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ABSTRACT  

Background: A high-quality symptom assessment is crucial to providing patient-centered palliative 

care resulting in positive outcomes for patients and their families. 

Objective: To study the symptom burden in elderly male patients receiving palliative care at the 

geriatric palliative care unit; from the patient's, caregiver's, and physician's perspective.  

Subjects and Methods: This cross-sectional study included hundred (100) elderly male patients 

admitted to palliative care unit (due to cancer and non-cancer conditions) and fulfilling the 

recruitment criteria. They were subjected to comprehensive geriatric assessment and detailed 

symptom inquiry utilizing the abbreviated version of Memorial Symptom Assessment Scale 

(MSAS-SF). The study illustrates the most distressing symptoms affecting quality of life from the 

caregiver and the attending physician perspective. 

Results: The most prevalent symptoms were lack of appetite, lack of energy, cough, difficulty 

sleeping and pain. The participants had a mean total MSAS score of 0.54, which mean the average 

the 32 symptom that were investigated. Each symptom is scored out of 4, with possible average 

ranges from 0 (least) to 4 (highest). Participants reported an average of 8 symptoms. From 

caregivers’ perspective, the most distressing symptoms were shortness of breath, pain and decreased 

oral intake. From attending physicians’ perspective, the most distressing symptoms were shortness 

of breath, pain, and decrease oral intake. Patients with Mesothelioma had the highest numbers of 

symptoms. 

Conclusion: Elderly male patients admitted to geriatric palliative care unit experience significant 

symptom burden. Supportive care for patients in palliative care units should be personalized, taking 

into consideration that specific patient’ groups that may require more extensive symptom 

management. 

Keywords: Elderly, palliative care, cancer, memorial symptom assessment scale. 
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INTRODUCTION 

Palliative care is an approach that improves 

the quality of life of patients with life-

threatening illness and their families by 

preventing and alleviating suffering through 

early detection and treatment of pain and 

other physical, psychosocial, emotional 

problems, religious, cultural aspects and 

complex medical legal and ethical issues [1]. 

Patients requiring such care suffer from 

various symptoms of varying frequency and 

intensity, mainly related to neuropsychiatric 

problems, increased social needs, various 

spiritual, religious, and cultural 

considerations, and complex medical legal 

and ethical issues. Symptom control is an 

important part of palliative care and important 

for optimal quality of life [2]. 

Research has shown that patients with all 

types of advanced cancer suffer from a variety 

of and often severe symptoms. Between 11 

and 56 different symptoms were identified in 

two systematic reviews of patients of all ages 

with advanced cancer [3]. 

Most cancer patients experience symptoms 

that vary in frequency and severity depending 

on the type of cancer, stage, treatment, and 

other conditions. Patients usually experience 

more than one symptom at a time [4]. 

Good symptom management is associated 

with improved patient and family quality of 

life, greater treatment compliance, and may 

even offer survival [5]. Multiple researchers 

have consistently stressed the necessity of 

thorough symptom assessment as a 

fundamental requirement for successful 

symptom management [6]. 

There are commonalities in the prevalence of 

problems across cancer and non-cancer 

patients, highlighting the need for palliative 

care to be provided irrespective of diagnosis. 

The methodological heterogeneity across the 

studies and the lack of non-cancer studies 

needs to be addressed in future research [7]. 

Using standardized questionnaires to collect 

patient-reported symptoms improves 

communication between doctors and patients. 

It is critical that subjective symptom measures 

be accurate and easy to administer, requiring 

minimal effort from both clinician and patient 

[8]. 

Assessment of symptom burden has also been 

shown to be useful in non-cancer patients; to 

identify those patients with high symptom 

burden who may benefit from consultation 

with a palliative care team [7]. 

The Memorial Symptom Assessment Scale 

has proven its usefulness in detailing the 

epidemiology of symptoms, understanding 

symptoms, and role in pain, fatigue, and 

spirituality, predicts survival, and acts as a 

pain proxy. This scale has been used in 

studies of cancer patients and patients with 

advanced disease [9]. 

Therefore, the aim of this work was to 

investigate the burden of symptoms in elderly 

male patients receiving palliative care (both 

with cancer and non-cancer diagnoses) in the 

geriatric palliative care unit, considering the 

perspective of the patient, the caregiver and 

attending physician. 

 

METHODS 

 

Selection criteria through which patients 

admitted to palliative care unit, determined by 

the following scoring system (A value of 5 of 

more has the best predictive value for 

palliative care referral) [10] 

This is a cross-sectional study of one hundred 

(100) elderly male patients admitted for 

palliative care, in the Geriatric Palliative Care 

unit, Ain Shams University Hospitals. 

Participants were selected by the convenience 

sampling method All patients who were 

admitted to the palliative care unit were 

screened for their eligibility criteria. All 

eligible patients who accepted to participate 

in the study were included; until a total 

sample size of 100 patients was completed. 

• Presence of  

metastatic/relapsed/refractory or locally 

advanced cancer (score=2) 

• Eastern Cooperative Oncology Group 

(ECOG) performance status score 

(score=0-4) 
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• Presence of one or more of serious 

complications of advanced cancer 

(score=1) 

• Presence of other conditions with poor 

prognosis (e.g., end stage renal failure) 

(score=1) 

• Symptoms uncontrolled by standard 

approaches for more than 3 days 

(score=1) 

• Patient/ 

family/social/psychological/nutritional 

limitations (score=1) 

For non-cancer conditions, patients were 

eligible for palliative care in the presence of a 

serious illness (e.g., advanced heart failure) 

and one or more of the following [11]: 

• New diagnosis of life-limiting illness 

for symptom control, patient/family 

support. 

