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CHAPTER 4 

                    

AN ANALYSIS OF THE MEDICAL, PSYCHOLOGICAL AND SOCIO-
DEMOGRAPHIC CHARACTERISTICS OF PATIENTS ENROLLING 
IN A PALLIATIVE HOME CARE PROGRAM IN ROMANIA 
 

Luminita Dumitrescu, Marinela van den Heuvel-Olaroiu 

 

Submitted 

 

Abstract 

 
Palliative care at home is a new service in Romania. The aims of this 

study are to describe the medical and health status of patients who are enrolled 
in such a program and to analyze which medical, psychological and socio-
demographic factors are related to their functional health status. 

129 patients were enrolled in a new palliative care program. These 
patients were cared for at home by five teams trained in palliative care areas. 
Data were collected upon admission of the patients by the coordinating general 
practitioners using a registration form to assess patients’ characteristics. 
Statistics included frequencies, bi-variate analysis and stepwise linear 
regression analysis. 

The results show that social support was available for most of the 
patients. 68% of the patients reported 11 symptoms or more. Pain management 
was the most frequent problem. Social support was stronger in rural areas 
compared to urban ones. The functional health status of most patients was poor 
and 53% reported psychological problems. The regression analysis showed a 
significant relationship between the functional health status, area of residence 
and number of symptoms. It was clear that almost all the enrolled patients had 
major medical problems and about half of them also had psychological 
problems. 
 
Keywords: symptoms, pain, palliative care at home, co-morbidity, urban/rural, 
social support 
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4.1 Introduction 

 

The number of patients in need of palliative care in Romania is much larger 

than the services currently being offered can handle.1 Until recently palliative care 

at home was a non-existent service.2 In 2002 an innovative service was introduced 

to offer palliative care in the home, mainly for cancer patients.3 Data on patients in 

need of palliative care is not currently available in Romania. Such data are 

important because not only do they specify the condition the patients are in and the 

care and support they need, but they also show what expertise and skills members 

of the palliative care team should possess. 

International literature shows that palliative care at home may result in an 

acceptable quality of care and quality of life, but no data are currently available 

from Romania.4,5,6,7 Symptom management is an issue which is extremely important 

to both patients and family.8 Many studies describe the prevalence of the symptoms 

of patients during their participation in a palliative care program, with symptoms 

like anorexia, asthenia, dry mouth, confusion, constipation, dyspneea, pain, 

delirium and vomiting being frequently reported.9,10 

Less is known about the symptoms at the moment when patients are 

initially assessed for enrollment in a palliative care program. Potter showed that 

the prevalence of patient’ symptoms on first referral to different palliative care 

services. Heedman and Strang assessed the symptoms of cancer patients 

admitted to a hospital-based home care program.11,12 How these symptoms 

relate to other characteristics, such as medication, co-morbidity and the physical 

and psychological status of the patient, is not studied frequently. It is important 

to pay attention to such relationships when patients are enrolled in palliative 

care since they determine the need for care and support and provide an 

indication of the risk of complications. Knowledge about the relationship 

between these characteristics facilitates the assessment of the need for medical, 

psychological and spiritual support.10 
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Most people want to live as independently as possible, together with their 

loved ones, even if they have a terminal disease. Therefore, the functional health 

status of the palliative care patient is important not only because dependent patients 

need more care, but also – and more importantly – because independence improves 

the autonomy and quality of life of the patients and their families. 

This article addresses the following question: what is the medical status 

and health condition of patients enrolled in a palliative home care service and which 

medical, psychological and socio-demographic factors are related to the functional 

health status of these patients? The specific questions to be answered are: 

1. What are the socio-demographic characteristics of the assessed 

patients? 

2. What diagnosis, symptoms and co-morbidity do these patients have? 

3. What is the physical and psychological condition of the assessed 

patients? 

4. What is the relationship between the functional health status on the one 

hand and the medical, psychological and socio-demographic 

characteristics on the other hand?  

This study will make it possible to describe the state of health patients 

are in and the needs they have when they are enrolled in a palliative home care 

program in Romania and to compare this with the situation in other countries 

through available relevant research.  

