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Objectives. To assess the need for palliative care among inpatients occupying acute beds in the public sector hospitals of the Cape Town
Metropole.
Methods. A cross-sectional, contemporaneous, point-prevalence study was performed at 11 public sector hospitals in the Cape Town
Metropole using a standardised palliative care identification tool. Data were collected on the socio-demographic characteristics, diagnoses,
and prior and current care planning of patients.
Results. The case notes of 1 443 hospital inpatients were surveyed, and 16.6% were found to have an active life-limiting disease. The mean
age of the group was 56 years. The diagnoses were cancer in 50.8%, organ failure in 32.5%, and HIV/tuberculosis in 9.6%. The greatest
burden of disease was in the general medical wards, to which an overall 54.8% of patients meeting the requirements for palliative care were
admitted.
Conclusions. This study provides evidence for the need for palliative care services in public sector hospitals and in the health system as a
whole. The young age of patients and the high prevalences of end-stage renal failure and HIV are unique, and the burden in the general
medical wards suggests a focus for initial inpatient programmes.
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Palliative care involves a shift in the approach
from curative modalities to comfort-focused care,
which aims to improve the person’s quality of life by
providing relief of symptoms through psychological
and supportive care, alongside medical treatment, in
the last stage of life. This care is not exclusive to the person affected
by the disease, but includes holistic care and support for the family. It
aims to provide a person with a dignified death in his/her preferred
place.[1] The need for palliative care is increasing globally, but is
especially critical in developing countries. This need has mainly been
informed from mortality statistics and disease prevalence. Of the 58
million annual deaths in 2008, 45 million occurred in developing
countries.[2] The World Health Organization (WHO) estimates that
approximately 9.67 million people are in need of palliative care across
Africa.[3] A multi-country study conducted in Africa (Tanzania,
Botswana, Ethiopia, Uganda and Zimbabwe) found the proportion
of people requiring palliative care to be at least 0.5 - 1% of the total
population.[3] South African (SA) statistics on mortality suggest that a
large number of patients might potentially benefit from palliative care.
In the Western Cape, for example, 65.3% of deaths can be attributed
to three main disease groups: AIDS, cancer and non-communicable
diseases (NCDs).[4] It has been estimated that 80% of cancer patients
and 25 - 50% of HIV/AIDS patients will have pain in the terminal
phase of their disease,[5] and it is increasingly recognised that the need
for palliative care among those with NCDs is rising. Of global deaths,
80% of deaths due to NCDs are in low- and middle-income countries,
and it is estimated that there will be a 300% increase in requirement
for palliative care in such patients over the next 20 years.[2,6]
The need for palliative care among hospital inpatients has been
well documented in Europe, but is not well established in Africa and
SA.[7-10] In 2012, the prevalence of palliative need among Ugandan
inpatients was published by Lewington et al.;[11] 46% of inpatients
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were assessed as having an active life-limiting disease (ALLD), with
HIV/AIDS being the commonest diagnosis. A recent survey at a large
referral hospital in SA found that the inpatient mortality of medical
patients admitted to the general medical service was 11%, with a
12-month post-discharge mortality of 35%; in many cases this was
predictable on discharge, reflecting the burden of patients requiring
palliative care in the acute medical service.[12]
In the face of resource constraints and the increasing demand for
healthcare, it is becoming imperative for the SA health system to use
existing resources efficiently and effectively. Research from Canada
has found that in the last 6 months of their life people consume 21%
of healthcare costs and occupy 24% of hospital days.[13] In the UK,
every £1 spent on palliative cancer care was found to release a further
£2 of hospital funds.[14] Significant cost savings from hospital-based
palliative care consultation teams have been demonstrated, but even
more savings are estimated to be achievable by providing patients with
the necessary support to die at home.[15,16] A cost analysis conducted
to evaluate the SA N’Doro hospital-based and outreach palliative
care programme (Chris Hani Baragwanath Academic Hospital,
Johannesburg) found that the cost per outreach visit was 50% less than
the average cost of a patient day equivalent for district hospitals.[17]
The primary aim of this study was to measure the proportion of
inpatients with ALLD who would be appropriate for palliative care
intervention in the public hospitals of the Cape Town metropole.

