
INTRODUCTION

Abstract

Strengthening in Palliative Care (PC) in Primary Healthcare (PHC) increases the quality of care at the end of life and 
reduces complications from long hospitalizations. The objective of this work was to analyze data on mortality that 
occurred in patients with advanced chronic non-communicable diseases associated with the Vila Floresta Primary 
Healthcare Center of the Conceição Hospital Group (VFPHC-CHG) and to verify how many of these would be eligible to 
PC. It is a transverse, descriptive and quantitative and retrospective approach research. Data come from electronic health 
records, management monitoring report, VFPHC-CHG medical records and Porto Alegre Epidemiological Surveillance. 
The Palliative Care Screening Tool (PCST) scale for PC eligibility criterion. Out of a total of 155 people who died and lived 
in the VFPHC-CHG covered territory in 2019, 55.2% (n = 86) were female, 54.2% (n = 84) were elderly and more 80 
years old, 23.9% (n = 37) had died within five years after diagnosis, in 69.7% (n = 108) of cases the place of death was 
the hospital, 66.5% (n = 103) had no medical record, were neoplasms the main causes of death in 34.8%(n = 54), and 
42.6% (n = 66) were considered eligible for PC according to PCST. It is concluded that the profile of people with diagnosis 
for over five years of the disease that resulted in death could be observed more carefully by PHC teams regarding PC, 
increasing the search for those who are eligible and establishing effective communication with hospitals in care transfer.
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Chronic Non-Communicable Diseases 
(CNCD) are responsible for 63% of global 
deaths and are the largest contributors to 
morbidity and mortality in the world1. They 
are pathologies of multiple etiologies, main-
ly comprising circulatory diseases, cancer, 
diabetes, pulmonary diseases, and neurolo-

gical diseases which characterize the “epi-
demiological transition” that encompasses 
population aging and change in the morbi-
dity and mortality pattern that affects the 
population2.

It is known that the elderly population 
increased 4.8 million in the period between 
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2012 and 2017 and that there is a tendency 
for aging of the Brazilian population3. Pro-
jections indicate that in the year 2060 more 
than one third of the Brazilian population 
will be composed of people 60 years old 
or more4. In Brazil, in 2019, 54.7% of the 
causes of death were related to CNCDs and 
more than 54 million people (45% of the 
adult population) live with any of these co-
morbidities1,5. Increased chronic diseases 
is due to population aging and makes the 
knowledge and dissemination of palliative 
care (PC) and end-of-life in primary health-
care (PH) more relevant.

The definition of PC states that all in-
dividuals who have suffered from serious 
life-threatening diseases should receive 
palliative care to improve their quality of 
life, including family and caregivers6,7. This 
care is characterized by a multidisciplinary 
approach that attempts to treat pain and 
other physical symptoms, as well as the pre-
vention and relief of suffering, and dealing 
with social, psychological, and spiritual is-
sues. It does not accelerate or slow death, 
affirm life, and recognize death as a natural 
process7.

The main policy of Brazilian PH is the ad-
vancement of preventive actions and health 
promotion interventions, chronic disease 
management, and community care8. These 
actions are associated with a decrease in 
CNCD hospitalization rates. However, the 
lack of a specific policy aimed at palliati-
ve care gives Brazil a low end-of-life care 
rate, poor access to PC services, and high 
occurrence of deaths in hospital environ-
ments when compared to other countries8. 
In a study that compared the quality of de-
ath and dying in 81 countries, Brazil was 
in position number 799. In addition, it was 
evident that palliative care in primary heal-
thcare has been gradually developed, but 
it is necessary to consider the PH mode of 
organization and the social policies that su-

pport or weaken them, which is considered 
a complex challenge10.

Given the growing demand for PC, it is 
difficult to have a sufficient number of pro-
fessionals to provide assistance. There are 
specialized centers, especially in large cities 
and hospital nuclei, but they do not commu-
nicate with the primary care network. In 
Brazil, rules have already been promulga-
ted that establish PC and home care in the 
unified health system (UHS), to mention the 
most recent being the Better at Home Pro-
gram. However, there are few places that 
work in this direction11.

This perspective of healthcare does not 
only concern experts but can be provided 
by all healthcare professionals who are qua-
lified through appropriate training7,12. It is 
known that 80 to 90% of patients eligible 
for palliative care can be accompanied by 
family doctors and/or a family healthcare 
team13.

