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Abstract

Introduction: Palliative care (PC) is essential for the management of patients with chronic and oncologic 
diseases. In turn, PC requires proper identification of physical needs and symptoms, which can be achieved 
through standardized instruments that allow for a comprehensive assessment of the patients’ current condition. 
Objective: To determine the frequency of unmet physical needs (UMPNs) in patients with chronic cardiovascular 
(CVD) or oncologic diseases treated in the inpatient wards of a university hospital in Popayán, Colombia.
Materials and methods: A descriptive cross-sectional study was conducted in 441 patients with chronic 
cardiovascular disease or cancer as their primary diagnosis admitted to the Hospital San José in Popayán between 
2021 and 2022. The presence of UMPN was determined based on the responses to the 21 items of the Physical 
Symptoms domain of the validated Colombian version of the Sheffield Profile for Assessment and Referral for 
Care (SPARC-Sp) instrument. 
Results. Of the 441 patients, 340 (77.10%) had chronic cardiovascular disease as their primary diagnosis. Pain 
was the most frequent UMPN (56.00%), followed by fatigue (41.95 %), and the feeling of being unable to control 
symptoms (38.09 %). The median UMPN was 4 (IQR: 2-7). The proportion of individuals with UMPN was higher 
in the cancer patient group in 18 of the 21 items. Consequently, cancer patients had more UMPNs (median UMPN: 
7 [IQR: 4-9] vs. 3 [IQR: 1-7]; p<0.001).
Conclusion: Most patients experienced UMPNs, especially in the oncology group, with a significantly higher 
median and a higher proportion of individuals with UMPNs in 18 of the 21 items of the SPARC-Sp.

Resumen 

Introducción. Los cuidados paliativos (CP) son esenciales en el manejo de pacientes con enfermedades oncoló-
gicas o cardiovasculares crónicas. A su vez, los CP requieren la identificación adecuada de las necesidades físicas y 
síntomas, lo cual se puede realizar a través de instrumentos estandarizados que permiten una valoración integral 
de la condición actual de los pacientes.
Objetivo. Determinar la frecuencia de necesidades físicas no satisfechas (NFNS) en pacientes con enfermedades 
oncológicas o cardiovasculares crónicas y atendidos en las salas de hospitalización de un hospital universitario de 
Popayán, Colombia.
Materiales y métodos. Estudio transversal descriptivo realizado en 441 pacientes con diagnóstico principal de cán-
cer o enfermedad cardiovascular hospitalizados en el Hospital San José de Popayán entre 2021 y 2022. La presencia 
de NFNS se determinó a partir de las respuestas en los 21 ítems del dominio Síntomas físicos de la versión validada 
en población colombiana del instrumento Sheffield Profile for Assessment and Referral for Care (SPARC-Sp). 
Resultados. De los 441 pacientes, 340 (77.10%) tenían una enfermedad cardiovascular crónica como diagnóstico 
principal. Dolor fue la NFNS más frecuente (56.00%), seguido de sensación de cansancio (41.95 %) y sentir que los 
síntomas no están controlados (38.09 %). La mediana de NFNS fue 4 (RIQ: 2-7). La proporción de individuos en los que 
se determinó la presencia de una NFNS fue mayor en el grupo de pacientes con cáncer en 18 de los 21 ítems. De forma 
consecuente, los pacientes con cáncer tuvieron más NFNS (mediana de NFNS: 7 [RIQ: 4-9] vs. 3 [RIQ: 1-7]; p<0.001).
Conclusión. La mayoría de los pacientes presentaron NFNS, especialmente en el grupo oncológico, con una 
mediana significativamente más alta y una mayor proporción de individuos con una NFNS en 18 de los 21 ítems 
del SPARC-Sp.
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Introduction

Palliative care (PC) refers to the active and comprehensive care of individuals who, 
regardless of age, are severely affected by chronic, progressive, or end-of-life illnesses.1-3 
Its aim is to improve the quality of life of patients, their families, and caregivers by 
preventing and alleviating suffering through early identification, comprehensive 
assessment, and treatment of physical, emotional, social, and spiritual symptoms.1,2 This 
definition acknowledges that PC should be provided based on the patient’s needs rather 
than on the prognosis or stage of the disease, which means that PC is applicable in all 
hospital settings and levels of care, covering both general and specialized care.1,2,4