 

4.2 Methods 

 

Enrollment  

  

To deliver palliative care at home, five multidisciplinary teams were 

established in two regions of South Romania. Three teams worked in an urban 

area and two teams in a rural area. Each team had a general practitioner (GP) as 
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coordinator, an oncologist as consultant, and two-three nurses and/or social 

workers The way the teams were selected and trained is described elsewhere.3 

The patients to be enrolled in the study were selected using the 

following criteria: 

 

• patients with cancer in advanced stages where curative treatment was 

no longer possible, or patients in a terminal state. Later, patients with 

other diseases such as dementia or organ deficiency were also included 

at their own request; 

• a prognosis forecasting the patient’s death within nine months; 

• the patient’s domicile was in the team’s action area; 

• the patients and/or their families gave written consent for the palliative 

care; 

• assured cooperation with the doctor treating the patient; 

 

A total of 157 patients meeting the selection criteria of diagnosis and 

prognosis were referred to the palliative care teams by the oncologists between 

October 2002 and September 2004. No precise data is available about the total 

number of patients who could have been enrolled, since reliable information on 

the number of patients registered as having cancer does not exist in Romania. 

The palliative care teams, i.e. the coordinator being general practitioner, applied 

the additional selection criteria. Whilst some patients refused the treatment, 19 

patients could not be included for reasons such as distance and work 

commitments. Informed consent was requested from each patient and their 

family. This was not provided in four cases because the family did not want the 

patient to know the diagnosis and/or the prognosis of the disease. Five families 

were not included because they expected financial help. In this study, data for 

129 patients was used. 
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Registration 

 

A registration form was developed to record the basic data for each 

patient enrolled in the service. This registration form was based on a range of 

international registration forms and data reported in palliative care studies. The 

draft registration form was discussed with the members of the five at-home 

palliative care teams and modified to suit conditions in Romania. The form 

included: demographic characteristics; medical data (such as diagnosis, 

medication, disease duration); the presence of symptoms and complications 

(including duration and severity, when they could be reliably assessed); the 

social support given to patients and their psychological characteristics. 

The registration form was filled in by the team coordinator (a general 

practitioner) during the assessment, leading to the enrollment of the patient in 

the program. The coordinator questioned the patient about disease history, 

treatment, and so on. He also carried out a physical examination to check the 

health status and condition of the patient. All symptoms were assessed 

according to a checklist. The intensity of each symptom was assessed by the 

patient on a ten-point scale. Functional health status, mental health, including 

MMSE, and social support were assessed through a set of closed questions 

commonly used in other medical investigations. Patients were also asked about 

other problems or needs through open questions. Additionally, the care process 

and treatment provided by the palliative care team were recorded on another 

form after the patient had started to participate in the palliative care program. 

This form recorded nurses’ and physicians’ activities and physiological 

parameters. 
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Variables 

 

The dependent variable in this study was the “functional health status”. 

It was measured on a five-point scale varying from 1 “all activities may be 

executed by the patient without restriction” to 5 “patient needs permanent care 

and is immobilized”. After describing the type of symptoms, diagnosis and 

metastases, these variables were quantified as the number of symptoms and the 

number of metastases for the regression analysis. Psychological status was 

based on the MMSE. Socio-demographic data was measured in the standard 

way and occasionally condensed for statistical analysis. 

 

Statistics 

 

The recorded data was entered in a database and analyzed using the 

SPSS statistical software package, version 12.0. First, frequencies were 

described. After a bi-variate analysis between the variables, stepwise linear 

regression analysis was executed to identify the most powerful variables related 

to functional health status. Statistical significance was set at p< .05. 

 

 

4.3 Results 

 
The acceptance of the patients to the program was decided after the 

initial consultation by the coordinator. Next a care plan was developed and 

accordingly delivered by the at-home palliative care team. The initial 

consultation was made at the patient’s domicile in 91% of the cases (117 

patients). Four percent (five patients) of the patients were initially consulted in 

hospital and five percent (7 patients) at the coordinator’s office. 
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Socio-demographic data  

 

Gender distribution was about equal among the enrolled patients (see 

Table 1). Predictably, mostly elderly patients were enrolled in the service (86% 

over 50 years). 

The average age was 66.7 years. Less than half (40%) of the patients, lived 

in a rural area. Most patients lived at home and not alone (74%). Almost one quarter 

of the patients was widowed; this number was significantly higher in urban areas 

than in rural areas. The majority of the patients were very poor (67%) with an 

income under the average wage (i.e. 50 euros per month in 2002).  

