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Introduction 

According to The World Bank, in 2018 around 3.66% of the 
worlds’ population was older than 80 years [1]. Population is 
ageing, leading to a dramatic increase in the numbers of people 
living above their seventies. Although most deaths occur among 
people who are older, there is relatively little policy concerning 
their specific needs towards the end of life. Treatment decisions 
for seriously ill older patients are often medically and ethically 
complex [2].  

Patterns of disease in the last years of life have also been 
changing, with more people dying from chronic debilitating 
conditions, such as cardiovascular disease, chronic obstructive 
pulmonary disease, diabetes, cancer and dementia [2]. The elderly 
is not only confronted with aging and multimorbidity, but also  

 
increasing frailty, disability and dependency. So, competing goals 
of care give rise to the debate of restoring function and prolonging 
life versus minimizing suffering and permitting a peaceful death 
[3,4].  

The increased susceptibility of older people to adverse health 
outcomes paired with the cumulative effects of various chronic 
health problems result in prolonged, complex and fluctuating 
needs and symptoms in the last years of life [4]. Here, people 
experience symptoms such as pain, anorexia, low mood, mental 
confusion, insomnia and problems with bladder and bowel control. 
Symptom control is the basis of Palliative Care (PC), providing 
comfort, reassurance and support for the patient and their family 
or carer. Thus, it is necessary that PC services are develop to meet 
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the complex needs of older people. It is urgent that these services 
become available for people with diseases other than cancer and 
are offered based on need rather than diagnosis or prognosis [2].

Everyone has a right to receive high-quality care, allowing 
for an end-of-life symptom free, dignified and in line with their 
physiological, spiritual and religious needs and wishes. Therefore, 
it is easy to comprehend why PC should have a central role in 
aging and the process of dying.  By analysing the site of death in 
14 countries, a group of epidemiologists in 2015, concluded that 
around the world, between 13% and 53% of people died at home 
and 25 to 85% died at the hospital. The large differences between 
countries in and beyond Europe in the place of death of people 
in potential need of palliative care were not entirely attributable 
to sociodemographic characteristics, cause of death or availability 
of healthcare resources, which suggested that countries’ palliative 
and end-of-life care policies may influence where people die [5].  

Methods 

We conducted a retrospective transversal observational study, 
by which we characterized a population with 85 years of age or 
more, referenced from hospitalization to a Palliative Care team at 
a northern Portuguese hospital (Pedro Hispano Hospital), over a 
period of three years (between May 1st of 2016 and May 1st of 
2019). We evaluated the place of their death in relation to their 
main disease, their Charlson Comorbidity Index (as a translator of 
frailty) and the type of PC follow-up [6]. 

The statistical treatment of the data was conducted through 
IBM SPSS®, version 20. The categorical variables are presented 
as frequencies and percentages. The continuum variables are 
presented as median and standard deviation, all with a normal 
distribution. It was considered that a statistically significant result 
would not exceed the level of significance of 5% (p < 0,05). The 
study was conducted according to the recommendations of the 
Declaration of Helsinki of the World Medical Association [7,8].   

Result

The sociodemographic characteristics of the 158 patients, 
in which 53% were women, are shown in table 1. The mean 
age was 88 years. There was a levelled percentage of patients 
with (n 79) and without cancer (n 87), with a total of 8 patients 
having both oncological and non-oncological problems in need 
of PC services. The main morbidity being gastrointestinal cancer 
in 20% of the patients with oncological conditions and heart 
failure in 19% of the non-oncological group. When it came to the 
Clinical Frailty Scale, there was a mean of 6 which corresponds to 
being moderately frail in people that need help with all outside 
activities and with keeping house and need help with bathing and 
might need minimal assistance (cuing, standby) with dressing. 
Regarding Charlson Comorbidity Index the mean value was 8.16, 
with a correspondence of 2% chance of an estimated 10-year 
survival. Most patients were referred to the PC team for further 
orientation at the time of discharge (62,7%) [9,10].  

Table 1: Sociodemographic characteristics.

Total of Patients 158

Age mean (SD) 88,58 (±3,07)

Female gender (%) 84 (53%)

Cause of Referencing to PC Service 

. Oncological 79

. Non-Oncological 87

Oncological Cause of Referencing to PC 

. Head and Neck 1 (0,6%)

. Lung 14 (8,9%)

. Gastrointestinal  32 (20%)

. Genital 10 (6,3%)

. Urologic 6 (3,8%)

. Liquid tumours 6 (3,8%)

. Others 10 (6,3%)

Non-Oncological cause of Referencing to PC 

. Heart Failure 30 (19%)

. Respiratory Failure 13 (8,2%)

. Renal Failure 11 (7%)

. Dementia 25 (15,8%)

. Others 8 (5,1%)

