
African Journal of Emergency Medicine 12 (2022) 387–392 

Contents lists available at ScienceDirect 

African Journal of Emergency Medicine 

journal homepage: www.elsevier.com/locate/afjem 

ORIGINAL ARTICLE 

Patients requiring palliative care attending a regional hospital emergency 

centre in South Africa: A descriptive study 

Christopher Straeuli a , ∗ , Louis Jenkins a , b , c , Nardus Droomer a 

a George Regional Hospital, George, Garden Route District, Western Cape Department of Health 
b Department of Family and Emergency Medicine, Faculty of Health Sciences, University of Stellenbosch, Cape Town, South Africa 
c Primary Health Care Directorate, University of Cape Town, Cape Town, South Africa 

a r t i c l e i n f o 

Keywords: 

Emergency centers 

Palliative care 

Attendance 

Reasons 

Diagnoses 

Disposition 

a b s t r a c t 

Background: : Globally, emergency centers (ECs) face increasing patients with palliative care (PC) needs. This is 

also true for South Africa. Factors include an increasingly older population, rising rates of non-communicable and 

infectious diseases. A paucity of data exists on local rates and reasons for patients with life limiting conditions 

presenting to ECs. PC and emergency medicine are established specialties, but little is known how they interface 

in clinical practice. This study describes the contribution of patients with life limiting conditions to the case load 

of an EC in a regional hospital in the Western Cape. 

Methods: : This was a prospective, descriptive study. All patients entering the EC over 3 months were assessed 

using a validated PC identification tool, developed for low-and-middle-income countries. All patients entering 

the EC were captured in an electronic database. Those identified to have life limiting illnesses and potential PC 

needs received a secondary ICD-10 code. These files were extracted and statistically analysed. Variables included 

diagnosis, demographics, reason for visit, and disposition. 

Results: : A total of 426 patient visits (4.24%) were identified. Cancer (25.8%), neurological (19.7%) and HIV 

(17.4%) were the most frequent diagnoses. Patients with HIV and TB were significantly younger. Physical symp- 

toms were the most common reasons for attendance (87%), followed by social (11%) and system issues (10%). 

Most patients were discharged home (55%), 26% were admitted, and 13% died in the EC. 

Discussion: : ECs in Africa are under-resourced and uncomfortable places for patients with life limiting illnesses. 

System-related visits could be avoidable, as most were due to patients running out of medication or requiring 

procedures such as urinary catheter changes, which could be done at the local clinic. Some attended EC due 

to social reasons, usually due to caregivers feeling overwhelmed. Patients requiring PC make up a significant 

percentage of EC visits. Optimizing health systems and community home-based care could alleviate EC pressures 

and improve the illness experience of patients with life limiting conditions. 
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ackground 

According to the World Health Organization (WHO), palliative care

PC) aims to improve the quality of life for patients and their relatives

hat are facing a life limiting illness [1] . Globally, emergency centers

ECs) are facing an increasing population of patients requiring pallia-

ive and end of life care [2] . With an increasing world population and

ncreasing life expectancy, the WHO has recognized the lack of PC re-

ources, particularly in developing countries [3] .According to the WHO,

8% of patients requiring PC live in low- and middle income countries

nd that globally only 14% of patients that require PC receive it [1] . In

outh Africa, rising rates of non-communicable diseases such as hyper-

ension, diabetes, malignancies and infectious diseases like human im-

unodeficiency virus (HIV) and Tuberculosis (TB) [4] are contributing
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o the amount of patients that require PC. These diseases are known to

ause a prolonged illness experience, unlike for example physical trauma

r accidents. A high percentage of these patient will develop life limit-

ng illnesses and have potential PC needs in future. Consequently, ECs

re dealing with disproportionally more and more patients. Multiple EC

isits by patients at the end of life are considered a marker of poor qual-

ty palliative care, resulting in significant distress for both the patient

nd their care givers [ 5 , 6 ]. Most visits are due to physical symptoms

f pain and dyspnea, some of which are potentially avoidable [ 5 , 7 ]. A

arge proportion of EC visits occur after-hours when they are typically

ess staffed [6], placing additional stress on the EC team. Numerous per-

eived or real barriers to palliative care in ECs have been described. It

s an uncomfortable environment for dying patients, who are triaged as

ower priority than acute care, doctors lacking confidence in palliative
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are skills, time constraints, discouragement of repeat consultations, and

ack of relationship building with patients and families are some of these

arriers [7] 

Instituting inpatient and outpatient PC services has been shown to

ecrease both admission rates and length of hospital stay, resulting in

ignificant cost savings [8] . While there is a growing need for PC services

n South Africa [9] , without data to inform health systems of the actual

ase load in the EC, planning interventions to improve service delivery

emains a challenge. There is a paucity of data both internationally and

ocally on patient numbers [10] , with one international study having

ound that up to 13% of patients presenting to an EC have palliative

ymptoms [11] . Apart from work from Nigeria which studied the atten-

ance of patients with advanced chronic kidney disease in an EC [12] ,

here is very little data available on local rates and reasons for patients

ith potential PC needs visiting ECs. 