A central component of the good end-o-
f-life practice is the properly timed identifi-
cation of patients eligible for palliative care 
and their access to service14. Attention gi-
ven shortly after the diagnosis of a life-thre-
atening pathology increases the potential 
for pain relief and control of other symp-
toms, decreases psychological and family 
suffering, and reduces costs to the system15.

Considering the guiding principles of 
PC16, primary healthcare emerges as a pla-
ce of potential identification of eligible pa-
tients. Family healthcare teams understand 
that longitudinality, their cultural and geo-
graphical proximity to users contributes to 
humanized care, respecting the autonomy 
of the patient and their families, and avoi-
ding the fragmentation of the individual11,17. 
Furthermore, the PHC may favor the care of 
the person at home, providing proximity to 
their family11. Continuity of care in primary 
healthcare is valued by patients and is cos-
t-effective for the health system by optimi-
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zing resources3,7,18.
Considering that chronic and life-thre-

atening diseases make up the scope of a 
palliative care specialist’s activities and 
the high capacity for early identification of 
these patients in PHC, the objective of this 

work was to analyze data on the mortality 
that occurred in patients at the Vila Floresta 
Primary Healthcare Center within the Con-
ceição Hospital Group (VFPHC-CHG) and 
verify how many of these would have been 
eligible for PC.

METHODOLOGY

This research is characterized by an 
observational, transversal, and descriptive 
study design with a retrospective quantitative 
approach. The context and focus where the 
study took place was the territory of the Vila 
Floresta Primary Healthcare Center of the 
Conceição Hospital Group located in the 
north of the Brazilian city of Porto Alegre. 
The VFPHC-CHG territory is characterized by 
the absence of large buildings, a population 
estimate around 16 thousand inhabitants, 
with its streets aligned with many trees 
and with irregular basalt stone pavement. 
The Conceição Hospital Group (GHC) is a 
public health institution and is formed by 
the Conceição, Child Conceição, Christ the 
Redeemer, and Femine hospitals, as well as 
the Moacyr Scliar PHC, from 12 Community 
Health Service Stations, of which VFPHC-
CHG is part of, three psychosocial care 
centers (PSCC) and the GHC school.

The sample, collected by convenience, are 
of people who belonged to the acting territory 
that died from January to December 2019. 
The information was compiled using the data 
files in a tabular format with a .csv extension 
and RStudio software (Version 4.2.1) for 
numerical analysis and descriptions. The 
data used comes from the CHG Electronic 
Registration System of the VFPHC-CHG 
Management Monitoring System, VFPHC-
CHG patients' medical records, and Porto 
Alegre Epidemiological Surveillance data. 

From the analysis those under the age of 18 
and bearers of chronic non-communicable 
diseases who had sudden or violent deaths 
were excluded.

The data selected for mortality analysis 
were gender, age, the basic cause of 
death described by the main code of the 
International Classification of Diseases (ICD-
10), associated comorbidities, addictions 
(alcoholism and smoking), diagnostic time 
of baseline disease, death date, passing 
place, professional who accompanied the 
end-of-life, and eligibility for PC. Age was 
categorized into three groups being young 
people (less than 59 years old), middle-aged 
(between 60 and 79), and the elderly (over 
80). The time between diagnosis and death 
is calculated by the difference between the 
date of death and the date of the diagnosis 
of the disease that led to death and is divided 
into three categories, that is, in less than 6 
months, or 6 months to 5 years, or more than 
5 years.

Regarding the definition of eligibility for 
the need for palliative care, the Palliative 
Care Screening Tool (PCST) is shown in 
Figure 1. The scale evaluates four criteria: 
baseline disease, associated diseases, 
functional patient condition, and personal 
conditions of patient. When the score (sum 
of the four criteria) is greater than or equal to 
four points, they are considered eligible for 
palliative care.
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Figure 1 – Palliative Care Screening Tool (PCST) 

Criteria Number 1 - Baseline Diseases - Two points for each sub-item
1. Cancer-metastasis or recurrence
2. Advanced Chronic Obstructive Pulmonary Disease COPD - Repeated Exacerbations
3. Sequelae of cerebrovascular accident (CVA) - stroke – decreased motor function greater than or equal 25%
4. Severe renal insufficiency - Clearence of creatinine <25%, myocardiopathy or significant coronary insufficiency.
6. Other diseases limiting the patient's life

