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Abstract: 
Objective: To estimate the prevalence of patients requiring palliative care in outpatient clinics and associated factors. 
Materials and Methods: A cross-sectional study was conducted by retrospectively reviewing the electronic medical records 
of cancer patients visiting the outpatient clinics in the major tertiary care institution in southern Thailand during 1 January– 
31 December 2018 from the Hospital Information System. The Supportive and Palliative Care Indicators Tool in Low 
Income Settings (SPICT-LISTM) was used to determine if the patients would benefit from palliative care. Forward stepwise 
multiple logistic regression was used to assess associations between potential factors and the need for palliative care. 
Results: Nine thousand nine hundred and ninety medical records were reviewed. 3,628 (36.3%) patients were male and 
6,324 (63.3%) were female with a median age of 58.7 years. The prevalence of cancer patients requiring palliative 
care according to the SPICT-LISTM criteria was 7.8%. Age was the main factor associated with palliative care need 
[odds ratio (OR)=1.03, 95% confidence interval (CI)=1.02-1.04]. Muslim patients had a significantly higher requirement for 
palliative care compared with Buddhist patients (OR=1.62, 95% CI=1.09-2.37). Although not statistically significant, 
malignant neoplasms of bone and articular cartilage were associated with higher palliative care need than lip, oral 
cavity and pharynx cancers (OR=5.35, 95% CI=0.69-29.40). 
Conclusion: Muslim religion and having malignant neoplasms of bone and articular cartilage were associated with the 
highest palliative care need. Future studies should focus on more in-depth examination of the reasons these groups 
have higher needs for palliative care.
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Introduction
 The numbers of Thai people suffering from cancer 
and non-cancer diseases has been increasing in the past 
decade (2008-2018).1,2 The age-standardized incidence 
rate for overall cancer in Thailand in 2018 was 158.2 per 
100,000 population.2 The average annual percent changes 
of certain cancers including lung and breast cancer 
increased by 3.1% and 3.3% from year 2000-2012 and were 
expected to continue increasing up to year 2025.3 Patients 
with certain diseases such as Alzheimer’s and dementia, 
liver cirrhosis, kidney diseases, pulmonary diseases and 
cancer have been identified as in need for palliative care.4 
However, not all patients with those diseases are in need 

of palliative care. It depends on the psychosocial, spiritual 

and physical necessities of the patient rather than on the 

diagnosis.4 The principle of palliative care is to ascertain 

the way to achieve the best possible quality of life for 

patients with serious illness and their families by providing 

psychological and physical support, symptom control  for 

severe medical problems such as pain or dyspnea and 

comfort care.4

 Palliative care is an important aspect in improving  

the quality of life of patients who are diagnosed with 

life-limiting illnesses such as cancer, and their families.5 

Palliative care can also indirectly help the hospitals in the 
Thai healthcare system reduce unnecessary expenditures 

by not needing to provide treatments which are not desired 

by the patients or their families.6-8 However, even in today’s 

advanced medical systems, most patients do not access 
appropriate and available palliative care. The World Health 
Organization (WHO) recently reported that only 14.0% of 

patients who would benefit from palliative care received it.9 
 Recently the Supportive and Palliative Care Indicators 

Tool-Low Income Setting (SPICT-LISTM) was developed, to 
help in identifying patients with cancer and other life-limiting 
diseases who could benefit from a palliative care approach 

to their management so that they received care appropriate 
to their needs and coordinated care planning.10 The SPICT-

LISTM was designed to help healthcare providers determine 

if the patients are in an advanced stage of their illnesses.10 

If the general and disease specific criteria are positive 

for a patient, it is suggested that the patient will benefit 

from a palliative care in addition to the specific disease 

management.10 The tool may be used as a screening tool in 

clinical and research settings to estimate the prevalence of 

patients, including those with cancer, who require palliative 

care.

 To estimate the need for palliative care personnel 

and infrastructure, accurate data are required concerning 

the number of patients requiring both inpatient palliative 

care, and even more outpatient palliative care, where 

most cancer patients interact with the healthcare system. 

