

Married

464 (58.1)

384 (58.6)

80 (55.9)

0.556

*SUS user

85 (10.7)

60 (9.2)

25 (17.5)

0.003

Cerebrovascular disorder

405 (50.8)

342 (52.2)

63 (44.1)

0.077

Movement disorder

139 (17.4)

112 (17.1)

27 (18.9)

0.611

Epilepsy

127 (15.9)

102 (15.6)

25 (17.5)

0.572

Syncope

122 (15.3)

109(16.6)

13 (9.1)

0.023
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(Table 1) contd.....

Mortality

Total Patient Numbers
N=798

Characteristic

No
n= 655

Yes
n =143

p value

Headache

102 (12.8)

91 (13.9)

11 (7.7)

0.044

Dementia

96(12.0)

79(12.1)

17(11.9)

0.954

Delirium

86(10.8)

71(10.8)

15(10.5)

0.903

Neuromuscular

55 (6.9)

45 (6.9)

10 (7.0)

0.958

Neurotoxic & Metabolic
CNS infection

12 (1.5)
5 (0.6)

10 (1.5)
4 (0.6)

2 (1.4)
1 (0.7)

0.999
0.903

Brain injury

3 (0.4)

3 (0.5)

0 (0.0)

0.999

CNS neoplasm
2 (0.3)
2 (0.3)
0 (0.0)
0.999
Data are presented as total patient numbers and percentages within parentheses (%). *SUS user = users of Unified Brazilian Public Health System
(Sistema Único de Saúde). CNS = central nervous system.

Table 2. Univariate Analysis of Comorbidity Characteristics According to Hospital Mortality.

Comorbidity

Total Patient Numbers
(N=798)

Hypertension
Diabetes

Mortality
p-value

No
(n = 655)

Yes
(n = 143)

674 (84.5)

550 (84.0)

124 (86.7)

0.412

459 (57.5)

381 (58.2)

78 (54.5)

0.427

Dyslipidemia

363 (47.4)

305 (48.6)

58 (42.0)

0.164

Infection

359 (45.0)

281 (42.9)

78 (54.5)

0.011

Neoplasm

181 (22.7)

141 (21.5)

40 (28.0)

0.095

Endocrine & Metabolic disorder

122 (15.3)

93 (14,2)

29 (20.3)

0.067

Circulatory system

102 (12.8)

87 (13.3)

15 (10.5)

0.409

Genitourinary system

92 (11.5)

76 (11.6)

16 (11.2)

0.888

Respiratory system

86 (10.8)

63 (9.6)

23 (16.1)

0.024

Musculoskeletal

86 (10.8)

73 (11.1)

13 (9.1)

0.473

Digestive system

57 (7.1)

46 (7.0)

11 (7.7)

0.778

Trauma related

53 (6.6

40 (6.1)

13 (9.1)

0.194

38(5.8)

7(4.9)

0.670

Psychiatric
45(5.6)
Data are presented as total patient numbers and percentages within parentheses (%).

Table 3. Summary Statistics for Models According to Variable Blocks.
1st Block

2nd Block

3rd Block

*AIC

730.7

729.1

725.2

Nagelkerke R2

0.056

0.071

0.090

Omnibus Test of Model Coefficientsa
(p value)

< 0.001

0.055

0.007

0.146

0.439

0.312

Hosmer-Lemeshow test (p value)
*AIC = Akaike Information Criterion.

Table 4. Multivariable Analysis: Adjusted Odds Ratio and Final P Value According to Wald Statistics.
1st Block
2nd Block
3rd Block
(Demographics) (Comorbidities) (Neurological Disorders)

Coefficient p value in final model
(Wald statistics)

Adjusted Odds Ratio and 95% Confidence Interval
Female Sex
1.103
(Reference: Male) (0.758 – 1.604)

1.140
(0.781 - 1.663)

1.142
(0.781 - 1.670)

0.493

1.046
(1.026 – 1.068)

1.044
(1.023 - 1.066)

1.043
(1.022 - 1.065)

<0.001

2.425
2.168
(1.438 – 4.088) (1.256 - 3,.741)

2.124
(1.226 - 3.678)

0.007

1.228
(0.791 - 1,.908)

1.222
(0.784 - 1.902)