Criteria Number 2 - Associated Diseases - One point for each sub-item
1. Liver Disease
2. Moderate kidney disease - Clearence of Creatinine <60ml/min.
3. Moderate COPD - Stable Clinical Picture
4. Moderate Congestive Heart Disease (CHD) - Stable Clinical Picture
5. Other associated diseases - The set is worth 1 point
 
Criteria Number 3 – Patient’s Functional Condition
1. Patient’s Functional Condition - This criterion evaluates the patient's degree of deficiency, taking into account 
the ability to perform usual daily activities, personal care acts, and the number of hours confined to the bed or 
wheelchair.
Score between 0 (patient is fully independent, active, which has no restrictions) and 4 (completely dependent, 
requires full-time help, confined to bed or wheelchair).
 
Criteria Number 4 – Patient’s Personal Conditions - One point for each sub-item
1. Needing help for complex treatment decisions and undefined psychological or spiritual issues.
2. History of recent hospitalizations in emergency services.
3. Frequent hospitalizations for decompensation of the baseline disease
4. Extended Intensive Care Unit (ICU) hospitalizations or Patients already admitted to ICU with poor prognosis

Source: Adapted from Clara MGS, Silva VR, Alves R, Coelho MCR, 2019.3

RESULTS

155 patients residing in the area covered by 
the Vila Floresta Healthcare Center (HC) who 
died in the period of 2019 were evaluated. Of 
the 155, 55.2% (n = 86) were female, 54.2% (n 

= 84) were elderly over 80 years old, 80% (n = 
108) died in hospitals, 34.8% (n = 54) were due 
to malignant neoplasms, and 42.6% (n = 66) were 
eligible for palliative care according to PCST.

For qualitative variables, we calculate the 
simple absolute and relative frequencies. 
The representation of the data was through 
univariate and bivariate tables. The study was 
developed after approval by the Research 

Ethics Committee of the Conceição Hospital 
Group (REC/CHG), under the Certificate of 
Presentation for Ethical Appreciation (CAAE) 
No. 44618821.5.0000.5530 and Opinion 
Number 4.635.485 of 07/04/2021.
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Table 1 – Distribution of data frequencies of the mortality profile of residents in the territory of the Vila 
Floresta Primary Healthcare Center of the Conceição Hospital Group (n = 155). Porto Alegre, 2019.

Absolute (n) Relative (%)
Sex
Female 86 55.2
Male 69 44.8
Age (years)
Young (Less than 59) 11 7.1
Middle-aged (Between 60 and 79) 60 38.7
Elderly (Above 80) 84 54.2
Time between diagnosis and death
Less than 6 months 16 10.3
From 6 months to 5 years 17 11.0
More than 5 years 37 23.9
No information 85 54.8
Place of death
Residence 27 17.4
Hospital 108 69.7
No information 20 12.9
Medical record at VFPHC-CHG
Yes 52 33.5
No 103 66.5
Smoking
Yes 13 8.4
Ex-user 14 9.0
No 13 8.4
No information 115 74.2
Alcoholism
Yes 4 2.6
Ex-user 3 1.9
No 19 12.2
No information 129 83.2
Basic causes of death
Neoplasms (C00 - D48) 54 34.8
Circulatory device diseases (I00 - I99) 29 18.7
Endocrinometabolic Diseases (E00 - E90) 15 9.7
Respiratory tract diseases (J00 - J99) 15 9.7
Nervous System Diseases (G00 - G99) 14 9.0
Other causes 28 18.1
Eligible for Palliative Care (PCST)
Yes 66 42.6
No 5 3.2
No information 84 54.2

Characteristics Frequencies
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Hospital Residence
Yes 18 (11.6%) 17 (12.6%) 1 (0.7%)
No 36 (23.2%) 29 (21.5%) 5 (3.7%)
Yes 10 (6.5%) 5 (3.7%) 3 (2.2%)
No 19 (12.3%) 12 (8.9%) 1 (0.7%)
Yes 7 (4.5%) 4 (3.0%) 3 (2.2%)
No 8 (5.2%) 4 (3.0%) 3 (2.2%)
Yes 5 (3.2%) 5 (3.7%) 0 (0.0%)
No 10 (6.5%) 8 (5.9%) 0 (0.0%)
Yes 3 (1.9%) 2 (1.5%) 1 (0.7%)
No 11 (7.1%) 5 (3.7%) 2 (1.5%)
Yes 9 (5.8%) 4 (3.0%) 4 (3.0%)
No 19 (12.3%) 13 (9.6%) 4 (3.0%)