Mean Charlson Comorbidity Index (SD) 8,16 (2,54)

Mean Clinical Frailty Scale (SD) 6 (1,58)

Cause of Referencing 

. Symptom control 35 (22%)

. Orientation 99 (62,7%)

. End of life care 24 (15%)

Of the 158 patients, 52% (n 82) died during that same 
admission. Of the 76 patients who were discharged, 59% (n 45) 
were followed regularly by the PC team, while 39% (n 30) stayed 
with a consulting approach.  Regarding the overall mortality 
rate, 61% of the patients died in less than a month after the first 
evaluation of the PC team, with 8 patients still being alive at the 
date of this study - Table 2.  When looking at the place of death, 
100 (71%) patients died at the hospital bed (at the same episode 
or a different one, latter on), while only 41 died at home. Table 3 
shows the relation between the site of death and other variables. 
A total of 75,7% of oncological patients followed by the PC team 
died at home compared to 50% of non-oncological patients, 
with a statistical significance (p 0,035). We found a statistically 
significant relation between dying at home and the type of follow-
up provided, with more patients in shared care dying at home 
(74.4%, p 0.049). In gender, cause and motive of referencing no 
significant statistical difference was found [11,12].      
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When looking at the continuum variables, we found that the 
mean Charlson Comorbidity Index was higher in patients who 
died at home (8,46) compared to those who died at the hospital 

(7,55), with a p value of 0,08. Age of referral and the Clinical Frailty 
Scale was similar in both groups, with no statistically significance 
found - Table 4.

Table 2: Mortality after the first evaluation of PC team.

N % 

< 1 month 96 60,8

1 – 6 months 34 21,5

7 – 12 months 10 6,3

>12 months 10 6,3

PC: Palliative Care

Table 3: Site of death and other variables.

Place of Death 
p value 

Death at hospital n (%) Death at home n (%) 

Gender 

Female gender 9 (29) 22 (71)
0,335

Male gender 13 (40.6) 19 (59.4)

Cause of Referencing to PC Service 

Oncological patient 9 (24.3) 28 (75.7) 0,035

Non-oncological patient 13 (50) 13 (50)  

Motive of Referring to PC Service 

. Symptom control 2 (20) 8 (80)

0,357. Orientation 19 (39.6) 29 (60.4)

. End of life care 1 (20) 4 (80)

Type of Follow-Up by the PC Team 

. Consulting 12 (50) 12 (50)
0,049

. Divided care 10 (25,6) 29 (74,4)

Table 4: Place of death and continuum variable.

Place of Death Mean Standard deviation p value 

Age of referral 
Home 88,44 3,564

0,590
Hospital 89,23 3,816

Charlson Comorbidity Index 
Home 8,46 3,067

0,008
Hospital 7,55 1,920

Clinical Frailty Scale 
Home 5,76 1,700

0,051
Hospital 5,86 1,246

Discussion  

We conducted this study in order to analyse a specific 
population, that will undeniably increase in the years to come. 
Most of the very elderly are referred to PC team due to end 
stage diseases, meaning they are referred at a late stage of their 
conditions, limiting the range of action of the team (7; 10). Our 
series shows a high death rate in the first six months of follow-up 
after the first evaluation, with over 80% of total deaths, meaning 
that these elderly patients may be referred at a very late stage 

in their conditions.  Most of the patients are referred to the PC 
team in order to define the better approach when thinking about 
discharge home, which means most of the inpatients have a later 
evaluation during the hospital admission. In our population, 
the most common conditions at this late stage in life, were 
gastrointestinal and lung cancers, heart failure and dementia. 
This is in accordance with the literature and expected according 
to the latest trends, with advanced cancer being the most common 
condition followed by chronic kidney disease and heart failure. 
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Dementia is viewed in most articles has a comorbidity and not has 
the main condition [13]. According to a WHO report from 2014, 
regarding Palliative Care at the End of Life, 7.786.470 deaths 
worldwide were related to cancer compared to 18.134.342 deaths 
non-oncological related, with cardiovascular diseases and chronic 
obstructive pulmonary diseases [14].   

If on one hand, specialist PC has historically been offered to 
patients with cancer and only in the last years has their value to 
those with non-malignant conditions been recognised. What we 
know now is that nononcological patients have comparable levels 
of need to people with cancer and are at risk of poor outcomes, 
such as distressing symptoms or social isolation [6]. Our series 
shows a fifty/fifty distribution of oncological and non-oncological 
cases, possibly related to the age of our referred patients. It is 
difficult to find data in the literature regarding oncological versus 
non-oncological conditions in PC, with a few articles mentioning 
a disproportional distribution between oncological and non-
oncological conditions. A series with 272 individuals followed 
by PC team of Hospital Pedro Hispano in 2018, reported that in 
the overall population, 87.5% of patients had oncological disease 
and 12.5% non-oncological conditions [15,16]. This is possibly 
related to the lack of objective referencing guidelines and criteria 
regarding aging and patients with multimorbidities [7]. Evidence 
of specific needs among older frail people is limited, mainly 
because most of the guidelines and approaches in PC setting have 
been developed based upon and aimed at cancer patients [15]. As 
so, Coventry et al proposed that a survival estimate of < 6 months 
may be used as some guidance towards defining appropriateness 
and timing of PC referrals in non-oncologic patients.  