0.376

Age (per year)
SUS-user.
Neoplasm

-

b
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1st Block
2nd Block
3rd Block
(Demographics) (Comorbidities) (Neurological Disorders)

Coefficient p value in final model
(Wald statistics)

Adjusted Odds Ratio and 95% Confidence Interval

a

Respiratory

-

1.481
(0.866 - 2.532)

1.409
(0.822 - 2.416)

0.213

Infection

-

1.447
(0.994 - 2.105)

1.305
(0.891 -– 1.913)

0.172

Cerebrovascular

-

-

0.712
(0.488 – 1.039)

0.079

Headache

-

-

0.530
(0.270 – 1.042)

0.066

Syncope

-

-

0.528
(0.282 – 0.988)

0.046

p values by Block. All models presented p < 0.001

3.4. Multivariable Analysis
Table (3) shows summary statistics including a measure of relative quality Akaike information criterion); an
estimation of how much the model explains the outcome (Nagelkerke R2); an omnibus test of model coefficients (p
value), and goodness of fit for logistic regression model (Hosmer-Lemeshow test). Table (4) shows the adjusted odds
ratio (Exp b) with a 95% confidence interval for the three blocks as well as p-values of variable coefficients according
to Wald statistics. After the final multivariable model, age and being an SUS-user were identified as independent risks
for hospital mortality. However, neither neurological disorders nor their comorbidities predicted hospital mortality in
this particular population. Additionally, patients admitted with syncope had a statistically significant lower risk of
hospital mortality in this sample. Identified risks of hospital mortality in this population accounted for 9% of predictors
(Nagelkerke R2), (Table 3).

Fig. (3). Area under the ROC (AUROC) = 0.671; IC 95%: 0.621 – 0.719; p < 0.001.

Fig. (3) shows standard receiver operating characteristic (ROC) and analysis of the area under the curve, which
quantified power of prediction for this model demonstrating a statistically significant result.
4. DISCUSSION
During a two-year period all elderly patients admitted with ND diagnosis as the primary diagnosis on discharge, and
also as a comorbidity or complication of another disorder were enrolled for this study. This method allowed good
accuracy regarding rates of disease frequency and hospital mortality of all NDs and their comorbidities that could
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influence hospital mortality for elderly patients admitted to HSR. The studied population consisted of aged inpatients,
25% of them being older than 81years of age, which reflected the Brazilian socioeconomic middle and upper class
aging phenomena. Age and being a SUS-user were associated with higher mortality rates. Although, the SUS has
improved medical care for the low-income population, it is still far from optimal [32]. Although created to be a
universal health system for the entire Brazilian population, the SUS has been chronically underfunded and poorly
structured [33]. For this reason local health authorities have long-term agreements with some well-equipped non-profit
foundations to increase the numbers of public hospital beds. Hence, HSR allows 30% of hospital beds to be used by
SUS-users. We highlight that elderly SUS-users had a statistically significant much higher hospital mortality rate than
their counterparts using private health services. As mentioned previously, SUS-users belong to the Brazilian lower
socioeconomic stratum. We suppose that higher hospital mortality among SUS-users is due to their previous precarious
health conditions because of the primary healthcare inequality that occurs, particularly in northeastern municipalities of
Brazil [23, 34, 35].
Notwithstanding that the frequency of NDs and comorbidities had a wide range, hospital mortality rates for all NDs
as well as for their comorbidities were uniformly high. These findings resulted in a narrow range between the lowest
and highest rate of hospital mortality. Our results implied that all elderly inpatients with NDs were seriously ill,
whatever their neurological diagnosis or comorbidity, as all NDs had a similar high rate of hospital mortality. This was
surprising, because at first we expected that cerebrovascular diseases, delirium, and epilepsy as well as comorbidities in
the top rank of hospital mortality, such as infections and respiratory and cardiovascular disorders would be predictors of
death in this population [12, 13, 36, 37]. Therefore, although revealing a high hospital mortality rate in this population,
this study was unable to identify predictors of hospital mortality among NDs or among comorbidities. We emphasize
that the population under study included very old inpatients with NDs, and patient multimorbidities were more the rule
than the exception. Patient multimorbidity in elderly inpatients is associated with disability, functional decline, and poor
outcome [38]. Our results suggest that for identifying predictors of hospital mortality in elderly inpatients with NDs,
individual characteristics might be more relevant than neurological diagnosis. The exception was patients admitted for
syncope who were independently associated with lower risk of hospital mortality in this sample. Syncope is very
common in emergency rooms, caused by several disorder etiologies including neurocardiovascular instability
syndrome, as well as cardiac diseases associated with intermediate-risk for mortality in patients aged ≥ 50 years;
however overall, syncope has a relatively low hospital mortality rate [39, 40].
According to Nagelkerke R2 statistics, aging and being a SUS-user (citizen of low socioeconomic status) could
explain only 9% of variables related to hospital mortality. Nonetheless other variables not included in this analysis such
as patient multimorbidity, scores of functional and cognitive status, polypharmacy, and severity of disease were already
identified as predictors of hospital mortality in other geriatric inpatients [38, 41, 42]. Hence, we cogitate whether scores
of comorbidity, functional, and cognitive status should be evaluated and whether they will improve our model of risk
for hospital mortality in elderly inpatients with NDs.
Limitations of this study should be noted because it was a retrospective survey carried out in a single center.
However, the data obtained were powerful because we used two approaches to capture all NDs that might influence
elderly patient hospital mortality, that is, examining the discharge lists and searching the neurological procedure
records. Moreover, after selection, the authors carefully reviewed all patient written health records, which assured
quality of data and found a relevant patient multimorbidity.
CONCLUSION
Overall, although associated with high rates of mortality, neither an ND nor a particular comorbidity was recognized
as an independent predictor of hospital mortality in the studied population. Age and low socioeconomic strata explained
9% of variables associated with hospital mortality. Therefore, we recommend evaluating whether scores of comorbidity,
functional performance, and scores of cognitive status will improve the model of risk for hospital mortality in elderly
patients admitted with neurological disorders.
LIST OF ABBRIVIATIONS
AIC