Methods

A cross-sectional, contemporaneous, case note point-prevalence
study was performed at each of the 11 public sector hospitals in
the Cape Town metropole. The research was conducted between
November 2011 and February 2012, excluding the 4 weeks of the
December holiday period, as the hospital population is significantly
lower during this time.
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All occupied adult inpatient beds in the
medical, surgical, gynaecology, oncology and
short-stay emergency wards were included.
This study focused on adult inpatients, and
excluded obstetric and paediatric beds.
Intensive care beds were also excluded,
because prognostic prediction in this group is
unreliable. All were acute-care beds, no longstay or step-down beds being included. An
independent medical practitioner performed
the data collection. The sampling of inpatient
beds in each hospital occurred on a single
day where possible; for larger hospitals,
sampling took place over 2 - 4 consecutive
days. Weekends and Fridays were excluded.
A standardised tool for identification
of patients with palliative care need was
developed based on the UK Gold Standards
Framework Prognostic Indicator Guidance
and adapted for the SA context through
consultation with local palliative and medical
experts (Table 1). This tool has previously
been piloted and used as a referral tool in a
regional hospital in Cape Town.[18] The criteria
for need for palliative care were based on
two variables: an affirmative answer to the
prognostic predictive question ‘Would you
not be surprised if the patient dies within the
next 12 months?’ and the presence of ALLD.
For all patients sampled, case notes were
reviewed at the bedside and data were
extracted on the socio-demographics,
diagnosis, and presence of appropriate past
and future care plans.
The research was commissioned by the
Western Cape Department of Health, and
ethical approval was obtained from the
University of Cape Town Research Ethics
Committee.

1. Would you not be surprised if the patient dies within the next 12 months?
AND
2. Condition from list below:
Condition

Referral criteria

Congestive cardiac
failure

Symptoms despite maximal medical therapy
Disabling SOB at rest (NYHA IV)
≥5 admissions in past 6 months
Other associated organ involvement

Chronic obstructive Disabling SOB at rest (NYHA class IV)
pulmonary disease ≥5 admissions in past 6 months
Associated cardiac failure
Renal failure

Not suitable/declined for dialysis
End-stage renal disease (GFR <15 ml/min) (stage 5 CKD)
Symptoms of renal failure (anorexia, nausea, pruritus, intractable fluid
overload, decreased functionality)

Stroke

Severe disabling
Severe dysphagia
Recurrent fever and sepsis

Cancer

Stage IV malignancy (metastatic)
Not for (further) definitive treatment
Spends >50% of time in bed

AIDS

Stage III or IV disease with dementia, cachexia, neoplasm or failure of
HAART

Other

Intracranial haemorrhage not for surgical management/on ventilator
Post cardiopulmonary arrest with CNS damage

SOB = shortness of breath; NYHA = New York Heart Association; GFR = glomerular filtration rate;
CKD = chronic kidney disease; HAART = highly active antiretroviral therapy; CNS = central nervous system.
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The case notes of 1 443 patients in hospital
beds were surveyed across 11 public hospitals
providing acute care in the Cape Town
Metropole. The average age of inpatients was
48 years (standard deviation ±17.5); 50.1%
were male.

Using the defined survey tool, 240 patients
were identified, comprising 16.6% of the
total inpatient population sampled. This
prevalence ranged from 7.1% to 28.7% across
the various hospitals. The highest prevalence
(44.4%) was in the oncology wards, followed
by the medical wards (20.3%). It should be
noted that only 2 of the hospitals sampled
have oncology wards, the service being largely
focused on providing curative care. However,
the greatest burden of disease was found in
the general medical wards: 54.8% of patients

The majority of patients (50.8%) had cancer,
irrespective of which ward in the hospitals
they were admitted to. In 32.5% of cases

Table 1. Palliative care need identification tool

Results
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were admitted to medical wards, 31.2% to
surgical wards, 10.1% to oncology wards, and
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Fig. 1. Main diagnoses of patients with active life-limiting disease (CCF = congestive cardiac failure;
TB = tuberculosis).
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the life-limiting disease was a form of major organ failure, the most
common being renal failure (10.4%), 9.6% of cases were attributable
to HIV/tuberculosis (TB), and 7.1% of patients had other diagnoses,
e.g. intracranial haemorrhage (Fig. 1).
More than half of the patients had an associated co-morbidity
(diabetes, hypertension, HIV or TB) requiring additional care, and
37.9% had a Karnofsky Performance Scale rating of <50% (‘patient
requiring considerable assistance and frequent medical care’). In 3.3%
of cases death was imminent (<24 hours).
Of the patients, 17.5% had a documented admission or casualty visit
in the 6 months prior to their current admission: 12.5% of admissions
were attributed to an acute exacerbation of pre-existing terminal
disease (e.g. exacerbation of heart failure), 35.4% were due to a new
but potentially expected complication related to the patient’s preexisting terminal disease (e.g. a hip fracture in a patient with prostate
cancer), and 38.3% were unrelated to the pre-existing terminal disease
(e.g. a motor vehicle accident in a patient with renal failure).

Treatment and discharge planning

Of the patients 11.7% required inpatient palliative care (e.g. hospice
facility or hospital palliative care bed), either because of severe
symptoms or very poor social circumstances. Palliative needs could
be met through appropriate outpatient home-based support in 79.2%
of cases, while 9.2% of patients required a combination of services
(e.g. initial acute symptom management in hospital/hospice followed
by supportive further care at home). Only 21.3% of patients had
existing documented advanced care directives in their case records.