The aim of this study was to address this knowledge gap and to de-

cribe the contribution of patients with life limiting illness that would

enefit from PC to the case load of an emergency centre in a large re-

ional hospital in the Western Cape. The objectives included: To es-

imate the prevalence of patients with potential palliative care needs

ttending the EC; to describe the patient demographics and diagnoses

f these patients; to understand the reasons for EC attendance; and to

escribe their disposition from the EC. 

ethods 

esign and setting 

This was a single centre prospective, descriptive study. This method

as chosen as the authors are familiar with the setting, wanted to obtain

aseline data, and wanted to limit bias by doing a prospective (as op-

osed to a retrospective) study. The study was done at George hospital

C in the Garden Route district of SA. This is a 284-bed regional refer-

al hospital with general specialties. The EC has a dedicated team of 14

octors and 20 nurses with a specialist emergency medicine physician,

nd manages 140 patients per 24-h period. The hospital is a referral

entre for 10 outlying district hospitals, and is the primary, secondary

nd tertiary health facility, especially after-hours, for the George sub-

istrict, serving a local population of 200,000 people, together with 10

rimary health care clinics. The EC caters for all medical, surgical, psy-

hiatric, paediatric, gynaecologial and forensic emergencies. There is

o district hospital or after-hours state health care in the George sub-

istrict. There is a private hospital and a non-governmental organization

NGO) step-down care facility in George. Some home based care (HBC)

xists through three NGOs, which provide palliative care services in the

ommunity. 

tudy population, sampling and data collection 

All patients entering the EC during the three-month study period

rom November 2020 to January 2021 were assessed for inclusion into

he study by a shift doctor using the shortened Palliative Care Identifica-

ion tool [13] . This tool was developed and validated for low and middle

ncome countries like South Africa, that have a high burden of HIV and

B. It is based on the GSF-PIG (Gold Standards Framework Prognostic

ndicator Guidance) identification tool and aids clinicians to identify pa-

ients that have a high risk for death in the next twelve months and a po-

ential PC need. The shortened PC identification tool asks the question,

would you be surprised if the patient were to die in the next year? ” and

ncludes seven criteria [13] . (see Appendix A). This tool was chosen as

t has been validated for the South African context, has a simple check-

ist format which makes it easy to use for non-PC trained practitioners

nd includes both non-communicable and communicable diseases such

s HIV and TB. Patients were included if they were over the age of 18

ears and met the criteria of the screening tool. 
388 
As part of routine practice in the EC, all patients attending the EC are

ntered into an online electronic EC patient information system called

Hospital and Emergency Centre Tracking Information System ” (HEC-

IS). All patients receive a primary ICD-10 diagnosis and secondary di-

gnosis (including palliative care) where appropriate, prior to their dis-

ositon. 

The Division of Epidemiology and Biostatistics in the Faculty of

ealth Sciences at Stellenbosch University helped to calculate the sam-

le size. A minimum sample size of 270 cases would give the study 80%

ower to detect a difference in proportions of more than 30% between

wo subgroups of equal size, using a significance level of 5%. 

In order to sensitise the EC team to PC, training by a doctor expe-

ienced in PC was provided to all the doctors working in the unit. This

as during weekly group discussions and included simulations using

he shortened PC tool. Training was done prior to study commencement

nd was ongoing for the duration of the study. Study reminders were

one twice daily during handover ward rounds to the EC team on shift,

o reduce the number of potentially missed eligible patients. Doctors

ere asked to code any patient that they saw who met the shortened

C criteria and to document in their notes the diagnosis (which made

hem meet the criteria) and why the patient had come to the unit. This

as for both patients with a known diagnosis and those that had been

iagnosed during the consultation or admission. 