• Progressive weight loss.  

• Difficult-to-control physical or 

emotional symptoms. 

• Limited social support in setting of a 

serious illness (e.g., overwhelmed family 

caregivers). 

 

The research protocol gained approval from 

the Ethics Board at Ain Shams University. 

Every participant provided signed informed 

consent through a written form. 

Uncooperative patients due to cognitive 

impairment, disturbed consciousness or any 

factors interfering with communication were 

excluded. 

All the study participants were subjected to 

the following:  

(1) Comprehensive Geriatric 

Assessment (CGA) including:  

• Detailed full history and physical 

examination  

• Assessment of cognitive function, by 

using The Arabic version [12] of Mini 

mental status examination [13]. 

• Screening for depression by the 

Arabic version [14] of the geriatric 

depression scale (GDS) [15]. 

• Functional assessment by using the 

Activities of Daily Living (ADL)[16] and 

Instrumental Activities of Daily Living 

(IADL) [17]. 

• Nutritional Assessment by using the 

Arabic version [18] of Mini Nutritional 

Assessment (MNA) [19]. 

(2) Detailed symptom inquiry 

using the abbreviated version of the 

Memorial Symptom Assessment Scale, 

known as MSAS-SF [20]. It is a patient 

rated scale. Illiterate patient needs 

assistance in application of the scale. 

- Patients using the MSAS-SF 

are prompted to indicate if they 

have experienced any of the 32 

symptoms (26 physical symptoms 

and 6 psychological symptoms) in 

the preceding week. Presence (plus 

frequency if applicable), severity, 

and distress of all symptoms were 

checked. Total MSAS score was 

the average of the symptom scores 

of all 32 symptoms (higher score = 

worse health). The MSAS-SF 

yielded three subscales: a) Global 

Distress Index (GDI): represents 

the mean of the frequency of four 

psychological symptoms and the 

distress of six physical symptoms, 

encompassing 10 symptoms (Pain, 

lack of energy, lack of appetite, 

feeling drowsy, constipation, dry 

mouth, feeling sad, feeling 

irritable, feeling nervous, and 

worrying), b) Physical Symptom 

Subscale (PHYS): represents the 

mean of 12 physical symptom 

scores, comprising 12 symptoms 

(Pain, lack of energy, lack of 

appetite, feeling drowsy, 

constipation, dry mouth, nausea, 

vomiting, change in taste, weight 

loss, feeling bloated, and 

dizziness), c) Psychological 

Symptom Subscale (PSYCH): 

represents the mean of six 

psychological symptom scores 

including 6 symptoms (Feeling 

sad, feeling nervous, worrying, 

feeling irritable, difficulty 
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sleeping, and difficulty 

concentrating).  

- Inquiry about the most 

distressing symptom affecting 

quality of life; considering the 

viewpoint of the patient, the 

caregiver, and the attending 

physician. Level of agreement was 

determined. 

 

Statistical analysis 

 

The data analysis was carried out using IBM 

SPSS software version 28.0 (IBM Corp, 

Armonk, NY). The sample size was 

determined using G-power software. 

Quantitative data were presented using 

minimum, maximum, mean, and standard 

deviation, while qualitative data were 

represented using numbers and percentages 

(interquartile range, IQR). The normality of 

the data was assessed using the Shapiro-Wilk 

test. The one-way ANOVA test was 

employed to compare more than two 

continuous variables. Logistic regression 

analysis was utilized to calculate the crude 

odds ratio for each variable. Statistical 

significance was defined as p-values less than 

0.05, and highly significant results were 

considered for values less than 0.01. 

 

RESULTS 

 

The study sample included one hundred (100) 

elderly male patients. The average age of the 

participants was70.78 ± 7.55 with 57% 

married, with a notable proportion being 

literate, totaling 56%. Cancer cases were 

51%. A significant portion of the patients has 

been living with cancer for 1-2 years, The 

most prevalent non-cancer diagnoses were 

Chronic Obstructive Pulmonary Disease 

(COPD), followed by chronic liver disease 

(CLD) (Table 1). 

The most prevalent palliative care diagnoses 

among the study cohort were liver cell failure 

(15%) and heart failure (14.0%), while the 

most frequent causes of palliative care 

admission were pneumonia (45%) and AKI 

(18% (Table 2). 

Regarding symptoms frequencies, the most 

prevalent symptoms were lack of appetite 

(93%) followed by lack of energy (83%). 

While, the most severe symptoms were lack 

of appetite, weight loss, lack of energy, pain, 

cough, and shortness of breath. Among these 

symptoms, and the most distressing were 

shortness of breath followed by pain (Table 

3). 

 The most frequently patient-distressing 

symptoms as reported by the physicians were 

shortness of breath, pain and decreased oral 

intake, with a respective frequency of 29%, 

28%. And 21% (Table 4). On the other hand, 

shortness of breath, pain and decreased oral 

intake were the most three patient-distressing 

symptoms, as reported by the caregiver, with 

a respective frequency of 26%, 25% and 17% 

(Table 5). 

The study participants had a mean total 

MSAS score of 0.543, which indicates a 

significant symptom burden in the studied 

population. The mean global distress index 

was 0.820. Breaking down MSAS scores into 

physical and psychological symptom 

subscales revealed that both contribute to the 

overall symptom burden. The physical 

symptom subscale score was 0.782, while the 

psychological symptom subscale score was 

0.57. Participants reported an average of 8.01 

symptoms, as shown in table (6). 