=

Akaike information criterion

CNS

=

Central nervous system

HSR

=

Hospital Sao Rafael

Hospital Mortality Among Elderly Patients

IT-HSR

=

The Open Neurology Journal, 2018, Volume 12 9

Information Technology of HSR

NDs

=

Neurological disorders

PD

=

Parkinson’s disease

ROC

=

Receiver operating characteristic

SUS

=

Brazilian unified public health system

FUNDING
The Hospital Sao Rafael – Monte Tabor Foundation, partially reimburses manuscript-processing charges to
motivate research.
AVAILABILITY OF DATA AND MATERIALS
Datasets used and/or analyzed in this study are available from the corresponding author on reasonable request.
AUTHORS’ CONTRIBUTIONS
AB conceived the study, collected data and drafted the manuscript. BBP, GC, and TA collected data and drafted the
manuscript. OJN critically reviewed the article for intellectual content and also drafted the manuscript. All authors read
and approved the final manuscript.
ETHICS APPROVAL AND CONSENT TO PARTICIPATE
The Hospital Sao Rafael Ethical Committee for Research has approved this study.
HUMAN AND ANIMAL RIGHTS
No Animals/Humans were used for studies that are base of this research.
AUTHOR DETAILS
1. Chairperson of The Neurology Department, Hospital Sao Rafael, Salvador-BA-BR
2. Neurologists of The Neurology Department, Hospital Sao Rafael
3. Head of Neurology Department at Fluminense Federal University, Niteroi, RJ-BR
CONFLICT OF INTEREST
The authors declare no conflict of interest, financial or otherwise.
ACKNOWLEDGEMENTS
We acknowledge Felipe Argolo and Professor Luis Correia who performed statistical analysis.
REFERENCES
[1]

Rizzuto D, Melis RJ, Angleman S, Qiu C, Marengoni A. Effect of Chronic Diseases and Multimorbidity on Survival and Functioning in
Elderly Adults. J Am Geriatr Soc 2017; 65(5): 1056-60.
[http://dx.doi.org/10.1111/jgs.14868] [PMID: 28306158]

[2]

Marengoni A, Angleman S, Melis R, et al. Aging with multimorbidity: A systematic review of the literature. Ageing Res Rev 2011; 10(4):
430-9.
[http://dx.doi.org/10.1016/j.arr.2011.03.003] [PMID: 21402176]

[3]