Timely access to PC is an essential component of health care, as well as a key factor in 
universal health coverage.1-5 However, there are still gaps in health care provision in most 
parts of the world due to various factors,1 such as a lack of awareness of its availability, 
misinformation about the appropriate use of certain medications like opioids, and the 
focus that existing health outcome measures (which are major drivers of health policy and 
investment) have on extending life and productivity, downplaying health interventions 
aimed at relieving pain or avoiding negative impacts on people’s dignity at the end of life.2,3 

Patients with chronic diseases, mainly cancer, cerebrovascular diseases, kidney prob-
lems, and Alzheimer’s, often require PC due to the progressive deterioration of functional 
capacity resulting from these conditions.6-8 Thus, although PC was initially intended to 
alleviate suffering at the end of life, nowadays it is increasingly being used in the early 
stages of illness, with a focus on the needs of the patient and their family, rather than solely 
on numerical and objective tools. The aim is to take into account clinical factors, as well as 
psychological, health, and spiritual needs.7 The systematic and comprehensive assessment 
of symptoms and individual needs in each patient is key to establishing care and treatment 
goals and to promoting shared decision-making in both the short and long term.1

In Colombia, Law 1733 of 2014 regulates health care provided to individuals with 
terminal, chronic, degenerative, and irreversible diseases.9 Nevertheless, there is no 
general consensus on the best way to assess and evaluate the holistic needs of patients 
with advanced chronic diseases, nor is there solid evidence on their use in the hospital 
setting. In view of the above, the Ministry of Health and Social Protection, through the 
Clinical Practice Guideline for Palliative Care, established that the Edmonton Symptom 
Assessment System (ESAS-r) and the Rotterdam Symptom Checklist can be used to assess 
symptoms in the context of studies evaluating the impact of palliative care.10

Similarly, although progress has been made in the implementation of PC programs in the 
country, according to the Colombian Palliative Care Observatory,11 there is no information on 
the needs perceived by these patients, which makes it difficult to develop effective detection 
and intervention strategies. This gap is particularly evident in the systematic assessment 
of these needs using structured instruments in hospitalized patients with chronic diseases, 
especially cardiovascular diseases, despite the fact that they, together with cancer, are 
important contributors to the burden of disease, disability, and mortality in the region.12,13

In clinical practice, there are several situations that contribute to the underreporting of 
intensity and occurrence of symptoms and patient needs, which differs from patients’ self-per-
ception, especially cancer patients.14 PC requires proper identification of physical needs and 
symptoms, which can be achieved using standardized instruments that permit conducting 
a comprehensive assessment of the patients’ current condition, such as patient-reported 
outcome measures (PROMs) and patient-reported experience measures (PREMs).15-17 

PROMs and PREMs are questionnaires used to collect information about patients’ 
perceptions of their health. Their implementation in clinical practice allows modifying 
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treatment goals and supporting patients and their families in accordance with their 
individual values and preferences.16,17 In this regard, the Sheffield Profile for Assessment 
and Referral for Care (SPARC-Sp) questionnaire, validated for use in the Colombian 
population,18,19 is a PROM that comprehensively assesses the unmet holistic needs of 
patients on PC across the country in multiple domains.20 

In view of the above, the objective of this study was to determine the frequency 
of unmet physical needs (UMPNs) in patients with chronic cardiovascular (CVD) or 
oncologic diseases treated in the inpatient wards of a university hospital in Popayán, 
Colombia. It should be noted that this study specifically aimed to identify the presence 
of UMPNs in the 21 items of the “Physical Symptoms” domain of the SPARC-Sp, which 
includes symptoms such as pain, fatigue, dyspnea, and persistent discomfort, in order to 
focus the analysis on the most common and objectifiable manifestations of these patients 
while receiving hospital care.

