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Abstract
The objective of the present study was to evaluate the use of the Palliative Care Screening 
Tool (PCST) for the recommendation of palliative care among older patients admitted 
to an Intensive Care Unit, as well as to evaluate the prevalence of basic diseases, religion 
and agreement between the results of the PCST and the Palliative Performance Scale 
(PPS). A cross-sectional, descriptive, analytical, retrospective, documental study with 
a quantitative approach was performed. Analysis of 594 medical records revealed that 
cardiovascular diseases accounted for 26.8% of hospitalizations among older adults, 
followed by neoplasia 20.2% and renal failure 16.8%, and that aspects related to the 
religiosity and spirituality of the older adults were not considered. There was agreement of 
1.0 between the PCST and PPS scales, as measured by the Kappa test, a score considered 
to be perfect. The PCST can therefore be considered an excellent tool for the evaluation 
of palliative care among older adults. It can be concluded that, in view of the significant 
level of agreement between the scales, new studies using the PCST with larger samples 
should be performed, with the aim of extending the use of the tool, and to assess if there 
is a need for adjustments aimed at adapting it more closely to the Brazilian population.
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INTRODUC TION

The practice of palliative care, despite being 
relatively recent, has as its cornerstone the integral 
treatment of the patient, the consideration of the 
finitude of life, respect for the patient’s wishes, and the 
encouraging of therapy that aims to allow individuals 
to pass their remaining days with quality and dignity. 

The beginning of the change in the approach to 
patient treatment, focusing on the individual rather 
than the disease, occurred in the 1960s with the 
advent of palliative care in the United Kingdom1. 
In 2002 the World Health Organization (WHO) 
defined palliative care, emphasizing the use and 
practices of measures to increase the quality of life 
of patients and their families2. In Brazil, according 
to a study conducted by the National Academy of 
Palliative Care (or ANCP) in 2018, there was a low 
number of palliative services in health institutions, 
which were unevenly distributed across the country3. 

The consequences of the situational diagnosis 
of palliative care in Brazil are: patients indicated 
for intensive care unit (ICU) admission being 
treated in wards, due to the lack of available beds, 
thus contributing to increased morbidity and 
mortality4, the use, for patients with severe chronic 
comorbidities, of technologies which will not change 
the outcome and which increase the physical and 
psychological distress of patients and their families, 
resulting in the deterioration of the quality of death of 
the individual. The Economist magazine was emphatic 
in this regard when it assessed, in 2015, the quality 
of death in 80 countries, with Brazil ranking 42nd 
behind Chile (27th), Costa Rica (29th), Panama (31st), 
Argentina (32nd), Uruguay (39th), South Africa (34th), 
Uganda (35th), Mongolia (28th) ) and Malaysia (38th)5. 

The older adult population is responsible for most 
ICU admissions and is the largest beneficiary of the 
practice of palliative care in the world6. According 
to data from the National Continuous Household 
Sample Survey - Characteristics of Residents and 
Households, produced by the Brazilian Institute 
of Geography and Statistics (or IBGE), the older 
population increased by 4.8 million from 2012 to 
2017, thus highlighting the continuing trend. of 
aging of the Brazilian population7. 

The World Report on Aging and Health, published 
by the WHO in 2015, highlighted the need to transform 
health systems from curative forms focused on disease 
towards the implementation of comprehensive care 
centered on older adults8. In this sense, the need to 
identify older adults who would benefit from palliative 
care is evident. The Center to Advance Palliative Care 
(CAPC) developed the Palliative Care Screening Tool 
(PCST) for the indication of palliative care based on 
the following criteria: underlying disease, associated 
diseases, patient’s functional condition and patient’s 
personal condition, ultimately resulting in the need 
or not for palliative care9,10. 

The Palliative Performance Scale (PPS) scale 
is widely used to indicate palliative care, allowing 
the patient prognosis and functionality to be 
established11,12. In the present study, we chose to use 
the PCST scale as we believe it is more comprehensive 
and, therefore, can accurately assess palliative criteria, 
with the aim of preventing patients indicated for 
palliative care suffering from therapeutic obstinacy, 
occupying ICU beds unnecessarily, and making them 
more likely to receive palliative care when indicated.