When looking at morbidities, cancer patients had a higher 
Charlson Comorbidity Index from the start, meaning that this 
group has a lower estimated 10-year survival. This was in 
accordance with the result of the higher the index the bigger 
the rate of death within the first year of follow-up by the PC 
team [9]. When searching for other variables, most oncological 
patients were followed in a shared care concept, as opposed to 
non-oncological patients who were mainly on a consulting type of 
follow-up. One can speculate if these findings may be responsible 
for the fact that cancer patients died more ate home than at the 
hospital, when compared to non-oncological patients or simply 
because oncological conditions have a better defined and expected 
trajectory. PC have a central role through symptom management 
outside the hospital and improvement of the quality of end of life 
care, while respecting patients’ wishes and believes [10].  

Conclusion 

Timing of death remains unpredictable until late in the course 
of serious chronic illness. Therefore, special arrangements for 
care near the end of life, especially in non-oncological patients, 
can be triggered by severity of symptoms, rather than waiting for 
a reliable prediction that death is near. 

It is possible to live comfortably, even with serious chronic 
illness. But living with such illness requires planning for the 
ongoing course so that services match the course of the illness. 
Timing of death remains unpredictable until late in the course of 
serious chronic illness. Therefore, special arrangements for care 
near the end of life, especially in non-oncological patients, can 
be triggered by severity of symptoms, rather than waiting for a 
reliable prediction that death is near. Serious chronic illnesses 
require continuity and comprehensiveness of care, with needs 
generated by symptoms or disabilities being urgent priorities. 

The studies conducted regarding the preferred site of death, 
show the majority preferring to die at home [12]. Direct enquiry 
and identification of preferences for end of life care may help 
determine the type of follow-up a PC team provides for their 
patients, working together with the rest of the medical team 
(primary care and hospital care) in order to try and satisfy the 
patients and the families wishes.

References
1. Data the World Bank (2020) Population ages - 80 and above, male (% 

of male population).

2. Hall S, Petkova H, Tsouros AD, Costantini M, Higginson IJ, et al. 
(2011) Palliative Care for older people: better practice. World Health 
organization: Regional Office for Europe. 

3. Hamel MB, Lynn J, Teno JM, Covinsky KE, Wu AW, et al. (2000) Age-
related differences in care preferences, treatment decisions, and 
clinical outcomes of seriously ill hospital adults: lessons from 
SUPPORT. J Am Geriatr Soc 48(5): S176-S182. 

4. Nooijer K, Penders YWH, Pivodic L, Noortgate NJVD, Pype P, et al. 
(2020) Specialist pallitave care services for older people in primary 
care: a systematic review using narrative synthesis. Palliat Med 34(1): 
32-48. 

5. Pivodic L, Pardon K, Morin L, Addington-Hall J, Miccinesi G, et al. 
(2016) Place of death in the population dying from diseases indicative 
of palliative care need: a cross-national population-level study in 14 
countries. J Epidemiol Community Health 70(1): 17-24.

6. Bone AE, Morgan M, Maddocks M, Sleeman KE, Wright J, et al. (2016) 
Developing a model of short-term integrated palliative and supportive 
care for frail older people in community settings: perspectives of older 
people, carers and other key stakeholders. Age and Ageing 45(6): 863-
873. 

7. Coventry PA, Grande GE, Richards DA, Todd CJ (2005) Prediction 
of appropriate timing of palliative care for older adults with non-
malignat life-threatening disease: a systematic review. Age and Ageing 
34(3): 218-227. 

8. Radwany SM, Hazelett SE, Allen KR, Kropp DJ, Ertle D, et al. (2014) 
Results of the promoting effective advance care planning for elders 
(PEACE) randomized pilot study. Pop Health Management 17(2): 106-
111.

9. http://http//mchp-%202.appserv.cpe.umanitoba.ca/viewConcept.
php?printer=Y&conceptID=1098

10. Geiger K, Schneider N, Bleidorn J, Klindtworth K, Jünger S, et al. (2016) 
Caring for frail older people in the last phase of life - the general 
practitioners’ view. BMC Pall Care 15: 52.