Theoretically, if screening to assess the need for palliative 

care is performed at outpatient departments, more of these 

patients will receive appropriate palliative care, leading to 

decreases in hospitalization rates in the last 6 months of 

their lives.11 

 In developed countries, tertiary hospitals have 

palliative care specialists who provide expert opinions 

benefitting patients and other specialists.12 However, in 

Thailand, the palliative care services are provided with 

limitations such as no proper consultation channels in 

tertiary hospitals. In addition, the prevalence of palliative 

care needs in cancer patients in Thailand, especially in the 

outpatient clinics of tertiary hospitals, is unknown. Therefore, 

this study was undertaken to estimate the prevalence 

of cancer patients requiring palliative care in outpatient 

clinics and assess factors associated with this need in 

Songklanagarind Hospital, the primary tertiary care center 

and referral institute in southern Thailand.

Material and Methods
 This was a retrospective cross-sectional study 

performed by reviewing the electronic medical records 

of cancer patients visiting the outpatient clinics of 
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Songklanagarind Hospital from 1 January–31 December 

2018. Cancer patients were randomly selected from the 

list, based on the inclusion criteria of Thai patients aged 

15 years old or older who were diagnosed based on the 

10th revision of the International Classification of Disease 

and Related Health Problems (ICD-10) with malignancy 

categories C00-C97. We excluded cancer patients visiting 

the emergency room or who were referred from another 

hospital for surgery.

 The required sample size was calculated using the 

formula to estimate an infinite population. The type I error 

was assumed to be 0.05 and the type II error was assumed 

to be 0.2. The margin of error was set at 0.01. The estimated 

proportion of people who would need palliative care was 

deemed to be 0.50 following the study of Hamano et al.13 

The calculated sample size needed for our analysis was 

then 9,604.

 For data collection, an online SPICT-LIS form 

was developed using KoBoToolbox software. General  

information of the patients including date of birth, sex, 

religion, health insurance and clinical data were retrieved 

from the Hospital Information System (HIS), along with the 

particular clinic visited and primary diagnosis of cancer by 

ICD-10. The palliative care requirement for each patient 

was determined based on the supportive and palliative care 

indicators in a low-income setting (SPICT-LISTM) criteria.

 The primary outcome measure was the palliative care 

needs in the study cancer patients. If a patient had more 

than one visit in the year, the last visit in the study year 

2018 was selected for review because we hypothesized 

that the latest visit would be when the patient’s condition 

was at its lowest due to cancer progression.

 The Thai version of the SPICT-LISTM was back-

translated from English to Thai by a palliative home care 

team and epidemiologists in Songklanagarind Hospital. The 

validity of the questionnaires was tested by comparing the 

back-translated version to the original version. The reliability 

examined by case vignettes was 0.66 by Fleiss kappa 

coefficient, while subgroup agreements were 0.93 among 11 

doctors and 0.53 among 23 nurses. The tool was used to 

determine if the patient require a palliative care consultation 

by the palliative care services at Songklanagarind Hospital. 

The original SPICT-LIS was based on from the Supportive 

and Palliative Care Indicators Tool (SPICT), created by the 

Collaborative Palliative Care Team in Edinburgh in 2010.14 

The SPICT-LIS was refined from preliminary testing in  

Nepal and consensus building by expert clinicians from 

Africa and Asia by adding questions on communicable 

diseases such as HIV and tuberculosis to the basic SPICT.10 

 The SPICT-LIS is divided into two parts. The first part 

includes 6 general indicators and the second part includes 

28 clinical indicators. A patient is considered in need of 

palliative care when they have at least 2 general indicators 

and at least one clinical indicator.10 A study by Bock et al.15 

found that using this definition, the SPICT-LIS had a 

sensitivity of 84.1% and specificity of 57.9% in predicting 

one-year mortality in SPICT-positive elderly patients 

with unpredictable prognoses who were hospitalized. 

 All statistical analyses were performed with R 

Program version 3.6.1 (R Core Team, Austria). Inferential 

statistics including Wilcoxon rank-sum test, chi-squared 

test and Fisher’s exact test were used to compare the 

characteristics of the patients who needed palliative care 

with those of the patients who did not. For inferential 

analysis, multivariate logistic regression was used to analyze 

the associations between patients requiring palliative care 

and associated factors. To select potential associated 

factors, backward stepwise variable selection based on the 

Akaike Information Criterion (AIC) was performed. A p-value 

less than 0.05 was considered statistically significant.
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Results
 Patient characteristics

 The total number of outpatients in our institution in 

2018 was 227,691, with 23,568 patients diagnosed with 

ICD-10: C00-C97. After excluding patients under 15 years 

old, patients visiting the emergency department and those 

referred from other hospitals for surgery, the total study 

population was 9,990 cancer patients (Figure 1).