The aim of the present study was to evaluate 
the use of the PCST scale and assess its agreement 
with the PPS scale, as well as to describe the causes 
of hospitalization in older adults in palliative care, 
admitted to an Intensive Care Unit.

METHODS

A cross-sectional, descriptive, analytical, 
retrospective, documentary study with a quantitative 
approach was performed13. Primary data were used, 
originating from the inclusion of 100% of the 
medical records of patients evaluated, aged over 
60 years, admitted to the ICU of a state hospital 
in Espírito Santo, Brazil, in 2017. No exclusion 
criteria were applied. The hospital in question is a 
general hospital with 286 active beds, of which 40 
are intensive care beds. 

In September 2015, a Multidisciplinary Palliative 
Care Committee was established at the hospital, 
consisting of two doctors, a psychologist and a social 
worker, who are exclusive to the service. When 
necessary, the team can also call on the support of 
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a chaplain, dentist, speech therapist and nutritionist, 
among others.

The protocol for the inclusion of patients admitted 
to the ICU in palliative care flows as follows: the 
ICU duty physician requests an opinion from the 
palliative care committee based on clinical criteria, 
which then, using the PPS11 scale, confirms or not 
the indication of palliative care. When palliative care 
is indicated for the patient, he/she is transferred to 
a hospital ward, or when the hospital has no vacant 
beds, remains in the ICU under palliative care. 

Two scales were used as research instruments. 
One was the PCST (Table 1), created by the Center 
to Advance Palliative Care (2004/2007), through 
the policy document in accordance with the Joint 
Commission on Accreditation of Healthcare 
Institutions ( JCAHO)9. The scale assesses four 
criteria: underlying disease, associated diseases, 
patient’s functional condition, and patient’s personal 
condition. When the score (the sum of the four 

criteria) is greater than or equal to four points, the 
individual is considered to be in a suitable condition 
for palliative care.

The indication or not of palliative care according 
to the PCST scale is based on the sum of the items 
and is characterized as follows: up to two points, no 
indication of palliative care; up to three points patient 
should be kept under clinical observation; equal to 
or greater than four points consider indication of 
palliative care.

The other instrument used, the PPS scale (Table 
2), allows a prognosis to be established and the 
patient’s functionality to be evaluated. This scale 
analyzes five parameters: mobility, activity and 
evidence of disease, self-care, ingestion and state 
of consciousness and assigns values from 0% to 
100%, with 0% meaning death, and 100% meaning 
that the patient has no functional disorder. The 
PPS scale assesses the need for palliative care if the 
patient has a score below 40%11,12

. 

Table 1. Palliative Care Screening Tool (PCST)9,10. NY, USA, 2007.

Criterion Number 1 - Baseline Diseases - Two Points for Each Subitem
1. Cancer-metastasis or relapse
2. Advanced chronic obstructive pulmonary disease (COPD) - repeated exacerbations
3. Stroke (CVA) - reduction in motor function greater than or equal to 25%
4. Severe renal impairment - creatinine clearance <10ml / min
5. Severe heart failure - congestive heart failure (CHF) with left ventricular ejection fraction (EF) <25%, 
cardiomyopathy or significant coronary insufficiency.
6.Other diseases limiting the patient's life

Criterion Number 2 - Associated Diseases - One point for each subitem:
1. Liver disease
2. Moderate Kidney Disease - creatinine clearance <60ml / min.
3. Moderate COPD - stable clinical picture
4. Moderate CHF - stable clinical picture
5.Other associated diseases - all worth 1 point

Criterion Number 3 – Patient’s Functional Condition
1.Patient's functional condition - this criterion assesses the degree of disability of the patient, taking into account the 
ability to perform normal daily activities, acts of personal care and the number of hours confined to bed or wheelchair.
2. Score ranges from 0 (fully independent, active, unrestricted patient) to 4 (fully dependent, needs full-time help, 
confined to bed or wheelchair).