In table (7), a logistic regression analysis was 

conducted to identify the predictors of the 

Memorial Symptom Assessment Scale 

(MSAS) and its respective subscales. The 

Total MSAS levels were significantly 

influenced by CKD, depression (positive 

GDS), malnutrition by MNA, and palliative 

care diagnosis. Each unit increase in the Total 

MSAS level was associated with an increase 

in the risk of depression (GDS) by 19.2 times, 

malnutrition (MNA) by 10.6 times, and 

cancer risk as a palliative care diagnosis by 

49.2 times. Conversely, each unit increase in 

the Total MSAS was associated with a decline 

in the CKD risk (0.05 times).  

MSAS-GDI was significantly influenced by 

CVD, CKD, depression (positive GDS), and 

palliative care diagnosis. Each unit increase in 

the MSAS-GDI level was associated with an 
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increase in the chance of depression (GDS) by 

6.5 times, and cancer risk in palliative care 

diagnosis by 9.1 times. In contrast, each unit 

increase in the Total MSAS was associated 

with a decrease in the opportunity of CVD 

(0.29 times), and CKD (0.23 times). The 

MSAS-PHYS was significantly influenced by 

CVD, HTN, CKD, malnutrition (MNA), site 

of tumor, and palliative care diagnosis. Each 

unit increase in the MSAS- PHYS level was 

associated with an increase in the risk of 

malnutrition (MNA) (4.2 times), but with a 

decrease in the opportunity of CVD (0.19 

times), HTN (0.26 times), and CKD (0.14 

times).  

The MSAS-PSYCH was significantly 

influenced by depression (positive GDS). 

Each unit increase in the MSAS-PSYCH level 

was associated with an increase in the risk of 

depression by 5.8 times. Lastly, the number of 

symptoms in the patients was significantly 

associated with risk of depression (positive 

GDS). For each number of symptoms 

increase, the chance of depression increased 

by 1.3 times. 

Survey scores varied according to palliative 

care diagnosis. Mesothelioma had the highest 

Total MSAS (0.747 ± 0.126).) while urinary 

bladder carcinoma had the highest Physical 

Symptom Subscale score (1.27 ± 0.298). 

Regarding the Global Distress Index, multiple 

myeloma had the highest score. (Table 8). 
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Table (1): Demographic and clinical characteristics of the study population: 

Variables Frequency Percent 

Marital status 

Married 57 57 

Widow 40 40 

Divorced 2 2 

Single 1 1 

Education 

Illiterate 44 44 

Primary 11 11 

Secondary 19 19 

 University 26 26 

Smoking Yes 73 73 

Malignant status Malignancy 51 51 

 Biliary cystadenocarcinoma 3 5.9 

 Site of tumor 

Cholangiocarcinoma  2 3.9 

Leukemia  1 2 

Liver  8 15.7 

Lung  10 19.6 

Lymphoma  2 3.9 

Mesothelioma  2 3.9 

Multiple myeloma 3 5.9 

Pancreas  5 9.8 

Prostate  4 7.8 

Rectum  2 3.9 

Skin  1 2 

Urinary bladder  8 15.7 

 Cancer duration 

< 1 year 15 29.4 

1-2 years 26 51 

> 2 years 10 19.6 

DM Yes 43 43 

COPD Yes 57 57 

CVD Yes 34 34 

Hypertension Yes 53 53 

CLD Yes 53 53 

CKD Yes 32 32 

TIA or stroke Yes 46 46 

Age in years Mean ± SD 70.78 ± 7.55 

SD: Standard deviation; COPD: chronic obstructive pulmonary disease, CLD: chronic liver disease, 

CKD: chronic kidney disease, TIA: transient ischemic attack 
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Table (2): Palliative care diagnosis and cause of admission among patients in the study: 

Palliative care diagnosis Frequency Percent 

basal cell carcinoma  1 1 

bronchogenic carcinoma 11 11 

cancer head of pancreas 5 5 

Cholangiocarcinoma 5 5 

Respiratory failure 2 2 

Liver cell failure  15 15 

HCC  7 7 

ESRD 9 9 

Heart failure 14 14 

Leukemia 1 1 

Mesothelioma 3 3 

Prostatic cancer  4 4 

Urinary bladder carcinoma  8 8 

Multiple myeloma 3 3 

Recurrent cerebrovascular stroke 6 6 

Non-Hodgkin lymphoma 3 3 

Cause of palliative care admission 

Acute liver injury 2 2 

Acute stroke 1 1 

AKI 18 18 

Anemia 2 2 

Cellulitis 2 2 

Decrease oral intake 1 1 

Difficulty of swallowing 1 1 

Pneumonia 45 45 

Obstructive jaundice 1 1 

Pulmonary embolism 1 1 

Sepsis 2 2 

Uncontrolled pain 1 1 

UTI 12 12 

Vomiting 7 7 

HCC: hepatocellular carcinoma, ESRD: end stage renal disease, AKI: acute kidney injury. 
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Table (3): Symptom prevalence among patients in the study (summary of the MSAS for the 

study participants) 