In Table 1, the other causes category is 
distributed as 6.5% (n = 10) for abnormal 
signs and symptoms (R00-Y98), 3.2% (n 
= 5) for external causes injuries (S0-Y48), 
2.6% (n = 4) for diseases of the urogenital 

tract (N00-n99), 1.9% (n = 3) for infectious 
diseases (A00-B99), 1.9% (n = 3) for Digestive 
Diseases (K00-K93), 1.3% (n = 2) for 
osteomuscular disease (M00-M99), and 0.6% 
(n = 1) for mental health problems (F00-F99) 

Table 2 – Distribution of absolute and relative bivariate frequencies of relationships between basic causes of 
deaths, place of death, and medical records at VFPHC-CHG. Porto Alegre, 2019.

Medical record at VFPHC-CHG Place of death

Neoplasms

Circulatory Diseases

Endocrino-metabolic 
Diseases

Diseases of the 
respiratory tract

Nervous system 
diseases

Other causes

Basic causes of deaths

Table 3 – Distribution of absolute and relative bivariate frequencies of relationships between gender, age 
and time between diagnosis and death in the VFPHC-CHG coverage area. Porto Alegre, 2019.

Less than 6 months From 6 months to 5 
years More than 5 years

Young 0 (0.0%) 0 (0.0%) 1 (1.4%)
Female Middle-age 5 (7.1%) 8 (11.4%) 5 (7.1%)

Elderly 4 (5.7%) 2 (2.9%) 14 (20.0%)
Young 0 (0.0%) 1 (1.4%) 0 (0.0%)

Male Middle-age 6 (8.6%) 5 (7.1%) 6 (8.6%)
Elderly 1 (1.4%) 1 (1.4%) 11 (15.7%)

In Table 2, it is observed that the minority 
(33.5%; n = 52) of people who died did not 
have medical records at VFPHC-CHG, 11.6% 
(n = 18) died of neoplasms, 6.5% (n = 10) 
by circulatory disease, 4.5% (n = 7) due to 
endocrine-metabolic diseases, and 3.2% (n = 
5) due to respiratory tract diseases. On the 

other hand, the majority 69.7% (n = 108) 
died at the hospital, 12.6% (n = 17) had and 
21.5% (n = 29) did not have medical records 
at VFPHC-CHG and died of neoplasms, 3.7% 
(n = 5) had and 8.9% (n = 12) did not have 
medical records at VFPHC-CHG and died of 
circulatory diseases.

Time between diagnosis and death
Sex Age
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DISCUSSION

In Table 3, elderly with over 5 years 
between diagnosis and death are the most 
frequent in both sexes, females at 20% (n 
= 14) and males at 15.7% (n = 11). Another 
observation is concerning middle-aged 

women from 6 months to 5 years of time 
between diagnosis and death was 11.4% (n 
= 8), followed by middle-aged men with less 
than 6 months between diagnosis and death 
8.6% (n = 6).

The present study identified that 42.6% 
(n = 66) of people who died and lived in 
the territory of VFPHC-CHG demonstrated 
eligibility criteria for palliative care after filling 
out the PCST scale, and that only 33.5% (n 
= 52) had medical records at VFPHC-CHG. 
Incomplete and/or inadequate reports in the 
medical records also constituted a limiting 
aspect for accurate attribution of PCST 
scale points. Part of the medical records 
did not have sufficient information to apply 
the PCST scale, including fragility of basic 
information, such as comorbidities and 
addictions. It is noteworthy that 66.5% (n = 
103) of the deaths that occurred that year 
had no medical record at the VFPHC-CHG. 
The completion of the PCST scale according 
to the data available in medical records was 
only possible for 45.4% (n = 71) patients. 
Of this set, 92.9% (n = 66) received a score 
in the analysis of the medical record for 
eligibility for palliative care.