 

 

 
Table 1 – Demographic data of the participating patients 

Characteristic Number of 
patients (%) 

Gender  
Man 62(48%) 
Woman 67(52%) 

Age  
< 50 years 19 (15%) 
51-65 years 41 (32%) 
> 65 years 69 (54%) 

Place of living  
Patients in rural area 51 (40%) 
Patients in urban area 78 (60%) 

Living situation  
Lives at home, alone 18 (14%) 
Lives at home, not alone 96 (74%) 
Lives at another place (with friends, family) 15 (12%) 

Marital status  
Married 87 (67%) 
Widowed 29 (23%) 
Other situation 13 (10%) 

Monthly income  
Income < 25 euros 19 (15%) 
Income 25-50 euros 67 (52%) 
Income 50-75 euros 30 (23%) 
Income > 75 euros 13 (10%) 
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Functional health status 

Three quarters of the patients were restricted in most activities; over 

half of these patients needed permanent care. Only a few patients declared that 

they could do all activities (see Table 2). Ten percent of the patients were able 

to do easy work. 

 
Table 2. Functional level/need help of the patients, when they enrolled 
in the palliative care programme 

Level of activities Number of 
patients (%) 

can do all activities, without restriction 2 (2%) 
restrictions for hard activities, but capable to do easy 
works 

12 (10%) 

capable to care for himself, but not to do activities, more 
than half of a day 

20 (16%) 

very difficult to take care for himself and for more than 
half a day  in bed or wheelchair 

41 (32%) 

need permanent care, is immobilized in bed or 
wheelchair 

54 (42%) 

 

Social support 

 

The majority of patients (90%) had social support: 48% (62 patients) of 

the patients received support from their children; 19% (25 patients) from one 

family member; and 23% (29 patients) from more relatives. Only 10% (13 

patients) did not receive any social support. When asked what kind of help the 

patients (and their family members) hoped for, 60% patients (70 patients) 

indicated they wanted professional help (i.e. medical, nursing, care), 32% (41 

patients) psychological help and 42% (54 patients) spiritual help. 

 

Medical data 

 

The illnesses treated by the teams were mostly oncological diseases 

(92%), with only 10 patients diagnosed with another disorder, such as organ 

deficiency or dementia (see Table 3). For men, the most common diagnosis was 
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pulmonary cancer (13 patients) and the second most common colon cancer (10 

patients). For women, breast cancer (15 patients) and cervical/uterus cancer (14 

patients) were the most common. 

 

 

 

 
Table 3 – Diagnosis of patients at enrollment in the palliative care 
program 

Diagnosis Number of 
patients (%) 

Patient with 
metastasis (%) 

Lung / bronchia cancer 20 (15%) 13 (65%) 
Colon / sigmoid / rectum cancer 16 (12%) 11 (69%) 
Breast cancer 15 (12%) 13 (87%) 
Cervical / uterus cancer  14 (11%) 8 (57%) 
Pancreas / liver / liver bladder cancer          12  (9%) 8 (67%) 
Esophagi / stomach cancer         11 (9%) 10 (91%) 
Head / neck cancer 6 (5%) 2 (33%) 
Brain cancer 5 (4%) 2 (40%) 
Leukemia 3 (2%) 2 (67%) 
Ovarian cancer 3 (2%) 3 (100%) 
Melanoma 2 (2%) 1 (50%) 
Genital-urinary tract cancer 2 (2%) 1 (50%) 
Melanoma 1 (1%) 0  
Other sites in the body 5 (4%) 4 (80%) 
Unknown primary tumor 4 (3%) 3 (75%) 
Non-oncological diseases 10 (8%)  

 

 

 

Metastasis was found in 64% (83) of the patients. Most frequent 

metastases were lung (13 patients), breast (13 patients), peritoneal (11 patients), 

hepatic (10 patients) and bone metastases (7 patients). Metastases were 

relatively most often found in patients with ovary cancer, stomach cancer and 

breast cancer.. Other diseases included organ deficiency or dementia. 

Co-morbidity was registered in 91% (117) of the patients (see Table 4); 

cardiac problems were most frequently mentioned (40 patients). 
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Table 4. Co-morbidity at enrollment in the 
palliative care program 

Co-morbidity Number of patients (%) 
Oncological 22 (17) 
HIV / AIDS                                    3 (2) 
COPD 17 (13) 
Neurology 14 (11) 
Cardiac 40 (31) 
Sugar diabetes                                  11 (9) 
Other co-morbidities 62 (38) 

 

 

The most frequently recorded symptoms are presented in Table 5. The 

percentage of these symptoms is notably high. 

At the first consultation, the most frequently described symptoms were 

pain, loss of weight, fatigue and loss of appetite (all over 80%). Given the high 

percentage of each symptom, it is clear that most patients had a high number of 

symptoms. Indeed, it was found that 31% reported more than 15 symptoms 

while 37% reported 11-15 symptoms. 