Gijsen R, Hoeymans N, Schellevis FG, Ruwaard D, Satariano WA, van den Bos GA. Causes and consequences of comorbidity: A review. J
Clin Epidemiol 2001; 54(7): 661-74.
[http://dx.doi.org/10.1016/S0895-4356(00)00363-2] [PMID: 11438406]

[4]

Chen A, Bushmeneva K, Zagorski B, Colantonio A, Parsons D, Wodchis WP. Direct cost associated with acquired brain injury in Ontario.
BMC Neurol 2012; 12: 76.
[http://dx.doi.org/10.1186/1471-2377-12-76] [PMID: 22901094]

[5]

, Eds. Global burden of neurological disorders: Estimates and projections. In: Neurological disorders: Public health challenges 2. Geneva,
Switzerland: World Health Organization 2006; pp. 27-39.

[6]

Czira ME, Baune BT, Roesler A, Pfadenhauer K, Trenkwalder C, Berger K. Association between neurological disorders, functioning, and
mortality in the elderly. Acta Neurol Scand 2014; 130(5): 283-91.

10 The Open Neurology Journal, 2018, Volume 12

Bacellar et al.

[http://dx.doi.org/10.1111/ane.12220] [PMID: 24484054]
[7]

Taxa de mortalidade específica por doenças do aparelho circulatorio: Doenças cerebrovasculares. "Mortality rate of cerebrovascular disorders
in the elderly population aged 70-79 years old in Bahia-Brazil exceeds 366/100.000. Ministério da Saúde - Brasil [Internet]. 2010. Available
from: http://tabnet.datasus.gov.br/cgi/tabcgi.exe?idb2011/c08.def

[8]

Siddiqi OK, Atadzhanov M, Birbeck GL, Koralnik IJ. The spectrum of neurological disorders in a Zambian tertiary care hospital. J Neurol Sci
2010; 290(1-2): 1-5.
[http://dx.doi.org/10.1016/j.jns.2009.12.022] [PMID: 20070986]

[9]

Chowdhury RN, Hasan AT, Ur Rahman Y, Khan SI, Hussain AR, Ahsan S. Pattern of neurological disease seen among patients admitted in
tertiary care hospital. BMC Res Notes 2014; 7: 202.
[http://dx.doi.org/10.1186/1756-0500-7-202] [PMID: 24684800]

[10]

Tirschwell DL, Ton TG, Ly KA, et al. A prospective cohort study of stroke characteristics, care, and mortality in a hospital stroke registry in
Vietnam. BMC Neurol 2012; 12: 150.
[http://dx.doi.org/10.1186/1471-2377-12-150] [PMID: 23199098]

[11]

Hermans G, Van Mechelen H, Clerckx B, et al. Acute outcomes and 1-year mortality of intensive care unit-acquired weakness. A cohort study
and propensity-matched analysis. Am J Respir Crit Care Med 2014; 190(4): 410-20.
[http://dx.doi.org/10.1164/rccm.201312-2257OC] [PMID: 24825371]

[12]

Reynish EL, Hapca SM, De Souza N, Cvoro V, Donnan PT, Guthrie B. Epidemiology and outcomes of people with dementia, delirium, and
unspecified cognitive impairment in the general hospital: Prospective cohort study of 10,014 admissions. BMC Med 2017; 15(1): 140.
[http://dx.doi.org/10.1186/s12916-017-0899-0] [PMID: 28747225]

[13]

Assis TM, Bacellar A, Costa G, Nascimento OJ. Mortality predictors of epilepsy and epileptic seizures among hospitalized elderly. Arq
Neuropsiquiatr 2015; 73(6): 510-5.
[http://dx.doi.org/10.1590/0004-282X20150043] [PMID: 26083887]

[14]

Stelzer FG, Bustamante GdeO, Sander H, Sakamoto AC, Fernandes RM. Short-term mortality and prognostic factors related to status
epilepticus. Arq Neuropsiquiatr 2015; 73(8): 670-5.
[http://dx.doi.org/10.1590/0004-282X20150082] [PMID: 26222358]

[15]

Sleeman KE, Ho YK, Verne J, Gao W, Higginson IJ. Reversal of English trend towards hospital death in dementia: A population-based study
of place of death and associated individual and regional factors, 2001-2010. BMC Neurol 2014; 14: 59.
[http://dx.doi.org/10.1186/1471-2377-14-59] [PMID: 24666928]