These results are intended to further elaborate on the early and comprehensive identifi-
cation of these patients’ needs to facilitate the implementation of PC-based interventions 
with a holistic approach.

Materials and methods 

Study type 

Descriptive cross-sectional study.

Study population and sample 

The study population included patients with chronic oncologic or cardiovascular diseases 
as their primary diagnosis treated in the inpatient wards (medical or surgical) of the 
Hospital Universitario San José (tertiary care center) in Popayán between June 2021 and 
July 2022. To determine whether a patient had a chronic cardiovascular disease, we used 
the definitions provided by the World Health Organization (WHO) and the Centers for 
Disease Control and Prevention (CDC) (conditions lasting ≥1 year and requiring ongoing 
medical care and/or limiting activities of daily living).21,22

It is worth pointing out that although the study population stems from the 507 patients 
who participated in the validation of the Spanish version of the SPARC instrument in the 
Colombian context,18,19 it does not include all of them (patients with a primary diagnosis 
of chronic disease, including cardiovascular, cerebrovascular, pulmonary, metabolic, and 
oncological diseases, among others). Since the present study only considered patients 
with oncologic diseases (at any stage) or chronic cardiovascular diseases as their primary 
diagnosis, data from 441 patients who met these eligibility criteria (n=340 and n=101, 
respectively) were analyzed.

It should also be noted that the study from which the data on these 441 patients was 
obtained did not include individuals with symptomatic brain metastases, uncontrolled 
psychological conditions, cognitive impairment, or those who were unable to communi-
cate effectively with the researchers.

Procedures, data collection, and variables 

A data collection form (Annex 1) was used to gather the information obtained from the 
review of the medical records and the information directly provided by the patients 
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during the administration of the SPARC -Sp. Data included biological sex, age, ethnicity 
(self-reported), place of residence (urban or rural area), educational level, primary 
diagnosis (chronic cardiovascular disease or cancer), years since diagnosis, presence of 
comorbidities, and functional status according to the Karnofsky Performance Scale. 

The translated and validated version of the SPARC-Sp18,19 instrument for the Colombian 
population was administered individually and on paper during their hospital stay. Even 
though the SPARC-Sp instrument was designed to be completed by the patients them-
selves (self-report), if there were any difficulties reading or understanding one or more 
items, patients could ask for help from the person administering the instrument (duly 
trained research assistants).

Instruments 

The Colombian Spanish version of the Sheffield Profile for Assessment and Referral for 
Care (SPARC-Sp) was used. This instrument was validated at the same health care center 
where the study was conducted,18,19 showing excellent overall internal reliability (α=0.91) 
and domain coefficients between 0.73 and 0.89.18 These metrics support their suitability 
for the multidimensional assessment of palliative needs among inpatients with chronic 
diseases in the Colombian context.

The SPARC-SP has 45 items grouped into 8 domains: Communication and information 
issues (1 item), Physical symptoms (21 items on the presence of pain, nausea/vomiting, 
fatigue, dyspnea, among others), Psychological issues (9 items), Religious and spiritual 
issues (2 items), Independence and activity issues (3 questions), Family and social issues 
(4 questions), Treatment issues (2 questions), and Personal issues (3 questions). 

Of the 45 items, 4 are dichotomous questions (yes/no; included in the domains “Com-
munication and information issues” and “Personal issues”) and the remaining 41 are 
evaluated using a 3-point Likert scale (0: not at all, 1: a little bit, 2: quite a bit, and 3: very 
much) based on the patient’s perception.18,19 The presence of a UMPN is established based 
on the patient’s response to the 21 items of the “Physical Symptoms” domain as follows: 
none or a few: no physical need; considerable or many; presence of a need. Thus, a patient 
may score in the range from 0 to 21 UMPNs. 