Symptoms 

Frequency  Severity   Distress  
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difficulty 

concentrating  
92 7 1 0 0 94 6 0 0 0 94 6 0 0 0 

pain  37 1 24 31 7 37 3 23 29 8 37 5 20 21 17 

lack of energy  17 13 69 1 0 17 22 58 3 0 18 25 50 6 1 

cough  35 4 43 16 2 35 5 40 18 2 35 8 37 16 4 

feeling nervous  61 18 20 1 0 61 19 20 0 0 61 21 18 0 0 

dry mouth  57 22 21 0 0 59 21 20 0 0 63 23 14 0 0 

nausea  82 0 13 2 3 81 0 14 2 3 81 0 11 5 3 

feeling drowsy  83 13 4 0 0 83 12 5 0 0 83 12 5 0 0 

numbness, 

tingling 
100 0 0 0 0 0 100 0 0 0 100 0 0 0 0 

difficulty 

sleeping  
36 15 43 4 2 34 19 41 6 0 34 19 32 14 1 

feeling bloated  83 8 9 0 0 85 8 7 0 0 87 7 6 0 0 

problems with 

urination  
92 4 4 0 0 92 4 3 1 0 92 4 4 0 0 

vomiting  81 3 4 7 5 81 6 1 7 5 83 2 2 6 7 

shortness of 

breath  
38 1 27 31 3 38 3 23 32 4 38 6 15 17 24 

diarrhea  98 0 0 2 0 98 0 0 2 0 98 0 0 1 1 

feeling sad 50 2 44 4 0 52 3 40 5 0 51 6 33 10 0 

sweats  95 4 1 0 0 95 4 1 0 0 95 4 1 0 0 

 worrying  76 7 17 0 0 76 7 17 0 0 76 11 13 0 0 

sexual problem  100 0 0 0 0 100 0 0 0 0 100 0 0 0 0 

itching  97 0 0 3 0 97 0 0 3 0 97 0 0 3 0 

lack of appetite 7 8 34 50 1 7 11 41 39 2 9 13 37 39 2 

dizziness  97 2 1 0 0 97 3 0 0 0 98 2 0 0 0 

difficulty 

swallowing  
99 0 0 3 0 99 0 0 1 0 99 0 0 1 0 

feeling irritable  95 2 3 0 0 95 4 1 0 0 96 4 0 0 0 

mouth sores NA NA NA NA NA 98 2 0 0 0 98 2 0 0 0 

change in food 

tastes 
NA NA NA NA NA 99 1 0 0 0 99 1 0 0 0 

weight loss NA NA NA NA NA 8 15 46 25 6 7 16 47 23 7 

hair loss NA NA NA NA NA 99 1 0 0 0 99 1 0 0 0 

Constipation NA NA NA NA NA 100 0 0 0 0 100 0 0 0 0 

swelling of arms 

or legs 
NA NA NA NA NA 94 1 3 2 0 95 0 4 0 1 

I don’t look like 

my self 
NA NA NA NA NA 100 0 0 0 0 100 0 0 0 0 
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Table (4): Frequency of distressing symptoms as reported by the physician.  

Symptoms Frequency Percent 

Swelling of arms and legs 3 3 

Cough 10 10 

decrease oral intake 21 21 

Depression 1 1 

Diarrhea 1 1 

difficulty swallowing 1 1 

increase abdominal girth 1 1 

Pain 28 28 

shortness of breath 29 29 

Vomiting 5 5 

 

Table (5): Frequency of symptom distress as reported by the caregivers. 

Symptoms Frequency Percent 

Cough 13 13 

decrease oral intake 17 17 

Depression 1 1 

Diarrhea 1 1 

difficulty swallowing 1 1 

increase abdominal girth 2 2 

loss of energy 1 1 

swelling of arms and legs 3 3 

Pain 25 25 

shortness of breath 26 26 

Vomiting 10 9 

 

Table (6): The Memorial Symptom Assessment Scale (MSAS) survey scores among the study 

population. 

Survey scores  Minimum Maximum Mean Std. Deviation 

Total MSAS 0.19 1.03 0.543 0.177 

Global Distress Index (10 items) 0 1.80 0.820 0.386 

Physical Symptom Subscale (12 items) 0 1.83 0.782 0.332 

Psychological Symptom Subscale (6 items) 0 1.67 0.570 0.415 

Number of symptoms 3.0 16.0 8.010 2.545 

 MSAS: Memorial Symptom Assessment Scale. STD: standard  

  



Amira Reyad Mohamed et al., EJGG.2024⁏ 11(1) :114-131  

 

123 

 

Table (7): Regression model for the predictors of the memorial symptom assessment scale and 

its subscales. 

  DM COPD CVD HTN CLD CKD 
TIA or 

stroke 
IADL 

Total 

MSAS 

2.1 (0.22-

20.3) 

1.4 (0.15-

13.5) 

0.18 

(0.02-2.1) 

0.55 

(0.06-5.1) 

0.40 (0.04-

3.8) 

0.05(0.01-

0.72)* 

0.47 (0.05-

4.4) 

0.40 (0.03-

6.1) 

MSAS-

GDI 

0.41 

(0.14-

1.12 

1.2 (0.44-

3.5) 

0.29(0.09-

0.92)* 

0.40(0.14-

1.16) 

0.79 (0.28-

2.2) 

0.23(0.07-

0.78)* 

0.39 (0.13-

1.1) 

0.77 (0.23-

2.6) 

MSAS-

PHYS 

0.60 

(0.18-

2.0) 

0.95 (0.29-

3.1) 

0.19(0.05-

0.77)* 

0.26(0.07-

0.92)* 

0.57 (0.17-

1.9) 

0.14(0.03-

0.63)* 

0.64 (0.19-

2.1) 

0.75 (0.18-

3.1) 

MSAS-

PSYCH 

0.92 

(0.35-

2.4) 

1.1 (0.42-

2.8) 

0.58 

(0.21-1.6) 

0.99 

(0.38-2.6) 

1.0 (0.40-

2.7) 

0.56 

(0.20-1.6) 

1.0 (0.40-

2.7) 

0.52 (0.17-

1.6) 

Number 

of 

symptoms 

1.1 (0.94-

1.3) 

1.1 (0.96-

1.3) 

1.1 (0.91-

1.3) 

1.1 (0.95-

1.4) 

1.1 (0.89-

1.2) 

0.98 

(0.82-1.2) 

1.0 (0.87-

1.2) 

0.95 (0.78-

1.1) 

 

Table (7) (continue): Regression model for the predictors of the memorial symptom 

assessment scale and its subscales. 