On the other hand, at 69.7% (n = 108) the 
place of death was recorded at the hospital, 
this data is quite relevant when we consider 
the need to internalize the importance of 
work together as a general healthcare team 
and early enough with the specialized 
teams in palliative care for patients with 
life-threatening diseases19 and, urgently, the 
inclusion of PC training and preparation in 
PHC. It was observed that from the patients 
eligible for palliative care and who died in 
a hospital environment, few were assisted 
by a specialized team. This may reveal that 
there is a technical ignorance about when 
to activate PC teams or even ignorance of 

how the healthcare system is organized. 
We recognize that the better integration 
of the healthcare services network, the 
better patient’s care will be. The transverse 
actions and healthcare services should 
occur through communication and records 
between all points of the network.

According to the literature, there are 
general markers that are associated with a 
worse prognosis and, therefore, the need 
for specific evaluation for indicating PC: 
Advanced Age, Multiple Comorbidity 
Association, reports of the family concerning 
greater dependence on third parties for 
accomplishment of the basic activities of 
daily life, significant worsening of food intake, 
and recurring infections and/or difficult 
treatment, alcoholism, and smoking7.

It is important to highlight that the scales, 
including PCST, do not take into account 
only the diseases that the person has. 
Functionality, history of hospitalizations, 
and even decision-making capacity are 
other similarly important criteria that are 
usually better known by continuing care 
teams, reinforcing the PHC's ability to be 
part of and improve care at the end of life3.

The study presents limitations regarding 
the generalization of results for contexts 
with distinct population characteristics. 
Another limitation consists of the absence 
of data concerning the time between 
diagnosis and death among 54.8% (n = 85), 
the death site for 12.9% (n = 20), smoking 
for 74.2% (n = 115), alcoholism for 83.2% 
(n = 129), and palliative care eligibility for 
54.2% (n = 84). Of the patients analyzed 
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in this study, 8.4% (n = 13) were active 
smokers and 9% (n = 14) were ex-smokers 
which represent 67.5% of the valid cases. 
In studies that address chronic obstructive 
pulmonary disease (COPD), this was the fifth 
major cause of reported death, and smoking 
was related to almost every other cause. 
Risk stratification in COPD and mortality 
shows that predictive scores can be simple, 
incorporate important clinical variables into 
specific comorbidities, significantly improve 
the predictability of problems, and improve 
performance of therapeutic activities20.

Regarding the time between diagnosis 
and death, excluding the 85 cases without 
information, it was found that 52.8% (n = 37) 
had a time exceeding 5 years, which shows 
that most of these patients did not have their 
PC activated by the PHC in time to organize 
a care plan. One justification would be for 
the patient to be accompanied by other 
services, especially a hospital. In contrast, 
there was no communication between the 
secondary and tertiary networks with the 
primary netword for joint management of 
the therapeutic project.

An anticipatory care plan increases the 
chance of identifying PC-eligible patients 
and their support core, starting this timely 
care, which positively affects posterior 
outcomes, strengthens the patient and 
family's autonomy, and corroborates shared 
decision-making, while avoiding invasive 
measures that would not change the course 
of the disease and increasing the number 
of assisted deaths in community services or 
even at home13,14. Analyzing the publication 
of Brownlee et al., the excessive use of 
aggressive measures at the end-of life is 
short of what would be ideal for palliative 
care at this stage21. It is noteworthy that 
the artificial extension of life refers to 
the contraindication of cardiovascular 
resuscitation, orotracheal intubation, and 
ICU referral (in the case of patients allocated 

in hospital wards).
Among all the care analyzed, only 

those linked to a palliative care service 
had professional meetings and family 
reception records. The terminality process 
was addressed by other specialties near the 
date of death or only if comfort measures 
were enlisted. Family reception aimed at 
the person-centered approach makes room 
for the patient and family to share decision-
making, aligning expectations, assisting 
care, and welcoming those involved22.

The discussion of the place of death is 
a matter pertinent to the end of life. Dying 
at home is the preferred place of most of 
the world's population, and of the Brazilian 
population (65%)3,7,9,23. However, half or 
more die in hospitals (with large regional 
variations)7,8,24. In this study, of 135 patients 
evaluated, 80% (n = 108) died in the 
hospital. Of the 27 patients who died at 
home, less than half (n = 12) were tied with 
the healthcare center.