Once patients were identified, their electronic patient records, as

aptured on the Enterprise Content Management (ECM) system, were

eviewed to validate that they met the Shortened PC tool criteria. The

ollowing variables were extracted from their records: 1. Diagnosis, cat-

gorized as either one of the following: Cancer, Cardiovascular, HIV, Re-

al, Respiratory, Neurological, Dementia/frail or other (Peripheral vas-

ular disease, end stage liver disease etc.); 2. Demographics (age, gen-

er); 3. Reason for EC visit, categorized as: physical symptoms (particu-

arly pain/dyspnoea), psychological distress, health system (for example

unning out of medication/access to medications) and social/family rea-

ons; 4. Disposition, categorized as: Discharge home, admit to a ward,

ied in EC, or refer to a care facility. 

Patients were excluded if they did not meet the shortened PC tool

riteria. This included patients who had, on folder review, been found

o be inappropriately coded during the initial consultation; age less than

8 years and patients coded as requiring PC but with insufficient medi-

al records/information. A waiver of consent was requested and granted

rom the Higher Research Ethics Committee of the University of Stellen-

osch. 

The study was done over a three month period, to compensate for

easonal variation. During the study period, South Africa experienced a

ave of SARS-CoV-2 infections. In order to maintain external validity,

iagnosis of SARS-CoV-2 was not included as a criteria for identifying

atients with a potential PC need. 

nalysis 

The principal investigator accessed the HECTIS database and filtered

ut all patient records during the study period with a palliative care ICD-

0 code. Data were extracted from HECTIS and captured in an Excel

preadsheet and checked for errors and ommisions. Data were analysed

ith the help of the Statistical Package for the Social Sciences (SPSS)

oftware, version 26©. 

Means and standard deviations were used to describe continuous

ariables that are normally distributed (e.g. age) and medians and in-

erquartile ranges were used to describe continuous data that are not

ormally distributed. Categorical data were analysed using frequencies

nd percentages. 

For comparison between variables the following general analysis

uidelines were followed: for comparison of two continuous variables,

earson’s correlation coefficient was used if data was normally dis-

ributed and Spearman’s rank order of correlation if data were non-

ormally distributed. Comparing two categorized variables was per-
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Fig. 1. Ages of patients attending the EC who needed pal- 

liative care. 
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ormed by means of Pearson’s Chi-squared test with Fischer’s exact test

f small expected frequencies were observed. In comparing a continuous

ariable with a binary variable, a T - test was used if data were normally

istributed and a Mann-Whitney U test if data were non-normally dis-

ributed. In comparing a continuous variable with a categorical variable

n ANOVA was used if data were normally distributed and a Kruskal-

allis test if data were non-normally distributed. Post hoc test with Bon-

erroni adjusted p -values was performed when significant results were

btained. A p -value of < 0.05 represented statistical significance. 

To ensure internal validity of the sampling, 100 patient files from the

otal EC visits for November 2020 were randomly selected and reviewed

or the relevant visit to EC to determine if they met criteria for requir-

ng PC and were missed. Of the 100 visits, six were correctly identified

s requiring PC and were coded as such, forming part of our data. The

emaining folders did not meet criteria and were thus correctly omit-

ed from the data set. This allows us to assume a 90% accuracy in the

ampling. 

thics approval 

Ethics approval was obtained from the Higher Research Ethics Com-

ittee of the University of Stellenbosch (Ref. No. N20/08/081), as well

s the Western Cape Department of Health (Ref. No. WC_202109_030)

nd the management and Ethics committee of George Hospital. 

esults 

A total of 458 patient visits were identified as having potential pallia-

ive care needs over the three-month study period on HECTIS. Following

he folder review, to ensure that identified patients met the study crite-

ia, 32 patient visits were excluded (under 18 years old (one) and not

eeting the shortened PC screening tool criteria (31). This left a total of

26 patient visits which amounted to 4.24% of the total patient visits to

he EC ( N = 10 049). This was broken down as follows: November 190

f 4101 (4.6%); December 146 of 3374 (4.3%) and January 90 of 2574

3.5%). 

The mean age was 58 years (range 19-96, median 60) with a nor-

al distribution (See Fig. 1 ). Females were identified more frequently,

aking up 55.2% of the patient visits. The mean ages of patients with a

ardiac, neurological or dementia diagnosis were higher than the aver-

ge (64, 63 and 72 respectively) while those with HIV or TB diagnosis

ere younger (40 and 38 respectively) 
389 
The diagnoses were divided into cardiac, respiratory, renal, neuro-

ogical, HIV, TB, Dementia/ frailty, cancer and other (including periph-

ral vascular disease and end-stage liver disease). Several patients had

ore than one diagnosis meeting the shortened PC tool criteria. The

op three diagnoses were cancer (25.8%), neurological disease (19.7%)

nd HIV (17.4%) which together made up more than half the cases (See

able 1 ). The gender distribution of patients with a cardiac diagnosis

as statistically significant favouring females ( p < 0,001) while more

ales had a TB diagnosis ( p = 0,005) (See Fig. 2 ). There was no signifi-

ant difference between genders for the other diagnoses. 