Criterion 4 - Patient's personal conditions - one point for each subitem:
Patient's personal conditions - one point for each subitem:
1. Needs help with complex treatment decisions and undefined psychological or spiritual issues.
2. History of recent hospitalizations in emergency services.
3. Frequent hospitalizations for decompensation of underlying disease
4. Prolonged intensive care unit (ICU) admission or patient already in intensive care unit with poor prognosis

Source: Table adapted by Lucchetti of the Center to Advance Palliative Care (CAPC). Brazil, 2009.
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Table 2. Palliative Performance Scale (PPS)11,12. British Columbia, Canada, 2004.

%
Items evaluated

Ambulation Activity and evidence of 
disease

Self-care Ingestion Level of 
consciousness

100 Full Normal, without evidence 
of disease

Full Normal Full

90 Full Normal, some evidence of 
the disease

Full Normal Full

80 Full With effort, some evidence 
of the disease

Full Normal Full

70 Reduced Unable to work, some 
evidence of the disease.

Full Normal or 
reduced

Full

60 Reduced Unable to perform hobbies, 
significant illness

Occasional 
assistance

Normal or 
reduced

Full or with periods 
of confusion

50 Mainly sit or lie 
down

Unable for any work, 
extensive illness

Considerable 
assistance

Normal or 
reduced

Full or with periods 
of confusion

40 Bed-bound Idem Almost 
complete 
assistance

Normal or 
reduced

Full or with periods 
of confusion

30 Bed-bound Idem Complete 
dependency

Reduced Full or with periods 
of confusion

20 Bed-bound Idem Idem Ingestion 
limited to sips

Full or with periods 
of confusion

10 Bed-bound Idem Idem Mouth care 
only

Confused or in a 
coma

0 Death - - - -
Source: Table adapted by palliative care manual. Brazil, 2009, from the Victória Hospice Society.

The variables studied were: 1) all of the topics 
contained in the PCST scale, 2) the sum of PCST 
scores during hospitalization, 3) request for opinion of 
the palliative care committee, 4) whether the patient 
was placed in palliative care, 5) religion, 6) agreement 
between the PCST and PPS scales. Nominal categorical 
variables were organized by frequency and percentages 
and numerical variables as means.

The Kappa test was used to verify agreement 
between the PCST and PPS scales, with the reference 
values being: <0 No Agreement, 0–0.20 Minimum 
Agreement, 0.21–0.40 Reasonable Agreement, 0.41–
0.60 Moderate Agreement, 0.61–0.80 Substantial 
Agreement and 0.81–1.0 Perfect Agreement14.

The analysis was performed considering a 
significance level of 5%, with p values less than 
0.05 considered significant.

The study was submitted to the Ethics Research 
Committee of the Santa Casa de Misericórdia de 
Vitória School of Science under protocol CAAE: 
92777518.2.0000.5065 and approved under number 
No 7.793.152, following the provisions of CNS 
Resolution 466/12 regarding the requesting of a 
waiver of Informed Consent Forms.

 
RESULTS

A total of 974 medical records were identified, 
corresponding to the total number of hospitalizations 
in 2017, of which 11 were excluded due to lack of data 
and 369 because they were from patients under 60 
years of age. Thus, the final sample was 594 (61.6%) 
records. Of these, 44.5% were male and 55.5% were 
female, and the mean age was 75.2 years. 
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hospitalizations, followed by neoplasms (20.1%) and 
renal failure (16.8%).

In 2017, 74 patients were placed in palliative care, 
evaluated by the committee of the hospital studied, 
using the PPS scale. To assess the comprehensiveness 
of the PCST, it was applied to the 594 medical 
records of ICU patients, and the kappa coefficient 
of agreement between the PCST and PPS scales was 
calculated (Table 4). A total of 218 medical records 
of patients with a score greater than or equal to four 
were subsequently identified, as shown in Table 5.

Table 3. Basic illnesses of hospitalizations in intensive care units of Espírito Santo State Hospital, Brazil, in 2017 
(N= 268).