 ADL GDS MNA Age 
marital 

status 
Education 

site of 

tumor 

cancer 

duration 

palliative 

care 

diagnosis 

Total 

MSAS 

0.38 

(0.02-

7.2) 

19.2 

(1.7-

219.3)* 

10.6 

(1.2-

138.0)* 

3.8(0.39-

36.7) 

0.89(0.09-

8.5) 

2.2(0.23-

21.2) 

3.58(0.06-

205.5) 

0.11(0.001-

26.3) 

49.2(3.7-

650.7)** 

MSAS-

GDI 

0.52 

(0.14-

1.9) 

6.5 

(2.0-

21.1)** 

2.1 

(0.68-

6.6) 

0.80(0.29-

2.2) 

0.86(0.31-

2.4) 

0.60(0.21-

1.7) 

2.0(0.32-

12.0) 

1.5(0.14-

16.7) 

9.1(2.7-

30.9)** 

MSAS-

PHYS 

1.1 

(0.23-

5.19) 

2.1 

(0.61-

6.9) 

4.2 

(1.0-

17.2)* 

1.4(0.42-

4.6) 

1.5(0.46-

5.1) 

1.1(0.32-

3.5) 

18.3(1.2-

267.8)* 

1.2(0.07-

21.0) 

33.9(6.4-

179.4)** 

MSAS-

PSYCH 

0.37 

(0.11-

1.3) 

5.8 

(2.0-

17.2)** 

1.5 

(0.54-

4.3) 

1.3(0.50-

3.4) 

0.46(017-

1.2) 

0.48(0.18-

1.3) 

1.9(0.27-

13.2) 

0.26(0.02-

4.1) 

2.7(0.99-

7.2) 

Number 

of 

symptoms 

0.84 

(0.68-

1.1) 

1.3 

(1.1-

1.6)* 

1.1 

(0.99-

1.3) 

1.2(0.99-

1.4) 

1.0(0.86-

1.2) 

1.0(0.86-

1.2) 

0.94(0.68-

1.3) 

0.77(0.49-

1.2) 

1.1(0.90-

1.23) 

Values represent odds ratio (95% confidence interval). *Significant at P-value< 0.05. **Significant 

at P-value< 0.01. MSAS: Memorial Symptom Assessment Scale; GDI: Global Distress Index; 

PHYS: Physical Symptom Subscale; PSYCH: Psychological Symptom Subscale; ADL: Activities 

of Daily Living; IADL: Instrumental Activities of Daily Living; GDS: Geriatric depression scale; 

CKD: chronic kidney disease. 
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Table (8): The Scores of the study scales regarding different palliative care diagnoses 

Diagnosis  
Total 

MSAS 

Global 

Distress Index  

Physical Symptom 

Subscale  

Psychological 

Symptom Subscale  

Number of 

symptoms 

ESRD  0.477 ± 

0.035 
0.700 ± 0.100   0.778 ± 0.097  0.222 ± 0.192  5.33 ± 0.577 

Liver failure  0.403 ± 

0.169 
0.615 ± 0.273  0.641 ± 0.279  0.410 ± 0.498 6.69 ± 2.63 

HCC 0.464 ± 

0.139 
0.786 ± 0.422 0.738 ± 0.252 0.467 ± 0.378 7.0 ± 2.58 

heart failure  0.544 ± 

0.192 
0.721 ± 0.366   0.589 ± 0.293  0.631 ± 0.444  9.29 ± 3.71 

Mesothelioma  0.747 ± 

0.126 
 1.27 ± 0.305  1.08 ± 0.144  1.00 ± 0.333  10.3 ± 0.577 

metastatic lung 

carcinoma 

 0.590 ± 

0.054 
0.850 ± 0.164   0.778 ± 0.114  0.528 ± 0.287  8.17 ± 1.17 

metastatic prostatic 

carcinoma 

0.640 ± 

0.195  
 0.875 ± 0.411  0.833 ± 0.263  0.792 ± 0.534  9.25 ± 3.86 

multiple myeloma  0.693 ± 

0.006 
1.50 ± 0.000   1.11 ± 0.048  0.889 ± 0.192  9.0 ± 0.000 

Neuro palliative   0.638 ± 

0.038 
 0.725 ± 0.395  0.708 ± 0.083  0.625 ± 0.394  9.25 ± 1.50 

renal failure  0.475 ± 

0.085 
0.667 ± 0.308   0.611 ± 0.188  0.639 ± 0.452  8.0 ± 1.67 

urinary bladder 

carcinoma 

0.595 ± 

0.164 
1.27 ± 0.298   1.27 ± 0.275  0.583 ± 0.518  8.0 ± 2.0 

P-value 0.005** 0.001** <0.001** 0.468 0.109 

Values represent mean ± SD. The P-value is calculated by the One-way ANOVA test. * Significant 

at <0.05. ** significant at <0.01. 

 

DISCUSSION 

 

The field of geriatric medicine focuses on the 

physical, mental, functional, and social 

aspects of caring for elderly people during 

acute, chronic, rehabilitative, preventive, and 

end-of-life care [21]. In palliative care, most 

patients experience various symptoms, the 

prevalence and severity of which vary 

according to diagnosis, stage, treatment(s), 

and comorbidities. Patients typically 

experience more than one symptom at any 

one time [4]. 