 Of the 9,990 cancer patients included in the study, 

the median age was 58.7 years. 3,628 (36.3%) were male, 

6,324 (63.3%) were female and 38 had no data recorded on 

sex (0.4%). For insurance purposes, 3,156 of the patients 

were under the Civil Servant Medical Benefits Scheme 

(CSMBS) or the State Enterprise Scheme (31.6%). Most 

of the participants were Buddhist (84.3%). The top three 

primary cancers by ICD-10 definitions were 1,887 (18.9%) 

malignant neoplasms of the breast (ICD-10:C50), 1,755 

(17.6%) malignant neoplasms of the digestive organs 

(ICD-10:C15-26) and 1,411 (14.1%) malignant neoplasms 

of the female genital organs (ICD-10:C51-58). The top 

three outpatient departments with the highest numbers of 

cancer patients were surgery (32.3%), radiation oncology 

(22.4%) and medicine (21.7%) (Table 1).

 Cancer Patients requiring palliative care by 

characteristics and SPICT-LIS indicators

 Seven hundred eighty-one patients (7.8%) were 

found to require palliative care following the SPICT-LIS 

minimum criteria of 2 general indicators and 1 clinical 

indicator, 409 males (52.4%) and, 370 females (47.4%), 

with a median age of 63 years. About one fourth (27.3%) 

were under the CSMBS insurance scheme. The top three 

primary cancers were malignant neoplasms of the digestive 

organs (29.8%), malignant neoplasms of the respiratory and 

intrathoracic organs (17.5%) and malignant neoplasms of 

the lip, oral cavity and pharynx (10.6%) (Table 2). 

Figure1 Flow chart of patients  
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Table 1 Patient characteristics

Characteristic 
Number 
(n=9,990) %

Age Median (Range) 58.7 (15.1, 97.0)
   Missing 41 0.4
Gender
   Female 6,324 63.3
   Male 3,628 36.3
   Missing 38 0.4
Health insurance
   Universal government insurance coverage for Songklanagarind Hospital 10 0.1
   Civil servant medical benefits scheme/State enterprise 3,156 31.6
   Cash 52 0.5
   Social security system (Referred) 5 0.1
   Universal coverage card (Referred) 95 1.0
   Local government 300 3.0
   Missing 6,372 63.8
Religion 
   Buddhist 8420 84.3
   Christian 29 0.3
   Muslim 1498 15.0
   Other 5 0.1
   Missing 38 0.4
Primary cancer site (ICD-10)
   C00-14 malignant neoplasms of lip, oral cavity and pharynx 780 7.8
   C15-26 malignant neoplasms of digestive organs 1,755 17.6
   C30-39 malignant neoplasms of respiratory and intrathoracic organs 810 8.1
   C40-41 malignant neoplasms of bone and articular cartilage 42 0.4
   C43-44 melanoma and other malignant neoplasms of skin 172 1.7
   C45-49 malignant neoplasms of mesothelial and soft tissue 181 1.8
   C50-50 malignant neoplasms of breast 1,887 18.9
   C51-58 malignant neoplasms of female genital organs 1,411 14.1
   C60-63 malignant neoplasms of male genital organs 331 3.3
   C64-68 malignant neoplasms of urinary tract 246 2.5
   C69-72 malignant neoplasms of eye, brain and other parts of central nervous system 157 1.6
   C73-75 malignant neoplasms of thyroid and other endocrine glands 1,290 12.9
   C76-80 malignant neoplasms of ill-defined, secondary and unspecified sites 157 1.6
   C81-96 malignant neoplasms, stated or presumed to be primary, of lymphoid, haematopoietic and 
   related tissue

769 7.7

   C97-97 malignant neoplasms of independent (primary) multiple sites 2 0.0
Outpatient clinic
   Surgery 3,228 32.3
   Radiation oncology 2,233 22.4
   Medicine 2,166 21.7
   Gynecology 1,261 12.6
   Ear nose throat 929 9.3
   Orthopedics 50 0.5
   Ophthalmology 67 0.7
   Pediatrics 46 0.5
   Skin 6 0.1
   Missing 4 0.0