It is important to emphasize the 
growing incentive of Brazilian public health 
policies regarding home care. Both home 
management of chronic non-communicable 
diseases and palliative care precepts are 
well defined and structured in theory by 
the Ministry of Health ordinances. The 
three modalities of home care (AD1, 
AD2, and AD3) cover PC in their various 
complexities25. PHC fits the AD1 modality 
and if well managed is capable of remedying 
most of the demands of palliative patients 
efficiently concerning the treatment of 
symptoms such as pain, anxiety, depression, 
and weakness26.

Among the patients with PCST scores of 
greater than or equal to 4 with descriptions 
in medical records that they were not 
assisted by the hospital palliative care team, 
there is no record on the preference of the 
patient and family members regarding the 
place of death. Among the gaps in patient 
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care among care levels, not discussing 
possibilities of the place of death and user 
preference to occur at home is one of 
them25,26.

Home visits and the involvement of family 
and community doctors (FCD) improve the 
quality of care by knowing the reality of the 
patient and family dynamics. To welcome 
and enable the family and caregiver, 
prevent, treat, or respond more quickly to 
clinical demands brings benefits to both the 
patient and the optimization of the use of 
the healthcare services network. Home visits 
by FCD to patients in a terminal state of 
cancer in a population of Canada decreased 
by 15% the number of hospitalizations in 
general hospitals23. In addition, the quality 
of care and the place where it is performed 
also becomes significant for the mourning 
process experienced during the illness and 
after the patient's death7,27.

The skills-based curriculum is a strategy 
for inserting PC during medical education. 
The pillars of this proposal are to know 

the precepts and principles of the PC, 
to understand the aging process and the 
epidemiological-demographic transition in 
Brazil, to properly handle the diagnosis and 
treatment of the most prevalent chronic 
diseases, and to provide verification of 
death19.

From the results of this study, it was 
realized that the basic skills necessary for 
FCD on the subject need to be developed 
through training and teaching strategies 
that prioritize practices, since there is the 
demand for this type of assistance by the 
population. This material is expected to 
be a subsidy for reflections inherent to the 
theme and to foster expanded discussions 
about the need for PHC qualification and 
better user service. A PHC that is capable 
of putting into practice its theoretical 
principles can create an ideal interface with 
secondary and tertiary levels and, thus, 
builds better care dynamically and in stride 
with progressive improvements at all ends 
of the healthcare system.

CONCLUSION

This study sought to analyze data on 
the mortality that occurred in VFPHC-CHG 
patients and verify how many of these would 
be eligible for PC. The results reflect the 
need to perfect the policies of healthcare 
in the care network regarding the scarcity 
of active search, systematized tools for care 
practice, team training, lack of physical 
resources, and lack of references of hospital 
services with PC teams.

The organization of protocols for the 
application of scales and identification of 
patients with eligibility criteria, planning and 
coordination of multiprofessional care, as 
well as the reception of the family together 
are necessary measures for effective 

implementation of these precautions in PH.
Strengthening in PH reduces complications 

attributed to long hospitalizations, early 
discharge, reduction of public spending, and 
especially a quality of life for the patient. 
The organization of public health policies 
aimed at access, organization of qualified 
human resources, and well-established 
programmatic actions, with technical and 
human multiprofessional training, are 
fundamental elements for a cohesive end-
of-life healthcare network and committed to 
ethics and the dignity of a human person.

It is concluded that the profile of people 
with diagnosis for more than five years of 
the disease that resulted in death could have 
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been observed more carefully by primary 
healthcare teams regarding palliative care, 
thus increasing active searches in the 

territory, and seeking to establish more 
effective communication with hospitals, 
especially in the transfer of care.

Conceptualization: Bastos, JMC; Imthon, MO; Pinheiro, PL. Methodology: Bastos, JMC; Klug, D. Validation: Klug, D; Santos, EC. 
Statistical analysis: Klug, D. Formal analysis: Klug, D; Santos, EC. Research: Bastos, JMC; Imthon, MO; Pinheiro, PL. Resources: Santos, 
CE; Jotz, GP. Writing-preparation of the original draft: Bastos, JMC; Imthon, MO; Pinheiro, PL. Writing-revision and editing: Bastos, JMC; 
Klug, D; Santos, EC. Visualization: Bastos, JMC; Imthon, MO; Pinheiro, PL; Saavedra, LP; Klug, D; Santos, CE; Jotz, GP. Supervision: 
Santos, CE; Jotz, GP. Project administration: Santos, CE; Klug, D; Jotz, GP.