In terms of understanding the reasons for EC attendance of patients

eeding PC, physical symptoms were the most common ( n = 370 (87%)),

f which pain and dyspnea were most frequently reported, followed by

ocial (46 (11%)) and health systems (43 (10%)) reasons (See Fig. 3 ).

ome patients had more than one reason for attending the EC. Most

f the patients with social reasons for attending had caregiver fatigue

r absent support structures, needing placement. Health system reasons

ncluded catheter changes or running out of medication at home. 

Regarding disposition from the EC, the majority were discharged

ome (55.0%) while 26.0% of visits resulted in hospital ward admis-

ions. Fifty-five (13.1%) patients demised in the EC and 25 (5.9%) were

eferred to a step-down care facility (See Fig. 4 ). 

iscussion 

The main findings of this pilot study were that almost 5% of EC visits

ere by patients with potential palliative care needs. While this is less

han previously reported internationally [11] , these patients often have

ifficult to manage symptoms or have social concerns and contribute to

he EC workload and utilization of resources. It also represents an op-

ortunity to initiate PC in this group of patients. The mean age of 58

ears was slightly older than a study done in a similar regional centre,

hich also had a female predominance [13] . PC is most often associ-

ted with cancer [14] and while it was the most frequent diagnosis, the

ombination of the other non-communicable illnesses of cardiac, renal,

espiratory and neurological made up more than double the number of

ancer patients. Many patients had more than one non-communicable

iagnosis, making management complex. Patients with HIV and TB were

ound in a younger age group than patients with other diseases. At the

ean age of 40 and 38 respectively, these patients should usually be part

f the workforce and often still have young dependents. Anti-retroviral

nd anti-tuberculosis treatment is both readily available in the South

frican public service and very effective, making both HIV and TB treat-
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Fig. 2. Diagnosis according to gender. 

Fig. 3. Reasons for EC attendance. 

Fig. 4. Disposition of patients needing pallia- 

tive care who attended the EC. 

390 
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Table 1 

Diagnoses of patients needing palliative care visiting the EC. 

Frequency Percentage of total 

Cardiac 53 12.4 

Respiratory 73 17.1 

Renal 28 6.6 

Neurological 84 19.7 

HIV 74 17.4 

TB 62 14.6 

Dementia/ frail 62 14.6 

Cancer 110 25.8 

Other (e.g. peripheral vascular disease, end stage liver disease) 21 4.9 
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w  
ble diseases and therefore present a good opportunity to decrease their

urden on primary and palliative care. . 

The main reason for EC attendance of patients needing palliative

are was physical, which included pain, shortness of breath, etc. This is

ot unlike what has been described elsewhere, where pain and dyspnea

ere the two most common reasons for attendance [7] . Other studies

lso confirm this, with 23% of EC visits classified as avoidable, with

ain (36%) being the most common complaint [5] . Our study found

hat 10% of EC visits by patients with potential PC needs were system

elated, such as the need for urinary catheter replacements and running

ut of medication. This is a function of the local primary health care

acilities and therefore could potentially have been avoided. A number

f patients attended EC due to social reasons, usually because of the

are givers feeling overwhelmed or unable to continue caring for their

elatives and requesting respite admissions. 

ECs are considered uncomfortable settings by patients with life lim-

ting conditions and their caregivers [15] . It is busy, noisy and over-

helming [16] , usually without appropriate space for care and consul-

ation with the dying patient or to talk about end-of-life matters. This is

articularly true for ECs in sub-Saharan Africa which are mostly over-

helmed and resource limited, without sufficient staff to offer these

atients good PC. Patients with life limiting conditions usually triage as

 lower priority to patients with acute life-threatening conditions, and

herefore are subjected to long EC waiting times [17] . EC staff find it

ifficult to care for these patients due to lack of continuity of care, with

ubsequent inability to build long-lasting relationships, which makes

ormulating and implementing a palliative care plan difficult [18] . Some

C clinicians might also doubt their abilities and skills for managing pa-

ients in need of palliative care. However, many patients with PC needs

ill still present to the EC as their symptoms cannot be addressed in the

ommunity health setting [18] and EC doctors and nurses need skills

nd experience to continuously shift between emergency care heuristics

nd palliative care thinking [15]. Failing to do this efficiently and effec-

ively tends to lead to over investigations and inappropriate treatment

f patients needing palliative care, without sometimes addressing the

eal reasons for EC attendance [15] . 