This is across sectional study that was 

conducted on 100 elderly male patients who 

were admitted to the palliative care unit in 

Ahmed Shawki hospital, Ain Shams 

University Hospitals, Cairo, Egypt, during the 

duration from February till July 2023. 

Notably, 73% of the patients in the study were 

current smokers. This high percentage 

underscores the prevalence of this risk factor 

within the study population and favors the 

development of chronic diseases related to 

smoking and increases the risk of tumors 

proved to be more prevalent among smokers 

than non-smokers. The study sample included 

a variety of cancer types, showing the 

heterogeneity of the study population. 

Different cancers can lead to distinct 

symptom burdens, necessitating customized 

palliative care approaches. The presence of 

lung, liver and urinary bladder cancers in the 

sample were particularly of highest 

prevalence. Regarding the duration of cancer 

among participants in our study, a substantial 

portion of patients has been living with cancer 

for 1-2 years, accounting for 51% of the 

sample, while the least proportion had more 

than 2 years duration, representing 19.6% of 

cancer patients in our study. Understanding 

the duration of cancer is crucial for designing 

palliative care interventions that cater to both 

short-term and long-term needs. Moreover, as 

the duration increases the expected burden of 

disease increases.  
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Our study showed valuable insights into the 

diagnoses and reasons for patient admission 

in the palliative care unit. First, the results 

portray a broad spectrum of palliative care 

diagnoses, with the most prevalent being liver 

cell failure (15%) and heart failure (14%). On 

the other hand, the most frequent causes of 

palliative care admission are pneumonia 

(45%) and AKI (18%). This came like the 

results showed by Capelastegui et al, [22] in 

their prospective study, who found a 

substantial burden of CAP, estimating an 

annual incidence of 3.1 cases per 1000 adults 

per year, with a 42.8% rate of hospital 

admission.  

Palliative care diagnoses and reasons for 

admission vary widely throughout research 

due to the vulnerability of these patients. This 

was the case for the study by Galal et al, [23] 

who found the main causes of palliative 

cancer care admissions to be pain (65.7%), 

vomiting (31.4%), dehydration (22.9%), fever 

(22.9%) and infection (20%). The same group 

of symptoms were also reported by 

Capelastegui et al,[22] where the most 

prevalent trigger causes of hospital admission 

were pain, dyspnea, and worsening of the 

general health. This diversity of results can be 

attributed to the Our study also focused on the 

symptoms reported by the patients, exploring 

its frequency, severity and the distress related 

to these symptoms. Regarding the 

frequencies, symptoms like difficulty 

concentrating, numbness/ tingling, problems 

with urination, feeling drowsy, feeling 

bloated, problems with urination, feeling 

nervous, vomiting, nausea, diarrhea, sweats, 

worrying, sexual problem, itching, dizziness, 

difficulty swallowing, and feeling irritable are 

rarely prevalent in the study population. 

However, symptoms of highest prevalence 

were lack of appetite, lack of energy, cough, 

difficulty sleeping, pain, shortness of breath, 

feeling sad and dry mouth. 

Regarding symptoms’ severity, the most 

severe symptoms observed in our cohort were 

lack of appetite, weight loss, lack of energy, 

pain, cough, and shortness of breath, while 

the most distressing symptoms were shortness 

of breath followed by pain. This came 

matched with a number of other studies, for 

instance, when comparing to the studies of 

Tai et al, [24] and that of Lis et al, [25], as the 

former recruited 824 patients with advanced 

cancer, and found pain (78.4 %), anorexia 

(64.4 %) and constipation (63.5 %) to be the 

most common and severe symptom, while the 

latter recruited 386 patients and the resulting 

symptoms were tiredness (32.8%), difficulty 

sleeping (23.8%), and lack of appetite 

(20.2%), whereas pain (28.9%) and tiredness 

(24.3%) were most bothersome.  

These results were also similar to those 

reported by Huijer et al, [26] who performed a 

cross-sectional study on 200 adult cancer 

patients from three oncology units at a major 

tertiary teaching hospital who found the most 

prevalent symptom to be lack of energy. Also, 

the studies by Tsai et al, [27] and Teunissen et 

al, [28] resembled our results in the symptoms 

of fatigue, pain, lack of energy, weakness, and 

appetite loss being the most prevalent among 

their cohort’s diversity of palliative care 

diagnosis and stages of illness among the 

cohorts in each of these studies. 

In our work, we found the three most 

distressing symptoms, as reported by the 

physicians and caregivers, were shortness of 

breath, pain and decrease oral intake. This 

was partially similar to the study performed 

by Noorani & Montagnini [29] where the 

attending palliative care specialists reported 

pain also to be one of three symptoms that are 

most frequent, most intensive, most 

distressing, and most treatment-requiring 

symptoms. The other two symptoms were 

lack of energy and tiredness. These reported 

symptoms (shortness of breath, pain and 

decreased oral intake) were also reported by 

caregivers to be most distressing for the 

patients in our study, and were also reported 

by caregivers in other studies, as the study 

done by Okamoto et al, [30] who analyzed 

805 questionnaires fulfilled by caregivers, and 

aimed to explore the most frequent and 

distressing symptoms reported by caregivers 

of palliative patients at end of life. Anorexia 

was the most distressing symptom 

experienced by family members, followed by 

weight loss, pain, edema, and dyspnea.  
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In our work, we investigated the symptom 

burden among the study population through 

the MSAS total score and its subscales. We 

used the total MSAS, Global Distress Index 

(MSAS-GDI), Physical Symptom Subscale 

(MSAS-PHYS), Psychological Symptom 

Subscale (MSAS-PSYCH) and number of 

symptoms. The mean for total MSAS score 

was 0.543. Furthermore, the Global Distress 

Index score was 0.820, providing insight into 

ten of the physical and psychological distress 

associated with these symptoms. To further 

differentiate between the physical and 

psychological symptom burden in palliative 

care patients, we used the Physical Symptom 

Subscale (MSAS-PHYS) and the 

Psychological Symptom Subscale (MSAS-

PSYCH). The dissection of MSAS scores into 

physical and psychological symptom 

subscales elucidates that both aspects 

contribute to the overall symptom burden, and 

none of them should be overlooked. In our 

study population, the burden caused by 

physical symptoms showed a mean of 0.78, 

which was higher than that caused by 

psychological symptoms with a mean of 0.57. 