The Karnofsky Performance Scale assesses the functional status, ability to perform 
daily activities, and independence of a chronic patient.23-26 While originally designed to 
measure functional status and short-term survival in cancer patients undergoing che-
motherapy,24,27 it is now widely used in patients with chronic diseases or other terminal 
illnesses.23-26,28 This scale has 11 items that vary depending on the patient’s functional 
status from 100 (normal functioning) to 0 (dead); in other words, the lower the score, the 
worse the individuals’ functional status.23-28

Statistical analysis 

Data are described using absolute and relative frequencies for categorical variables, and 
means and standard deviations or medians and interquartile ranges (IQR) for continuous 
variables, depending on the normality of the data (Kolmogorov-Smirnov test and visual 
inspection of distributions using frequency histograms and Q-Q plots).29 

Of note, the distribution of participants’ response options (not at all, a little bit, quite 
a bit, very much) for the 21 items in the Physical Symptoms domain is presented using 
a barplot created with the Likert barplot 2.0 package of the R Version 4.4.2 software,30 
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and the estimate of the frequency of patients who were found to have UMPNs for each 
item (quite a lot or very much) also included the corresponding 95% confidence intervals 
(95%CI). Furthermore, a lollipop plot was used to depict the estimated proportion of 
patients with UMPNs for each of the 21 items in the two groups defined based on diagno-
sis (oncologic diseases vs. cardiovascular diseases). 

Concerning inferential analysis, bivariate analyses (chi-square test and Wilcoxon rank 
sum test) were performed to evaluate differences between groups (patients with cancer 
diagnoses vs. patients with cardiovascular disease diagnoses) regarding the presence of 
comorbidities, the number of UMPNs, and the Karnofsky Performance Scale score. All 
analyses were performed using the statistical software R (version 4.4.2),30 and a statistical 
significance level of p<0.05 was considered.

Ethical considerations 

The study adhered to the ethical principles for biomedical research involving human 
subjects established in the Declaration of Helsinki31 and the scientific, technical, and 
administrative standards for health research set forth in Resolution 8430 of 1993 issued 
by the Colombian Ministry of Health;32 also, according to that resolution, this study is 
classified as a minimal risk research. Likewise, the study was approved by the Ethics 
Committee of the Hospital Universitario San José de Popayán as per minutes FO-ARH-01 
dated May 21, 2021. All patients included confirmed their voluntary and informed partici-
pation by signing informed consent forms. Their personal details were anonymized.

Results 

The mean age of patients was 68 years (SD=14.06), 58.50% were women, 77.56% 
self-identified as mixed-race, and 61.90% came from urban areas. The sociodemographic 
and clinical characteristics of patients are detailed in Table 1.

Table 1. Sociodemographic and clinical characteristics of patients (n=441).

Variable n (%)

Age (mean±SD) 68±14.06

Sex
Female 258 (58.50)

Male 183 (41.50)

Race

Mixed-race 342 (77.56)

White 48 (10.88)

Indigenous 26 (5.89)

Afro-Colombian 25 (5.67)

Area of origin
Urban areas or urban centers 273 (61.90)

Rural areas 168 (38.10)

Educational level

Elementary school 194 (43.99)

High school 141 (31.98)

Technical school 18 (4.08)

University 21 (4.76)

None 67 (15.19)

Primary diagnosis
Chronic cardiovascular disease 340 (77.10)

Chronic cancer 101 (22.90)

Years since primary diagnosis (median (IQR)) 10.78 (3.00-14.00)
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With respect to the presence of comorbidities, 67.35% (n=297) had at least one, and 
25.93% (n=77) of them had ≥2. The proportion of patients with at least one comorbidity 
was higher in the cardiovascular disease group than in the cancer group, with this 
difference being statistically significant (71.18% vs. 54.46%; p=0.002). The median 
Karnofsky Performance Scale score was 80 (IQR: 60-90), with no significant differences 
between groups (80 [IQR: 60-90] vs. 80 [IQR: 70-90]; p=0.8).

Frequency of unmet physical needs 

Pain was the item with the highest proportion of patients in whom a UMPN was identi-
fied (n=247, 56.00%; 95% CI: 51-60), followed by fatigue (n=185, 41.95%; 95% CI: 37-46), 
and sense of having uncontrolled symptoms (n=168, 38.09%; 95%CI: 33-42). Figure 1 
shows the frequency of the four response options for each of the 21 items in the Physical 
Symptoms domain (the information is presented in ascending order based on the propor-
tion of patients who responded “quite a lot” or “very much,” i.e., who presented UMPNs).