11. Lyyn J, Adamson DM (2003) Living well at the end of life. RAND Health: 
White Paper. 

http://dx.doi.org/10.19080/PMCIJ.2020.03.555625
https://data.worldbank.org/indicator/SP.POP.80UP.MA.5Y
https://data.worldbank.org/indicator/SP.POP.80UP.MA.5Y
https://pubmed.ncbi.nlm.nih.gov/10809472/
https://pubmed.ncbi.nlm.nih.gov/10809472/
https://pubmed.ncbi.nlm.nih.gov/10809472/
https://pubmed.ncbi.nlm.nih.gov/10809472/
https://pubmed.ncbi.nlm.nih.gov/31564214/
https://pubmed.ncbi.nlm.nih.gov/31564214/
https://pubmed.ncbi.nlm.nih.gov/31564214/
https://pubmed.ncbi.nlm.nih.gov/31564214/
https://pubmed.ncbi.nlm.nih.gov/26202254/
https://pubmed.ncbi.nlm.nih.gov/26202254/
https://pubmed.ncbi.nlm.nih.gov/26202254/
https://pubmed.ncbi.nlm.nih.gov/26202254/
https://pubmed.ncbi.nlm.nih.gov/27586857/
https://pubmed.ncbi.nlm.nih.gov/27586857/
https://pubmed.ncbi.nlm.nih.gov/27586857/
https://pubmed.ncbi.nlm.nih.gov/27586857/
https://pubmed.ncbi.nlm.nih.gov/27586857/
https://pubmed.ncbi.nlm.nih.gov/15863407/
https://pubmed.ncbi.nlm.nih.gov/15863407/
https://pubmed.ncbi.nlm.nih.gov/15863407/
https://pubmed.ncbi.nlm.nih.gov/15863407/
https://pubmed.ncbi.nlm.nih.gov/24156664/
https://pubmed.ncbi.nlm.nih.gov/24156664/
https://pubmed.ncbi.nlm.nih.gov/24156664/
https://pubmed.ncbi.nlm.nih.gov/24156664/
http://http//mchp-%202.appserv.cpe.umanitoba.ca/viewConcept.php?printer=Y&conceptID=1098
http://http//mchp-%202.appserv.cpe.umanitoba.ca/viewConcept.php?printer=Y&conceptID=1098
https://pubmed.ncbi.nlm.nih.gov/27255464/
https://pubmed.ncbi.nlm.nih.gov/27255464/
https://pubmed.ncbi.nlm.nih.gov/27255464/


Palliative Medicine and Care International Journal 

How to cite this article: Sara Moreira P, Hugo M O, Céu R. Characteristics of a Very Elderly Population Referred to a Palliative Care Service and 
Implications in the Place of Death. Palliat Med Care Int J. 2020; 3(5): 555625. DOI:10.19080/PMCIJ.2020.03.5556250099

12. Ali M, Capel M, Jones G, Gazi T (2015) The importance of identifying 
preferred place of death. BMJ Supportive & Pall Car 9(1): 84-91. 

13. Gonzalez AI, Schmucker C, Nothacker J, Motschall E, Nguyen TS, 
et al. (2019) Health-related preferences of older patients with 
multimorbidity: an evidence map. BMJ Open 9(12): e034485. 

14. Connor SR, Bermedo MCS (2014) Global atlas of Palliative Care at 
the End of Life. Worldwide Palliative Care Alliance - Whorld Health 
Organization.

15. https://www.un.org/en/sections/issues-depth/ageing/

16.  Guedes FM, Oliveira H, Rocha MC (2020) Diferenças nos locais de 
óbito de doenças oncológicas vs doenças não oncológicas. Cuidados 
Paliativos 1: 38-41.

Your next submission with Juniper Publishers    
    will reach you the below assets

• Quality Editorial service
• Swift Peer Review
• Reprints availability
• E-prints Service
• Manuscript Podcast for convenient understanding
• Global attainment for your research
• Manuscript accessibility in different formats 

         ( Pdf, E-pub, Full Text, Audio) 
• Unceasing customer service

Track the below URL for one-step submission 
https://juniperpublishers.com/online-submission.php

This work is licensed under Creative
Commons Attribution 4.0 License
DOI: 10.19080/PMCIJ.2020.03.555625

http://dx.doi.org/10.19080/PMCIJ.2020.03.555625
https://pubmed.ncbi.nlm.nih.gov/26408428/
https://pubmed.ncbi.nlm.nih.gov/26408428/
https://pubmed.ncbi.nlm.nih.gov/31843855/
https://pubmed.ncbi.nlm.nih.gov/31843855/
https://pubmed.ncbi.nlm.nih.gov/31843855/
https://www.un.org/en/sections/issues-depth/ageing/
http://dx.doi.org/10.19080/PMCIJ.2020.03.555625