ICD-10=International Classification of Diseases and Related Health Problem 10th Revision
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Table 2 Patients requiring palliative care by characteristics and Supportive and Palliative Care Indicators Tool–Low 

 Income Setting indicators

Variable 
Number (%)

P-value
Did not require Required

Total 9008 (92.2) 781 (7.8)
Age <0.001*
Median (Range) 59.0 (15.1, 95.8) 63.4 (20.3, 97.0)
Gender <0.001**
   Female 5,954 (64.9) 370 (47.5)
   Male 3,219 (35.1) 409 (52.5)
Religion 0.011$

   Buddhist 7,786 (84.9) 634 (81.4)
   Christian 29 (0.3) 0 (0.0)
   Muslim 1,353 (14.7) 145 (18.6)
   Other 5 (0.1) 0 (0.0)
Health insurance coverage <0.001***
   Universal government insurance coverage for Songklanagarind Hospital 9 (0.3) 1 (0.4)
   Civil servant medical benefits scheme (CSMBS)/State enterprise 2,943 (87.7) 213 (81.3)
   Cash 47 (1.4) 5 (1.9)
   Social security system (Referred) 5 (0.1) 0 (0.0)
   Universal coverage card (Referred) 76 (2.3) 19 (7.3)
   Local government 276 (8.2) 24 (9.2)
Primary cancer site (ICD-10) <0.001***
   C00-14 malignant neoplasms of lip, oral cavity and pharynx 697 (7.6) 83 (10.6)
   C15-26 malignant neoplasms of digestive organs 1,522 (16.5) 233 (29.8)
   C30-39 malignant neoplasms of respiratory and intrathoracic organs 673 (7.3) 137 (17.5)
   C40-41 malignant neoplasms of bone and articular cartilage 33 (0.4) 9 (1.2)
   C43-44 melanoma and other malignant neoplasms of skin 164 (1.8) 8 (1.0)
   C45-49 malignant neoplasms of mesothelial and soft tissue 158 (1.7) 23 (2.9)
   C50-50 malignant neoplasms of breast 1,809 (19.6) 78 (10.0)
   C51-58 malignant neoplasms of female genital organs 1,349 (14.6) 62 (7.9)
   C60-63 malignant neoplasms of male genital organs 304 (3.3) 27 (3.5)
   C64-68 malignant neoplasms of urinary tract 225 (2.4) 21 (2.7)
   C69-72 malignant neoplasms of eye, brain and other parts of central 
   nervous system

144 (1.6) 13 (1.7)

   C73-75 malignant neoplasms of thyroid and other endocrine glands 1,281 (13.9) 9 (1.2)
   C76-80 malignant neoplasms of ill-defined, secondary and unspecified sites 122 (1.3) 35 (4.5)
   C81-96 malignant neoplasms, stated or presumed to be primary, of lymphoid, 
   haematopoietic and related tissue

726 (7.9) 43 (5.5)

   C97-97 malignant neoplasms of independent (primary) multiple sites 2 (0.0) 0 (0.0)
SPICT 1: Performance status is poor or deteriorating, best available treatment is 
having limited effect (e.g. stays in bed or a chair for more than half the day).

<0.001**

   No 7,703 (83.6) 110 (14.1)
   Not enough data 1,291 (14.0) 28 (3.6)
   Yes 215 (2.3) 643 (82.3)
SPICT 2: Depends on others for care due to increasing physical and/or mental 
health problems.

<0.001**

   No 7,600 (82.5) 103 (13.2)
   Not enough data 1,382 (15.0) 34 (4.4)
   Yes 227 (2.5) 644 (82.5)
SPICT 3: The person's caregiver needs more help and support. <0.001**
   No 7,673 (83.3) 149 (19.1)
   Not enough data 1,532 (16.6) 626 (80.2)
   Yes 4 (0.0) 6 (0.8)



Fumaneeshoat O, et al. SPICT-LIS for Outpatients with Cancer

Journal of Health Science and Medical Research                                                   J Health Sci Med Res 2021;39(5):411-421417

Table 2 (continued)

Variable 
Number (%)

P-value
Did not require Required

SPICT 4: The person has had significant weight loss over the last few months 
or remains underweight.