Discussion

This is the first cross-sectional, contemporaneous, case note pointprevalence survey to assess palliative care need among hospital
inpatients in SA. The data were collected from a variety of district,
regional and central hospitals and are likely to be representative of
other cities in SA.
The results from this study demonstrated that 1 in 6 (16.7%)
of adult inpatients in the Cape Town metropole had an ALLD
necessitating palliative care. This finding is comparable with similar
surveys conducted in Europe and Australia, in which the point
prevalence among inpatients ranged between 9.4% and 35%.[7-10] Of
note, in these studies the mean age of patients requiring palliative
care was over 70 years, in contrast to the mean of 56 years in our
study. The single survey of palliative care needs in sub-Saharan
Africa reported a 40% prevalence of palliative need among inpatients
sampled in two Ugandan hospitals. This was largely ascribed to the
HIV/AIDS burden in a setting where access to antiretroviral therapy
is limited compared with the SA environment.[11]
In the present study, the primary diagnosis of the majority of
patients needing palliative care was cancer. A third of patients
identified had a primary diagnosis of organ failure. End-stage organ
failure reflects the NCD burden experienced by SA.[19] A substantial
number of patients had the diagnosis of end-stage renal failure
(ESRF). In SA this is a life-limiting condition, even among younger
patients, as resource constraints in the public healthcare system mean
that access to chronic dialysis is limited. These patients, having a
preventable condition with a treatment that is not accessible, have
a very particular need for both intense counselling and forward
planning for death. A lower than anticipated percentage of patients
with palliative need had HIV/AIDS as a terminal diagnosis, which
could be explained by the increase in access to and availability of
antiretroviral treatment. A previous study of hospital inpatients in a
large central hospital suggested that HIV status was not a predictor
of poor outcomes in Cape Town, suggesting that most patients who
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survive their initial admission would be expected to have a favourable
long-term prognosis.[12]
The greatest burden of disease was in the general medical wards,
where cancer was the predominant diagnosis. There are several
reasons for this: ‘medical beds’ usually serve as ‘diagnostic beds’, so
patients with undifferentiated disease are admitted there and cancer
or end-stage organ disease is then diagnosed; there are limited
oncology beds available, so the focus of oncology departments is
on curative services or patients in whom good outcomes may be
expected; and treatment options for patients with ALLD are largely
limited to medical therapy. These patients admitted with end-stage
chronic disease place an additional burden on acute medical beds
in hospitals, already under strain with very high occupancy rates.
Initial hospital-based programmes of palliative care treatment and
co-ordination may want to focus on medical wards/beds.
The present survey reveals that long-term care of many patients
will require resources and clear planning, especially since over half
of the patients had additional chronic co-morbid disease such as
diabetes, hypertension or HIV and over a third had a Karnofsky
Performance Scale rating of <50%. All require clear long-term plans
(about the intensity and kind of therapy that should be continued)
that must be communicated to the long-term carers and other
home-based care personnel to support families. There is a need
for outpatient management and adequate home-based support for
patients and their families, as the majority of patients are fit for
discharge home. In most resource-constrained countries, a homecare model of palliative care predominates because of its affordability
and acceptability to patients and family.[9]
This survey did not specifically set out to assess whether admissions
could have been avoided. Given the pressure on acute beds in
hospitals, the risks of hospital admission and patients’ preferences not
to be admitted, it is important to ask whether patients with palliative
needs could be managed outside the hospital and whether admission
could have been prevented. The combined high percentage of
patients with previously diagnosed ALLD, with recent visits to
the emergency department or with exacerbation of a pre-existing
condition, suggests that such opportunities exist. In addition, to use
existing acute hospital beds most efficiently, access to and availability
of intermediate/step-down facilities must be improved.
Patients with life-limiting disease benefit from future care planning
and advanced care directives (e.g. preferred place of death). Notably,
only a fifth of patients in this survey with a clear palliative need had
documented evidence of advanced care directives. In the UK, dying at
home is the expressed wish of around 65% of people at the beginning
of cancer and organ failure trajectories.[1] Assisting patients with
formulating and documenting advanced care directives, for which
improved training in palliative care among health professionals is
necessary, will support future care planning and prevent unnecessary
referral, hospital admission and inappropriate investigations at the
end of life.

Conclusion

This survey documents the high prevalence of patients with palliative
care needs occupying acute-care beds in the Cape Town Metropole.
A notable finding of our study was the much younger average
age of patients with palliative need compared with international
samples, reflecting the dual burden of disease in general medical
wards in particular, where patients with NCDs, cancer and HIV/
AIDS are admitted. Resource constraints result in patients requiring
palliative care for conditions treatable in other international settings,
e.g. ESRF. There are potential areas for great improvement in
quality of patient care, with possible cost savings deriving from
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establishing palliative care programmes in primary care, improving
care co-ordination across the different platforms of care, increasing
training and exposure to palliative care for teams looking after
inpatients, particularly in general medical wards, and establishing
expert palliative care co-ordinating teams in large hospitals. Providing
palliative care to patients not only relieves symptoms and improves
patient satisfaction, but may also reduce admission rates and length
of stay, and decrease the overall cost of care.
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