Figure 1. Distribution of patients by the 4 response options in each of the 21 items in the Physical 
Symptoms domain of the SPARC-Sp.

The median UMPN score was 4 (IQR: 2-7), and the proportion of individuals for whom 
a UMPN was found (responses “quite a lot” or “very much”) was higher in the cancer 
group for all items of the Physical Symptoms domain, except for urinary incontinence, 
shortness of breath, and memory loss (Figure 2). For example, in the pain category, 
28.70% of cancer patients had a UMPN, while in the cardiovascular disease group, this 
number was 17.92% (Figure 2). Consequently, cancer patients had greater physical needs 
than those with cardiovascular disease, with a significant difference (median physical 
needs: 7 [IQR: 4-9] vs. 3 [IQR 1-7]; p<0.001).
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Figure 2. Proportion of patients for whom an unmet physical need was identified in each of the 21 items of the Physical Symptoms domain 
(patients with cancer vs. patients with cardiovascular disease).
Note: The vertical axis of the lollipop plot includes the 21 items or symptoms assessed with the instrument, while the horizontal axis represents the 
proportion of patients in each group in whom unmet physical needs were identified based on their responses (range 0-30%).
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Discussion 

The early incorporation of PC in the management of chronic diseases, both oncologic and 
non-oncologic, is a paradigm shift in the field of health care. This approach transforms 
the traditional model, which limited the use of PC to the terminal stages of the disease 
towards a broader and more proactive perspective, albeit it requires careful assessment 
of patients’ needs.6,33-36 

In our study, at least half of the sample (patients hospitalized with chronic oncological 
or cardiovascular diseases) had a UMPN, with the most common symptoms being pain, 
fatigue, and feeling that symptoms were not under control. Furthermore, we found 
that, compared to patients with cardiovascular disease, patients with cancer as their 
primary diagnosis have more UMPNs. This difference could be explained by the greater 
symptom burden that cancer patients tend to experience, associated with the accelerated 
progression of certain types of cancer, as well as the adverse effects of treatments such as 
chemotherapy.37-39

As mentioned above, pain was the most frequent UMPN (56.00%), with the proportion 
of patients with a UMPN in this item being higher in the cancer group than in the cardio-
vascular disease group (28.70% vs. 17.92%). In this regard, it has been reported that pain 
is a common symptom in cancer patients, and that up to 40% suffer from chronic pain 
due to inadequate analgesic therapy.37,38,40 

Pain in cancer patients not only impacts their physical function but also contributes 
to a poor quality of life and leads to psychological distress.41 This suggests that, despite 
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existing guidelines for pain management in this population, there is still a significant gap 
in the implementation of effective strategies, reinforcing the need for early and person-
alized interventions. In this regard, the literature emphasizes that early integration of 
PC can significantly contribute to reducing pain and improving patient satisfaction and 
adherence to cancer treatments.42,43

On the other hand, pain associated with cardiovascular diseases involves multiple 
mechanisms, including inflammatory, nociceptive, and neuropathic processes.44 Accord-
ing to the literature, the prevalence of pain in patients with chronic heart failure (CHF) 
varies between 23.1% and 85% and increases as the patient’s functional status worsens.45

Fatigue was the second most common UMPN. This is consistent with the literature, 
which has established that chronic fatigue, defined as an overwhelming sense of tiredness 
that arises without provocation and cannot be relieved by rest,46 is a common symptom 
of many chronic diseases.46,47 Fatigue is a common symptom in cancer patients,37,39 with 
a prevalence ranging from 32% to 90% depending on the stage of the disease in patients 
with advanced cancer.42 This condition is not monitored in clinical practice and, despite its 
profound impact on patients’ quality of life, it is often underestimated.48

Although some symptoms, such as fatigue and sleep disturbances, were common in 
both cancer patients and cardiovascular disease patients, underlying mechanisms and 
clinical manifestations may differ, reinforcing the idea of individualized detection. 