Lastly, regarding the number of symptoms, 

the study population reported an average of 

8.01 symptoms.  

Our results were close to the study done by 

Yildirim et al, [31] that was conducted in an 

outpatient chemotherapy unit at a university 

hospital in Izmir, Turkey. They found an 

average total MSAS score of (0.8), the Global 

Distress Index score of (1.1), The Physical 

Symptom Subscale score of (0.94), the 

Psychological Symptom Subscale score of 

(0.92). However, another cross-sectional 

study by Huijer et al, [26] that was conducted 

on 200 adult cancer patients from three 

oncology units and showed a wider range of 

variation with our results, as they found a 

significantly higher burden of symptoms in 

their study. The patients involved in the study 

exhibited an average total MSAS score of 

(2.30), the Global Distress Index score of 

(2.24), The Physical Symptom Subscale score 

of (2.23), the Psychological Symptom 

Subscale score of (2.46). We think that their 

reported higher burden could be attributed to 

the difference in selection criteria as their 

patients were all receiving active treatment 

for cancer, which is expected to increase the 

burden of symptoms, and this was not the 

case among our study cohort. 

We investigated the relation between the 

various MSAS subscales with the studied 

patient characteristics including the chronic 

diseases, CGA tools, and the main palliative 

care diagnosis. A logistic regression analysis 

was conducted to determine the potential risk 

factors of the Memorial Symptom 

Assessment Scale (MSAS) and its subscales 

(MSAS-GDI, MSAS-PHYS, MSAS-

PSYCH), in addition to the number of the 

symptoms for the different comorbidities and 

Comprehensive Geriatric Assessment in the 

study. 

Regarding the Total MSAS: depression 

(positive GDS), malnutrition (by MNA), and 

diagnosis of cancer were predictors of higher 

total score, leading to higher symptom burden 

among palliative care patients. The effect of 

these conditions on the patients’ symptom 

burden has been widely studied, and various 

agreements with our results have been 

reported. For instance, the study done by 

Change et al, [9] who found a significant 

difference in physical symptom prevalence 

between cancer and non-cancer patients. The 

former group reported a significantly higher 

prevalence of pain, nausea, unpleasant taste, 

vomiting and constipation, which are 

symptoms mostly related to their primary 

cancer or due to treatment effects. Likewise, a 

study done by Mao et al, [32] found that the 

rates of ongoing pain, psychological distress, 

and insomnia among cancer survivors were 

34%, 26%, and 30%, respectively, and were 

significantly higher than controls without a 

history of cancer (18%, 16%, and 17%). 

Regarding depression, its severity was found 

to be significantly correlated with the number 

of physical symptoms, symptom distress and 

symptom severity independent of cancer type, 

functional status, chemotherapy status and 

survival time, as reported by Fitzgerald et al, 

[33]. Even when using other assessment 

scales such as Edmonton Symptom 

Assessment Scale (ESAS), as done by 
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Grotmol et al, [34] in their work that included 

935 patients and showed that patients with 

depression disorder reported significantly 

higher scores on ESAS items and a twofold 

higher symptom burden compared with those 

without. 

Malnutrition had an impact on the severity of 

symptoms and health-related outcomes in 

individuals with this syndrome. Malnutrition 

is linked to difficulties like a higher chance of 

a lower quality of life, a longer hospital stays, 

higher costs, and other complications like 

postoperative complications, a lower response 

to therapy, a lower 90-day survival rate, and 

an increased death rate [17][35]. 

Some of the chronic disorders among our 

study sample were also found to have a 

substantial impact on the MSAS-GDI. These 

conditions specifically included cancer as a 

palliative care diagnosis and depression. An 

inverse relationship between the likelihood of 

developing CVD and CKD and the increase in 

MSAS-GDI was found, and this significant 

association was still evident even when 

symptoms were divided into physical and 

psychological groups. 

Regarding MSAS-PHYS, it was significantly 

affected by malnutrition (MNA) and cancer 

diagnosis in palliative care. This highlights 

the significant impact of malnutrition and 

cancer on increasing physical symptoms in 

palliative care patients. The high prevalence 

and symptom burden of malnutrition in the 

last days of life is due to starvation and 

inflammatory cachexia, which leads to a 

significant increase in symptoms in the last 

days of life. Other symptoms contributing to 

malnutrition and dehydration at the end of life 

include anorexia, dysphagia, weakness, and 

confusion [12].  

Further confirmation for the relationship 

between malnutrition, depression and quality 

of life was reported in a study [36], where a 

statistical significance was found between 

those entities, highlighting that the quality of 

life of palliative care patients could be 

improved by providing adequate nutrition and 

psychological support. However, this 

association was not observed in other diseases, 

where each increase in MSAS-PHYS was 

associated with a decrease in CVD, HTN and 

CKD, compared to other studies, these diseases 

were often associated with increased symptoms, 

which is not consistent with our results. 