Underlying illnesses Number (%)
n (%)

Cancer 54 (20.1)
Stroke Sequel 50 (18.6)
Renal insufficiency 45 (16.8)
Dementia 36 (13.4)
Chronic obstructive pulmonary disease 24 (8.9)
Cirrhosis 23 (8.6)
Congestive heart failure 22 (8.2)
Diabetes 8 (3)
Neuropathy 2 (0.8)
Advanced spondyloarthropathy 1 (0.4)
Fistula 1 (0.4)
Myelodysplastic syndrome 1 (0.4)
Trauma sequelae 1 (0.4)
Total 268 (100)

Source: Records of the intensive care unit of the State Hospital of Espírito Santo State, Brazil, in 2017.

To highlight the prevalence of underlying 
diseases among older patients admitted to the 
hospital ICU, the location of the study, Table 3 
was created. Of the 594 patient records, it was 
found that 268 (45.1%) were hospitalized due to 
decompensation of the underlying disease according 
to PCST criterion number 1 and 326 (55.9%) were 
hospitalized for reasons not associated with the 
underlying disease. 

Cardiovascular diseases corresponded to 26.8% 
(sequelae of stroke and congestive heart failure) of 

Table 4. Kappa coefficient of agreement between the PCST and PPS scales for older patients evaluated by the 
palliative care committee (N=75), admitted to the intensive care units of the Espírito Santo State Hospital, 
Brazil, 2017.

Palliative Care Screening Tool 
Palliative Performance Scale 

Non-palliative Palliative Total
Request for opinion not required 1 0 1
Request for opinion required 0 74 74
Total 1 74 75

Kappa agreement coefficient observed: 1.00, p<0.0001. 

Source: records of the intensive care units of the Espírito Santo State Hospital, Brasil, 2017.   
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When analyzing the religion of the older adults 
evaluated in this study who were effectively placed 
in palliative care, there was a predominance of 
Catholics (32.4%), followed by evangelicals (11.9%), 
atheists (2.7%), and records where religion was not 
informed (50%).

DISCUSSION

Ministry of Health Resolution No. 41/2018 was a 
milestone for the practice of palliative care in Brazil 
as it regulated this practice as a health policy. The 
resolution establishes that any person affected by a 
life-threatening disease, whether acute or chronic, 
will be offered palliative care following the diagnosis 
of their condition15. 

However, early and correct diagnosis has been 
a major challenge in healthcare institutions, due 
to a number of institutional barriers, such as a 
lack of sufficient beds for palliative patients, an 
inadequate number of palliative care committees, 
non-uniformity of training for health professionals 
on palliative care and few palliative care programs 
in health institutions16. 

The situational analysis and indications for 
structuring palliative care programs in Brazil by 
the National Academy of Palliative Care (or ANCP) 
in 2018 found 177 palliative care services in the 
country, of which 50% were concentrated in the 
southeastern region, and with only 13 teams in the 

north-northeast region3, demonstrating the great 
inequality in the availability of palliative care in the 
Brazilian health system.

In Brazil, older adults represent 52% of ICU 
admissions in public services, and spend 60% of the 
daily and financial resources available for this sector17. 
A higher value was found in the present study, which 
corroborates the importance of this population in 
terms of the occupation of ICU beds, and the need 
to evaluate whether every patient truly benefits from 
using all the technological and structural arsenal 
of equipment available in these environments, or 
if they have serious chronic diseases that from a 
palliative perspective could have improved quality 
of life and be treated mostly outside the intensive 
care unit environment.

According to data from the global atlas of 
worldwide palliative care, it is estimated that over 20 
million people each year require end-of-life palliative 
care7. Most (69%) are older patients, and there is 
a slight predominance of males (52%)6, whereas 
in the data found in the present study there was a 
predominance of females.

The comorbidity that led to the largest number of 
hospitalizations of older adults in the ICUs studied 
was cardiovascular diseases (26.8%), followed by 
neoplasms (20.2%). These data are similar to those 
found by the World Health Organization in the 2014 
global atlas of palliative care6.

Table 5. Application of PCST and request for opinions/responses requested by the medical team, for older adults 
hospitalized in the intensive care units of the Espírito Santo State Hospital, Brazil, in 2017 (N=218).