Another noteworthy finding is that between 25% and 35% of patients had a UMPN 
score in the items feeling sleepy during the day, feeling restless and/or agitated, weight 
loss or gain, and sleep disturbances at night. This is consistent with what has been 
described in the literature, in which it has been established that chronic diseases often 
cause poor health outcomes that, in turn, are related to a poor quality of life.49

Cancer and its treatment can cause changes in people’s physical appearance, leading 
to a negative body image and psychosocial issues,39 while sleep disorders are common in 
patients with cardiovascular disease.50,51 In our study, the symptoms “being concerned 
about changes in appearance” and “problems sleeping at night” were rarely reported, 
but in both cases they were more prevalent in the cancer group, which could be related to 
clinical underestimation, self-reporting, or normalization of discomfort, thus raising the 
need for future studies to further explore this difference.

Our results stem from a broad sample of inpatients predominantly diagnosed with 
cardiovascular diseases, offering a perspective closer to the reality of inpatient care and 
underscoring the need to integrate the systematic assessment of the most prevalent 
UMPNs into this level of care.

The detection of UMPNs must be supported by a response from PC services. Although 
evidence of its benefits has focused on cancer (with proven improvements in the control 
of symptoms such as pain, dyspnea, fatigue, and nausea, as well as in quality of life and 
patient satisfaction),37,38,42,43 the implementation of PC in patients with chronic non-on-
cologic diseases is also critical.52 On this point, in a systematic review and meta-analysis 
that included 28 randomized clinical trials (13 664 patients in total, mostly with non-can-
cer diseases), Quinn et al.35 found that, compared with usual care, the implementation of 
PC was significantly associated with less emergency department use, less hospitalization, 
and a slightly lower symptom burden. In this sense, the results of our study, which report 
the frequency and nature of UMPNs, can help plan the implementation of PC for cancer 
and cardiovascular disease patients, especially the latter, because even though we includ-
ed individuals with cancer, most (+70%) had cardiovascular diseases.

This study has several limitations that should be considered. First, convenience 
sampling of patients in a high-complexity hospital may reduce the validity of the results 
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by introducing potential selection biases toward cases with a higher symptom burden, 
although our objective was exploratory and aimed to demonstrate the existence of these 
UMPNs through systematic and standardized methods. Second, for participants with low 
levels of education or visual impairments, it was necessary to administer the instrument 
with assistance, which creates a risk of bias in the interviewer and a social desirability 
bias in the participants, especially on sensitive items such as perception of symptom 
control, memory, or mood; however, to minimize these risks, standardized training 
was provided to interviewers, neutral scripts were used, and privacy and continuous 
supervision were facilitated, although this does not rule out residual bias. Third, its 
cross-sectional and self-report design limits the ability of capturing the temporal vari-
ability of needs during hospitalization. Fourth, the length of the questionnaire may have 
caused respondent fatigue and, therefore, data may be missing. Finally, our analysis was 
based on a comparison between patients with two main diagnostic groups, so it is not 
possible to identify differences by specific diseases; in this regard, future research could 
explore specific differences by disease in greater depth using targeted or  
stratified designs.

Conclusions 

Most patients admitted to a university hospital in Popayán due to cancer or chronic 
cardiovascular diseases presented with UMPNs, with cancer patients being the most 
affected, as the median of UMPNs was significantly higher in this group. Also, in 18 of the 
21 items of the Physical Symptoms domain of the SPARC-Sp, the proportion of patients 
in whom the presence of UMPNs was identified was higher in this group compared to 
the cardiovascular diseases group. Pain was the most common UMPN. The high burden 
of UMPNs, especially in cancer patients, stresses the need to integrate systematic assess-
ments into PC to optimize clinical response and reduce avoidable suffering.
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Annex 1

Data collection form used in the study.
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Annex 2

Spanish version of the Sheffield Profile for Assessment and Referral for Care (SPARC-Sp) 
questionnaire validated for use in the Colombian population.
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