 
Table 5. Top 10 symptoms of the patients 
at enrollment in the palliative care 
program    

 Symptoms Number of 
patients (%) 

1 Pain 116 (90%) 
2 Loss of weight 115 (89%) 
3 Fatigue 110 (85%) 
4 Loss of appetite 107 (83%) 
5 Dry skin 85 (66%) 
6 Dry mouth 81 (63%) 
7 Nausea 80 (62%) 
8 Breathing problems 75 (58%) 
9 Dizziness 72 (56%) 
10 Urinary problems 53 (41%) 

 

The amount of medication prescribed to treat symptoms was high, as 

might be expected given the high number of symptoms (see Table 6).  
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Table 6. Type of medication and pain medication prescribed 
for patients when they enrolled in the palliative care program 

Medication Number of prescriptions 
Curative medication 30 
Symptomatic medication 116 
Adjuvant medication 90 
  

Medication prescribed for pain Number of prescriptions 
Analgesic medication 70 
Anti-inflammatory medication 36 
Morphine-derivative medication 61 
Morphine 4 
Combinations of medications 20 

 

The medication used by the patient when s/he started to participate in 

the program was prescribed by the oncologist in 73% of the cases and only in 

5% by the family doctor. About one quarter (23%) were curative prescriptions. 

Most medication was prescribed for pain treatment. The percentage of morphine 

is rather low due to restrictions in prescribing it. 

 

Psychological status 

 

At the first consultation 53% (69 patients) of the patients reported 

psychological problems (symptoms of anxiety and depression), 47% (60 

patients) did not express such problems or stated explicitly that they had no 

psychological problems (8 patients). 

 

Relation of functional health status to medical data, psychological and 
socio-demographic characteristics 
 

Bi-variate analysis of the functional health status with the independent 

variables showed significant associations (chi square or Pearson correlations) 

between the number of symptoms (r=.282 p<.001) and urban/rural living (chi 

square 14.822, df 3; p<.002). 
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A linear stepwise regression analysis was carried out including not only the 

significant relationships, but also other dependent variables which were 

correlated to control unexplained effects. The analysis showed that the two most 

significant bi-variate variables associated with functional health status were the 

number of symptoms, followed by living in a rural/urban area (see Table 7). 

 
Table 7. Linear step-wise regression analysis with functional health status as 
dependent variable at enrollment in the palliative care program 

Non-
standardized 
coefficients 

Standa
rdized 
coeffic
ients 

95% Confidence 
Interval for B Model 

B Std. 
Error 

Beta 

t Sig. 

Lower 
Bound 

Upper 
Bound 

Constant 
Residence of 
patients 

1.640 
.321 

.242 

.144 
 

.194 
6.766 
2.224 

.000 

.028 
1.160 
.035 

2.119 
.607 

Constant 
Residence of 
patients 
Age 
Marital status 
Psychological 
status 

1.830 
.288 

 
-.060 
.071 

-.065 

.500 

.164 
 

.098 

.107 

.160 

 
.174 

 
-.054 
.059 

-.040 

3.656 
1.763 

 
-.614 
.666 

.-408 

.000 

.080 
 

.541 

.507 

.684 

.839 
-.035 

 
-.253 
-.140 
-.383 

2.820 
.612 

 
.134 
.282 
.252 

Constant 
Residence of 
patients 
Age 
Marital status 
Psychological 
status 
Number of 
symptoms 
Number of 
metastases 

1.597 
.180 

 
-.060 
.076 

-.010 
 

.231 
 

-.073 

.518 

.174 
 

.097 

.106 

.160 
 

.102 
 

.092 

 
.109 

 
-.053 
.062 
.006 

 
.226 

 
-.074 

3.081 
1.038 

 
-.615 
.712 

-.061 
 

2.256 
 

-.797 

.003 

.301 
 

.540 

.478 

.951 
 

.026 
 

.427 

.571 
-.164 

 
-.251 
-.135 
-.327 

 
.028 

 
-.255 

2.623 
.525 

 
.132 
.286 
.307 

 
.434 

 
.109 

 

In the first step, when socio-demographic data was introduced, living in 

a rural/urban area had a significant impact; in the second step no significant 

contribution was found. In the third step medical variables were added, and only 

the number of symptoms contributed significantly to functional health status. 

The total explained variance is rather low, i.e. 8%. 
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4.4 Discussion 

 

Most studies in palliative care analyze the evolution and treatment of 

the disease and the care process after the palliative care has started.11,13,14,15 Only 

a few studies have made an assessment of the health status of the patient before 

palliative care started.12,16 Such an assessment is considered essential in order to 

offer appropriate care. This study shows that such an assessment can 

successfully highlight various problems which need to be taken care of. 