More than 50% of the patients with palliative care needs who visited

he EC were discharged home. This contrasts with previous work which

escribed a 76-94% hospital admission rate [ 6 , 7 ].It has been found that

he presence of a community palliative care hospice or HBC services

rovided an effective strategy to support such patients [19] . However,

 systematic review of EC interventions for patients needing PC showed

o evidence that EC-based PC affected patient outcomes, except for one

tudy which showed no association with 90-day hospital readmission,

ut a possible reduction in length of stay if integrated palliative care

as introduced early in the EC rather than after hospital admission [18] .

hirteen percent of patients passed away in the EC. This is often consid-

red as a palliative care failure, since most patients would prefer to die

t home [18] . 

Recently, a rural model for palliative care has been described for

he Garden Route district in SA. This model emphasizes the integration

f hospital care with primary health care (PHC) and home-based care

g  

391 
HBC) as a continuum in a rural setting [20] . For example, when pa-

ients with PC needs are visiting the hospital, the attending doctor or

urse ensures a care plan is completed and sent to the PHC services,

hich in turn connects the patient and family with the HBC services in

he community. The idea is to offer a patient-centered quality palliative

are service to the patient, while reducing EC visits and consequently

educing emergency services pressures. 

imitations 

Limitations were related to both external and internal circumstances.

s the study period started (November 2020), George and then South

frica moved into the second wave of infections due to the SARS-CoV-

 virus (COVID-19). The exact impact of this on patient numbers can

nly be speculated, however it was the feeling of the authors that this

esulted in less patient visits to the EC, as the population requiring pallia-

ive care are at particular risk to severe SARS-CoV-2 infection and were

trongly advised by local and national health departments to avoid hos-

ital contact. This is supported by the total EC visits decreasing over the

hree-month period from 4101 in November 2020 to 3374 in December

020 and 2574 in January 2021. While a number of the patients identi-

ed as requiring palliative care tested positive for SARS-CoV-2 infection

 n = 36, of N = 426), and for some this was the reason for attending EC,

ARS-CoV-2 infection was not used as an inclusion criterion. 

As potential patients for inclusion were identified by extracting data

rom the HECTIS database, it was possible that not all patients with PC

eeds attending the EC were identifiable in HECTIS. This could have

iased the results. However, the sample size was large enough to suf-

ciently address the aim and objectives for this descriptive study. The

C tool used in this study did not make provisions for patients with se-

ere infections (.e. SARS-CoV-2) or trauma, which could have excluded

ligible study participants. 

Internal limitations were the change-over of EC staff over the study

eriod. Intern doctors rotating through the department for after-hour

hifts were trained in the use of the shortened palliative care identifi-

ation tool [13] . As they only did limited shifts during that time, they

ould possibly not have been as sensitised in identifying potential pa-

ients for the study. In January 2021 there was a change in the com-

unity service medical officers in the EC. While the medical officers

anage most of the EC patients, the new community service medical

fficers, who were also trained in the study objectives, might have been

ess sensitised to identifying patients requiring PC. This could have re-

ulted in identifying lower than actual numbers of patients needing PC

ttending the EC. The training of the EC team by a doctor experienced in

C to identify appropriate patients for the study could have influenced

he care of these patients in the EC. This may have influenced the results,

or example disposition, but this was not a major study outcome. 

onclusion 

The aim of this study was to describe the contribution of patients

ith life limiting conditions to the case load of an EC in a large re-

ional hospital in the Western Cape. Almost 5% of EC visits were by
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atients requiring palliative care, contributing significantly to the EC

orkload. Pain and dyspnoea were the most common reasons for EC at-

endance. More than half of patients were discharged home. A function-

ng community-based palliative care service facilitated this disposition.

urther studies exploring the reasons for patients with palliative care

eeds attending hospital ECs, together with more advocacy for well-

unctioning home-based palliative care, could alleviate palliative care

ressures on ECs and allow for better patient-centred palliative care. 

issemination of results 

The results of this study will be shared with the management team

f the George Regional Hospital as well as with the staff involved in the

tudy. This will be done via an informal presentation. 
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