[16]

Zilkens RR, Spilsbury K, Bruce DG, Semmens JB. Linkage of hospital and death records increased identification of dementia cases and death
rate estimates. Neuroepidemiology 2009; 32(1): 61-9.
[http://dx.doi.org/10.1159/000170908] [PMID: 19001798]

[17]

Boersma I, Miyasaki J, Kutner J, Kluger B. Palliative care and neurology: time for a paradigm shift. Neurology 2014; 83(6): 561-7.
[http://dx.doi.org/10.1212/WNL.0000000000000674] [PMID: 24991027]

[18]

Sleeman KE, Ho YK, Verne J, et al. Place of death, and its relation with underlying cause of death, in Parkinson’s disease, motor neurone
disease, and multiple sclerosis: a population-based study. Palliat Med 2013; 27(9): 840-6.
[http://dx.doi.org/10.1177/0269216313490436] [PMID: 23737036]

[19]

Tiamkao S, Pranboon S, Thepsuthammarat K, Sawanyawisuth K. Prevalence of factors associated with poor outcomes of hospitalized
myasthenia gravis patients in Thailand. Neurosciences (Riyadh) 2014; 19(4): 286-90.
[PMID: 25274587]

[20]

Bacellar A, Pedreira BB, Costa G, Assis T. Frequency, associated features, and burden of neurological disorders in older adult inpatients in
Brazil: A retrospective cross-sectional study. BMC Health Serv Res 2017; 17(1): 504.
[http://dx.doi.org/10.1186/s12913-017-2260-x] [PMID: 28738866]

[21]

Brazilian Criteria 2015 and social class distribution update for 2016 [Internet]. Brazilian Association of Research Companies. 2016. Available
from: http://www.abep.org/Servicos/Download.aspx?id=13

[22]

Bós AM, Bós AJ. [Determinants of elders’ choice between private and public health care providers]. Rev Saude Publica 2004; 38(1): 113-20.
[Determinants of elders' choice between private and public health care providers].
[PMID: 14963550]

[23]

Boccolini CS, de Souza Junior PR. Inequities in Healthcare utilization: Results of the Brazilian National Health Survey, 2013. Int J Equity
Health 2016; 15(1): 150.
[http://dx.doi.org/10.1186/s12939-016-0444-3] [PMID: 27852269]

[24]

van Drimmelen-Krabbe JJ, Bradley WG, Orgogozo JM, Sartorius N. The application of the International Statistical Classification of Diseases
to neurology: ICD-10 NA. J Neurol Sci 1998; 161(1): 2-9.
[http://dx.doi.org/10.1016/S0022-510X(98)00217-2] [PMID: 9879674]

[25]

American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Forth Edition. Washington, DC: American
Psychiatric Association 1994.

[26]

Zekry D, Herrmann FR, Graf CE, et al. Mild cognitive impairment, degenerative and vascular dementia as predictors of intra-hospital, shortand long-term mortality in the oldest old. Aging Clin Exp Res 2011; 23(1): 60-6.

Hospital Mortality Among Elderly Patients

The Open Neurology Journal, 2018, Volume 12 11

[http://dx.doi.org/10.1007/BF03324953] [PMID: 21499020]
[27]

Chobanian AV, Bakris GL, Black HR, et al. The Seventh Report of the Joint National Committee on Prevention, Detection, Evaluation, and
Treatment of High Blood Pressure: the JNC 7 report. JAMA 2003; 289(19): 2560-72.
[http://dx.doi.org/10.1001/jama.289.19.2560] [PMID: 12748199]

[28]

Executive Summary of The Third Report of The National Cholesterol Education Program (NCEP) Expert Panel on Detection, Evaluation,
And Treatment of High Blood Cholesterol In Adults (Adult Treatment Panel III). JAMA 2001; 285(19): 2486-97.
[http://dx.doi.org/10.1001/jama.285.19.2486] [PMID: 11368702]

[29]

Grundy SM, Cleeman JI, Merz CN, et al. Implications of recent clinical trials for the National Cholesterol Education Program Adult
Treatment Panel III Guidelines. J Am Coll Cardiol 2004; 44(3): 720-32.
[http://dx.doi.org/10.1016/j.jacc.2004.07.001] [PMID: 15358046]