The advanced stages of cancer create a complex symptomatology, and 

indeed this is shown by this study. The average number of symptoms per patient 

was 12.8, the majority (94%) due to neoplastic illness and the minority (6%) 

due to the co-morbidity also reported in other similar research.9,10,17,18 However, 

in another study on patients referred to palliative care services, the average 

number of symptoms was lower (7,1).11 An explanation could be the absence of 

palliative care services in Romania. At the same time, it should be noted that the 

estimated incidence of cancer has increased by 3.6% during the last decade in 

Romania, while most European countries had only an estimated increase of 

approximately 0.5-1% per year.19 Additionally, most Romanians contact their 

doctor in the later stages of the disease, when cure is almost impossible, and 

interventions can incur very high costs. The late call for care is due to the lack 

of awareness of this type of care, the absence of such services in many areas, 

especially in rural areas, and to the belief that cancer is an incurable disease and 

that nothing can be done. 

There is a significant difference between the average number of 

symptoms for patients in urban (14.3) and rural areas (10.4). A large 

discrepancy was also noted in the number of metastases between urban and 

rural areas (in urban areas 74% of the patients reported metastases and in the 

rural areas only 49%. In reality, this difference may not be so large, as patients 

in rural areas have only one option for medical treatment, i.e. their GP’s 
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practice. Thus, diagnostic facilities are limited. Additionally, insufficient 

knowledge about a disease like cancer and limited resources make patients’ 

delays in seeking treatment in rural areas a common pattern. Consequently, the 

data are a reflection of the lack of diagnostic facilities and expertise in rural 

areas. No significant differences in the number of symptoms were observed 

between women and men, which is in line with other studies. Only the 

respiratory symptoms were more prevalent in men compared to women, which 

is also in line with other research findings.13,14 

As expected, pain was the most commonly reported symptom which 

seriously affected the functioning of the patient and which was difficult to treat, 

as shown in other studies.9,10,20,21 Adequate treatment and control for pain can be 

found in most western studies.12 For pain control, only a small proportion of the 

patients (about 16%) followed a course of treatment recommended by 

international palliative medicine protocols, indicating a variety of different 

proportions of analgesics or anti-inflammatory drugs or other medication.22 Pain 

management is a major problem in Romania. This is related to the restrictive 

opioid law on the one hand and to ‘old-fashioned’ specialists who have not 

adopted the WHO’s recommendation on the prescription of analgesics on the 

other hand.2,10 Also, the small number of specialists who are allowed to 

prescribe analgesics prohibits widespread pain management, along with the 

attitude of many patients themselves, who consider morphine to be a synonym 

for death. 

About half of the patients in the study were identified as having 

psychological problems. This was based on an MMSE analysis. No comparable 

data are available to assess the extent of this problem compared to other citizens 

in Romania. We assessed the psychological status of the patient through eight 

specific questions in addition to the MMSE. The patients’ psychological status 

has a great impact on their quality of life. The latter is indicated by the 

relationship between psychological status and social support. Psychological 
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problems are understandably related to the number of symptoms. No difference 

was found between the psychological status of male and female patients, in 

contrast to some other studies, where male patients showed a more aggressive 

response compared to female patients.10 However, a difference was noted in the 

presence of psychological problems between rural patients (25%) and urban 

patients (71%), in line with other studies.10 In Romania, this difference may be 

explained by the lack of facilities in rural areas and beliefs about cancer 

outlined above and by the strong family support in these areas, which is a major 

coping mechanism in life-threatening situations. 

This study showed that the majority of patients enrolled in a palliative 

care service were already being taken care of by family members, as is usual in 

Romania. This does not mean that these patients did not need professional care 

of course. Indeed, most wanted such professional care. This study also 

highlighted the multitude of problems these patients encountered and that the 

last months of their lives were characterized by many needs. Palliative care at 

home is rather new in Romania and is being continuously developed through 

the creation of mobile, multidisciplinary teams. Such teams can provide the care 

which is needed and at a level acceptable in terms of quality and costs. 

Traditionally in Romania, institutions for dying people are not common; 

the Romanian custom has been to care for the dying person at home.2,23 

Developing and providing palliative care at home is an alternative to 

institutional care. Primary health care facilities have an important role in 

supporting and developing this kind of service. Today in Romania, legislation is 

available to develop at-home care services, including palliative care, along with 

the possibility of being reimbursed by the Health Insurance House. 
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