Opinion
PCST Score >4
Number (Percentage)
n (%)

Confidence Interval

Opinion not requested 115 (52.7) 41.1 – 40.2
Patients effectively placed in palliative care
(clinical evaluation and application of PPS scale)

74 (34) 27.7 – 40.2

Opinions not provided due to death. 28 (12.9) 8.4 – 17.3
Opinion requested, but PCST score <4 and denied
by Palliative Commission following application of PPS

1 (0.4) __

Total 218 (100)
Confidence interval of 95%.

Source: Records of the intensive care units of the Espírito Santo State Hospital, Brazil, in 2017. 
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According to Table 5, of the 218 records of patients 
with a PCST score greater than or equal to 4, only 102 
requests for opinions were made. This implies that 
47% of opinions on patients that could benefit from 
palliative care were effectively requested. Thus, it can 
be deduced that 115 patients who were recommended 
for evaluation by the palliative team were not given 
this opportunity. This fact also highlights the high 
degree of sensitivity of the scale and reinforces the 
possibility of using it as a palliative care evaluation10, 
although it cannot be ruled out that the high sensitivity 
observed may overestimate the number of patients 
referred for palliative care.

Still in relation to Table 4, the Kappa agreement 
coefficient among patients for whom the PCST and 
PPS were applied (75 records) was calculated. The 
value found between the scales was 1.00, considered 
perfect agreement14, reinforcing the potential of its 
use as an assessment tool for identifying the need for 
palliative care, as the PPS allows prognosis and patient 
functionality to be evaluated and the PCST evaluates 
four criteria: underlying disease, associated diseases, 
the patient’s functional condition and the patient’s 
personal condition, thus analyzing individuals more 
broadly, with a greater possibility of identifying 
patients who will benefit from palliative care9-12.

These results also demonstrate a probable failure 
to identify possible palliative patients, leading to the 
occupation of important ICU beds that could be 
vacated if the palliative team identified the possibility 
of treating patients in wards or at home. Another 
important issue to be considered is the increase in 
costs from unnecessary procedures and technologies 
leading to the increased physical and psychological 
suffering of patients and their families through 
therapy that increases the length of hospitalization 
without changing the outcome of the condition18.

While not the objective of the present study, 
based on the idea that the comprehensiveness of 
care that should also value subjective aspects, it was 
found that the aspects related to the religiosity and 
spirituality of patients were not considered. The 
perception of physicians on religiosity/spirituality, 
as well as staff training in multidisciplinary spiritual 
care, can contribute to the quality of end-of-life care 
in older adults19.

In addition, spirituality is an important factor for 
patients with severe illness and who are indicated for 
palliative care, as it represents a source of comfort, 
strength, faith, as well as of coping and a guide to 
conducting one’s life20.

Brazil is a country with a predominance of 
the Christian religion and the largest number of 
Catholics in the world, data that coincide with the 
study in question. According to data from the 2010 
IBGE census, 64.6% of the Brazilian population 
practices the Catholic religion, followed by 22.2% 
evangelicals, 8% atheists and 2% who are followers 
of spiritualism21. It is noteworthy that in 50% of the 
medical records there were no records on the religion 
of the patients. This data demonstrates the need to 
pay attention to and register such information, due 
to the value of spiritual aspects for the health of 
individuals.

The present study contributes to the expansion 
of scientific knowledge among health professionals, 
as well as to the improvement of the management of 
both ICU beds and the palliative care service. One 
of the limitations of the study was the low number 
of medical records for a comparative study between 
the scales by statistical methods. Thus, further studies 
with larger samples should be performed to confirm 
or otherwise the results identified in this study.

CONCLUSION

The study identified perfect agreement between 
the PCST and PPS scales, and found that the PCST, 
due to its high sensitivity, is an important tool in 
indicating patients for palliative care. It is notable 
that 143 individuals with a proven indication for 
palliative care were not even evaluated by the palliative 
commission, indicating the need for a more efficient 
service in the hospital under study. Cancer, stroke 
sequelae, renal failure, dementia, chronic obstructive 
pulmonary disease, cirrhosis, and congestive heart 
failure were the most frequent causes of the need 
for palliative care. Despite the recognized role of 
spirituality in palliative care, in half of the cases there 
was no record of the religion of the patient.

Edited by: Tamires Carneiro Oliveira Mendes
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