All authors read and agreed with the published version of the manuscript.

Author Statement CREdiT

ACKNOWLEDGMENTS: We thank the Conceição Hospital Group for the opportunity to produce healthcare knowledge. 
To the physicians and preceptors, Elisabeth Nader and Marilaine Bertol, for their encouragement to research and trust 
in our efforts.

REFERENCES

1. Malta DC, Andrade SSCA, Oliveira TP, Moura L, Prado RR, Souza MFM. Probabilidade de morte prematura por doenças 
crônicas não transmissíveis, Brasil e regiões, projeções para 2025. Rev Bras Epidemiol. 2019; 22; 1-13. https://doi.
org/10.1590/1980-549720190030
2. Duncan BB, et al. Doenças crônicas não transmissíveis no Brasil: prioridade para enfrentamento e investigação. Rev Saúde 
Pública. 2012; 46(suppl 1): 123-134. https://doi.org/10.1590/S0034-89102012000700017
3. Clara MGS, Silva VR, Alves R, Coelho MCR. Escala Palliative Care Screening Tool como instrumento para indicação de cuidados 
paliativos em idosos.  Rev Bras Geriatr Gerontol. 2019; 22(5): 1-10. https://doi.org/10.1590/1981-22562019022.190143
4. Rodrigues MM, Alvarez AM, Rauch KC. Tendência das internações e da mortalidade de idosos por condições sensíveis à 
atenção primária. Rev Bras Epidemiol. 2019; 22; 1-11. https://doi.org/10.1590/1980-549720190010
5. Brasil. Plano de Ações Estratégicas para o Enfrentamento das Doenças Crônicas e Agravos não Transmissíveis no Brasil 
2021-2030. Ministério da Saúde, Secretaria de Vigilância em Saúde, Departamento de Análise em Saúde e Vigilância de 
Doenças Não Transmissíveis. 2021. http://bvsms.saude.gov.br/bvs/publicacoes/plano_enfrentamento_doencas_cronicas_
agravos_2021_2030.pdf
6. Radbruch L, et al. Redefining Palliative Care-A New Consensus-Based Definition. J Pain Symptom Manage. 2020; 60(4): 754-
764. https://doi.org/10.1016/j.jpainsymman.2020.04.027
7. Castilho RK, Silva VCS, Pinto CS. Manual de cuidados paliativos da Academia Nacional de Cuidados Paliativos (ANCP). 3ª 
ed. Rio de Janeiro: Atheneu; 2021.
8. Marcucci FCI, et al. Identification and characteristics of patients with palliative care needs in Brazilian primary care. BMC 
Pall Care. 2016; 15(1): 1-10. http://www.doi.org/10.1186/s12904-016-0125-4
9. Finkelstein EA, et al. Cross Country Comparison of Expert Assessments of the Quality of Death and Dying 2021. J Pain 
Symptom Manage. 2022; 63(4): 419-429. https://doi.org/10.1016/j.jpainsymman.2021.12.015
10. Justino ET, Treméa E, Kasper M, Santos KS. Os cuidados paliativos na atenção primária à saúde: scoping review. Rev Latino-
Am Enfermagem. 2020; 28; 1-11. https://doi.org/10.1590/1518-8345.3858.3324
11. Ribeiro JR, Poles K. Cuidados Paliativos: Prática dos Médicos da Estratégia Saúde da Família. Rev Bras Educ Med. 2019; 
43(3): 62-72. https://doi.org/10.1590/1981-52712015v43n3RB20180172
12. Souza HL, Zoboli ELCP, Paz CRP, Schveitzer MC, Hohl KG, Pessalacia JDR. Cuidados paliativos na atenção primária à 
saúde: considerações éticas. Rev Bioética. 2015; 23(2): 349-59. http://dx.doi.org/10.1590/1983-80422015232074
13. Afshar K, et al. Optimal care at the end of life (OPAL): study protocol of a prospective interventional mixed-methods study 
with pretest-posttest-design in a primary health care setting considering the view of general practitioners, relatives of deceased 
patients and health care stakeholders. BMC Health Serv Res. 2019; 19(1): 1-11. https://doi.org/10.1186/s12913-019-4321-9
14. Urquhart R, et al. Stakeholders' views on identifying patients in primary care at risk of dying: a qualitative descriptive study 
using focus groups and interviews. Br J Gen Pract. 2018; 68(674): e612-e620. http://www.doi.org/10.3399/bjgp18X698345
15. Kamal AH, Currow DC, Ritchie CS, Bull J, Abernethy AP. Community-based palliative care: the natural evolution for