[30]

Genuth S, Alberti KG, Bennett P, et al. Follow-up report on the diagnosis of diabetes mellitus. Diabetes Care 2003; 26(11): 3160-7.
[http://dx.doi.org/10.2337/diacare.26.11.3160] [PMID: 14578255]

[31]

Hosmer DW Jr, Lemeshow S. Applied logistic regression. 2nd edition ed:. Wiley-Interscience Publication 2000.
[http://dx.doi.org/10.1002/0471722146]

[32]

Paim J, Travassos C, Almeida C, Bahia L, Macinko J. The Brazilian health system: history, advances, and challenges. Lancet 2011;
377(9779): 1778-97.
[http://dx.doi.org/10.1016/S0140-6736(11)60054-8] [PMID: 21561655]

[33]

Hennigan T. Economic success threatens aspirations of Brazil’s public health system. BMJ 2010; 341: c5453.
[http://dx.doi.org/10.1136/bmj.c5453] [PMID: 21115588]

[34]

Mendoza-Sassi R, Béria JU, Barros AJ. Outpatient health service utilization and associated factors: A population-based study. Rev Saude
Publica 2003; 37(3): 372-8.
[http://dx.doi.org/10.1590/S0034-89102003000300017] [PMID: 12792690]

[35]

Garcia-Subirats I, Vargas I, Mogollón-Pérez AS, et al. Inequities in access to health care in different health systems: A study in municipalities
of central Colombia and north-eastern Brazil. Int J Equity Health 2014; 13: 10.
[http://dx.doi.org/10.1186/1475-9276-13-10] [PMID: 24479581]

[36]

Rosenbaum BP, Kelly ML, Kshettry VR, Weil RJ. Neurologic disorders, in-hospital deaths, and years of potential life lost in the USA,
1988-2011. Journal of clinical neuroscience: Offic J Neurosurg Soci Australasia 2014; 21(11): 1874-80.

[37]

Rosenbaum BP, Kshettry VR, Kelly ML, Weil RJ. Diagnoses associated with the greatest years of potential life lost for in-hospital deaths in
the United States, 1988-2010. Public Health 2015; 129(2): 173-81.
[http://dx.doi.org/10.1016/j.puhe.2014.11.011] [PMID: 25682904]

[38]

Torisson G, Stavenow L, Minthon L, Londos E. Importance and added value of functional impairment to predict mortality: A cohort study in
Swedish medical inpatients. BMJ Open 2017; 7(5): e014464.
[http://dx.doi.org/10.1136/bmjopen-2016-014464] [PMID: 28566362]

[39]

Getchell WS, Larsen GC, Morris CD, McAnulty JH. Epidemiology of syncope in hospitalized patients. J Gen Intern Med 1999; 14(11):
677-87.
[http://dx.doi.org/10.1046/j.1525-1497.1999.03199.x] [PMID: 10571716]

[40]

Shen WK, Decker WW, Smars PA, et al. Syncope Evaluation in the Emergency Department Study (SEEDS): A multidisciplinary approach to
syncope management. Circulation 2004; 110(24): 3636-45.
[http://dx.doi.org/10.1161/01.CIR.0000149236.92822.07] [PMID: 15536093]

[41]

Campbell SE, Seymour DG, Primrose WR, Project A. A systematic literature review of factors affecting outcome in older medical patients
admitted to hospital. Age Ageing 2004; 33(2): 110-5.
[http://dx.doi.org/10.1093/ageing/afh036] [PMID: 14960424]

[42]

Avelino-Silva TJ, Farfel JM, Curiati JA, Amaral JR, Campora F, Jacob-Filho W. Comprehensive geriatric assessment predicts mortality and
adverse outcomes in hospitalized older adults. BMC Geriatr 2014; 14: 129.
[http://dx.doi.org/10.1186/1471-2318-14-129] [PMID: 25464932]

© 2018 Bacellar et al.
This is an open access article distributed under the terms of the Creative Commons Attribution 4.0 International Public License (CC-BY 4.0), a
copy of which is available at: https://creativecommons.org/licenses/by/4.0/legalcode. This license permits unrestricted use, distribution, and
reproduction in any medium, provided the original author and source are credited.