This was true for the study by Almutary et al, 

[37] who showed that CKD patients 

experience multiple symptoms due to both the 

disease and its treatment, a condition which 

exerts a total symptom burden on people with 

CKD. This variation in results can be 

explained by the limited sample size of our 

study. 

A set of psychological symptoms was 

significantly associated with and predicted 

depression. This significant effect of 

depression on number of symptoms not only 

influenced the MSAS-PSYCH but also 

predicted a higher number of symptoms in our 

study population. Depression was also found 

to be a major cause of suffering to patients 

with advanced diseases and their families 

[29], and it was recommended always to be 

screened, diagnosed, and acted on, and should 

not be considered a normal event in advanced 

disease patients [38]. 

Examining palliative diagnoses that cause the 

most symptoms, we found that the most 

burdensome diagnoses are mesothelioma, 

multiple myeloma, UB cancer, heart failure, 

and prostate cancer. The effect of diagnosis 

on number of symptoms was statistically 

significant for total score, MSAS-GDI and 

MSAS-PHYS, while it was not significant for 

MSAS-PSYCH and number of symptoms. 

Mesothelioma had the highest Total MSAS 

(0.747 ± 0.126) and the second highest 

MSAS-GDI (1.27 ± 0.305). Our results 

agreed with Marengoni et al, [21]. This 

significant burden resulted from 

mesothelioma patients being referred for 

palliative care late in the disease, suggesting 

that earlier integration of palliative care 

should be considered to alleviate suffering at 

all stages of the disease - not just at the end of 

life. 

Mercadante et al, [39] found that 

mesothelioma affected the emotional 

functioning in patients and their family 

members to a degree that sometimes exceeds 

its effect on physical functioning in patients 
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and their caregivers. Also, Moore et al, [7] 

reported high rates of anxiety (67%), 

depression (52%), fear (51%) and isolation in 

patients with mesothelioma. 

Multiple myeloma scored the second highest 

mean in total MSAS (0.693 ± 0.006) and in 

Physical Symptom Subscale score (1.11 ± 

0.048). Moreover, it was the highest in mean 

MSAS-GDI (1.50 ± 0.000). Our results 

coincided with the results of 0Zaleta et al, 

[40] who showed that patients with MM 

experience greater symptom burden and 

poorer quality of life compared with those 

with other hematologic cancers. This was 

mainly caused by fatigue, pain, and limited 

physical function, and nearly 50% were 

distressed by sleep difficulties. Also, this was 

also supported by Dooley‐Hash et al, [41] 

who stated that the four most prevalent 

symptoms, occurring in at least 50% of study 

participants, were fatigue (98.8%), 

constipation (66.5%), pain (58.6%) and 

tingling in the hands/feet (53.4%). A 

diagnosis of MM is a shockingly traumatic 

experience associated with depressive 

symptoms and feelings of hopelessness, 

helplessness and despair. Depressive status is 

a common psychopathological feature of 

MM, which worsens as the disease 

progresses. [37] This agrees with our results 

when taking into consideration that the Total 

MSAS includes some of the psychological 

symptoms affecting the total symptom 

burden. 

UB carcinoma also showed one of the highest 

symptom burdens, especially on the physical 

side. Patients with UB carcinoma scored the 

highest mean Physical Symptom Subscale 

score (1.27 ± 0.298) and the second highest 

mean for MSAS-GDI (1.27 ± 0.298). 

This devastating effect was also reported by 

Schneidewind et al, [42] who found that the 

burden of advanced urothelial cancer is 

attributable to the disease and treatment 

characteristics (hematuria, urinary frequency 

and urgency, and pain are among the most 

common signs and symptoms). Additionally, 

symptoms such as dysuria, constipation, 

fatigue, emotional distress, and urinary 

obstruction adversely impact health-related 

quality of life in advanced bladder cancer. 

Treatment-related side effects, like fatigue 

and the impact on daily activities, are also 

reported as relevant to these patients. 

Regarding the number of symptoms, heart 

failure scored the second highest mean for 

number of symptoms among our study cohort 

(9.29 ± 3.71) but was statistically non-

significant. It is well-known in literature that 

patients with CVD demonstrated significant 

symptom burden. Patients with CVD referred 

to PC are more likely to be older and have 

poorer functional status. While both patients 

with CVD and cancer had high symptom 

burden, dyspnea was more distressing and 

more commonly seen in CVD patients. [43] 

The significant symptom burden in patients 

with advanced CVD was reported by Gavazzi 

et al, [44] who included breathlessness and 

gastrointestinal symptoms to be the most 

common presentations prompting emergency 

department admission. Although the results 

showed a high number of heart failure 

symptoms, they were statistically 

insignificant. This may be due to different 

sample selection criteria and sample size, 

which led to different results in the two 

studies. 

 

CONCLUSION  

 

Elderly male patients admitted to geriatric 

palliative care unit experience significant 

symptom burden. There are different levels of 

agreement between the patients, their 

caregivers and their attending physicians as 

regards the most distressing symptoms. 

Symptom burden may vary according to 

palliative care diagnosis and comorbid 

conditions. Symptom burden must be 

assessed regularly in palliative care patients to 

determine the best plan of management. 

Tailoring supportive care for palliative 

patients is crucial; especially considering 

certain groups that may require more 

extensive symptom management. Paying 

particular attention to caregivers' perspectives 

and needs is integral within the palliative care 

strategy. 
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Limitations of the study 

 

We recognize that this study had certain 

limitations. Sample size did not aim to 

address symptom burden separately for each 

palliative care diagnosis, so it was difficult to 

find significant relationships as regards these 

diagnoses. 
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