Mundo Saúde. 2023,47:e13192022

DOI: 10.15343/0104-7809.202347e13192022I



Received: 08 may 2022.
Accepted: 06 january 2023.
Published: 02 march 2023.

palliative care delivery in the U.S. J Pain Symptom Manage. 2013; 46(2): 254-264. http://www.doi.org/10.1016/j.
jpainsymman.2012.07.018
16. Brasil. Resolução nº 41, de 31 de outubro de 2018. Dispõe sobre as diretrizes para a organização dos cuidados paliativos, 
à luz dos cuidados continuados integrados, no âmbito Sistema Único de Saúde (SUS). https://bvsms.saude.gov.br/bvs/
saudelegis/gm/2018/cit0041_23_11_2018.html
17. Silva MLSR. O papel do profissional da Atenção Primária à Saúde em cuidados paliativos. Rev Bras Med Fam Comunidade. 
2013; 9(30): 45-53. https://rbmfc.org.br/rbmfc/article/view/718
18. Shadd JD, Burge F, Stajduhar KI, Cohen SR, Kelley ML, Pesut B. Defining and measuring a palliative approach in primary 
care. Can Fam Physician. 2013; 59(11): 1149-1150. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3828085/pdf/0591149.
pdf
19. Gryschek G, Pereira EAL, Hidalgo G. Médicos de Família e Cuidados Paliativos: contribuições ao currículo baseado em 
competências. Rev Bras Med Fam Comunidade. 2020; 15(42): 1-7. https://doi.org/10.5712/rbmfc15(42)2012
20. Bloom CI, Ricciardi F, Smeeth L, Stone P, Quint JK. Predicting COPD 1- year mortality using prognostic predictors routinely 
measured in primary care. BMC Medicine. 2019; 17(73): 1-10. https://doi.org/10.1186/s12916-019-1310-0
21. Brownlee S, et al. Evidence for overuse of medical services around the world. Lancet. 2017; 390(10090): 156-168. http://
www.doi.org/10.1016/S0140-6736(16)32585-5
22. Sanderson CR, Cahill PJ, Phillips JL, Johnson A, Lobb EA. Patient-centered family meetings in palliative care: a quality 
improvement project to explore a new model of family meetings with patients and families at the end of life. Ann Palliat Med. 
2017; 6(2): 195-205. https://apm.amegroups.com/article/view/16789/html
23. Almaawiy U, Pond GR, Sussman J, Brazil K, Seow H. Are family physician visits and continuity of care associated with 
acute care use at end-of-life? A population-based cohort study of homecare cancer patients. Palliat Med. 2014; 28(2): 176-183. 
http://www.doi.org/10.1177/0269216313493125
24. Paz CRP, Reis JDP, Campos ELPZ, Souza HL, Ferreira GG, Schveitzer MC. New demands for primary health care in Brazil: 
palliative care. Invest Educ Enferm. 2016; 34(1): 46-57. http://www.doi.org/10.17533/udea.iee.v34n1a06
25. Brasil. Resolução nº 825, 25 de abril de 2016. Redefine a Atenção Domiciliar no âmbito do Sistema Único de Saúde (SUS) 
e atualiza as equipes habilitadas. https://bvsms.saude.gov.br/bvs/saudelegis/gm/2016/prt0825_25_04_2016.html
26. Ornstein K, et al. Reduction in Symptoms for Homebound Patients Receiving Home-Based Primary and Palliative Care. J 
Pall. Medicine. 2013; 16(9): 1048-1059. https://doi.org/10.1089/jpm.2012.0546
27. Miyajima K, et al. Association between quality of end-of-life care and possible complicated grief among bereaved family 
members. J Pall. Medicine. 2014; 17(9): 1025-1031. http://www.doi.org/10.1089/jpm.2013.0552

Mundo Saúde. 2023,47:e13192022

DOI: 10.15343/0104-7809.202347e13192022I