<0.001**

   No 7,701 (83.6) 325 (41.6)
   Not enough data 1,021 (11.1) 175 (22.4)
   Yes 4,87 (5.3) 281 (36.0)
SPICT 5: Persistent symptoms despite best available treatment of underlying 
condition(s); is unable to access treatment (e.g. due to distance, cost or inability 
to travel).

< 0.001**

   No 8,282 (89.9) 671 (85.9)
   Not enough data 892 (9.7) 36 (4.6)
   Yes 35 (0.4) 74 (9.5)
SPICT 6: The person (or family) asks for palliative care; chooses to reduce, stop 
or not have treatment; or wishes to focus on quality of life.

< 0.001**

   No 7,994 (86.8) 246 (31.5)
   Not enough data 1,005 (10.9) 30 (3.8)
   Yes 210 (2.3) 505 (64.7)

ICD-10=International Classification of Diseases and Related Health Problem 10th Revision, SPICT= Supportive and Palliative Care Indicators Tool,
SPICT-LIS=Supportive and Palliative Care Indicators Tool–Low Income Setting
P-value calculated by *Wilcoxon rank-sum test, **Chi-squared test, ***Fisher’s exact test

 Of the 9,008 patients (92.2%) who did not meet the 

criteria for requiring palliative care, 3,219 were male (35.1%) 

and 5,954 were female (64.9%), with a median age of 59 

years. Most of the patients (87.7%) were under CSMBS or 

state enterprise insurance coverage. The top three primary 

cancers were malignant neoplasms of the breast (19.6%), 

malignant neoplasms of the digestive organs (16.5%) and 

malignant neoplasms of the female genital organs (14.6%) 

(Table 2).

 The SPICT-LIS includes 2 general indicators (SPICT 

1-2) and 4 clinical indicators (SPICT 3-6) which need to 

be assessed for cancer patients (Table 2). From the chart 

reviews, of 781 patients who required palliative care, 643 

(82.3%) and 644 (82.5%) met the SPICT 1 and 2 criterions, 

respectively. 36% of the patients had had significant weight 

loss (SPICT 4). Only 9.5% of the patients had persistent 

symptoms (SPICT 5). 64.7% of the patients or their family 

chose to reduce or stop treatment while focusing on their 

quality of life (SPICT 6). 80.2% of patients did not have 

enough information on caregivers (SPICT 3) to assess if 

they needed help or support (Table 2). 

 The patients requiring palliative care were significantly 

older than those who did not (p-value<0.001). More male 

patients were identified as requiring palliative care than 

females (p-value<0.001). Religion was associated with 

patients requiring palliative care (p-value=0.011). The other 

potential factors related to requiring palliative care were 

health insurance plan (p-value<0.001) and primary cancer 

site (p-value<0.001) (Table 2).

 Logistic regression analysis on factors 

associated with patients requiring palliative care

 The final multivariate model selected by backward 

stepwise based on best (lowest) AIC using a computerized 

algorithm with program R suggested variables including, 

age, gender, health insurance, religion, and primary cancer 
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site. From the final multivariate logistic regression, age 

was associated with palliative care need (OR=1.03, 95% 

CI=1.02-1.04). Muslim patients had a significantly higher 

requirement for palliative care compared to Buddhist patients 

(OR=1.62, 95% CI=1.09-2.37). Although not statistically 

significant, malignant neoplasms of bone and articular 

cartilage showed higher palliative care need than lip, oral 

cavity and pharynx cancers (OR=5.35, 95% CI=0.69-29.40). 

Patients whose primary cancer was a malignant neoplasm 

of the skin (OR=0.10, 95% CI=0.01-0.53), breast (OR=0.45, 

95% CI=0.24-0.87) or male genital organs (OR=0.45, 95% 

CI=0.20-0.97) had significantly lower proportions of patients 

who required palliative care than patients with a malignancy 

of the lip, oral cavity and/or pharynx (Table 3).

Table 3 Univariate (crude) and multivariate (adjusted) logistic regression of factors associated with patients requiring 

 palliative care

Variable Category 
Univariable 
analysis 
(95% CI)

Multivariable 
analysis 
(95% CI)

Age 1.04* 
(1.02-1.05)

1.03* 
(1.02-1.04)

Gender Female Ref. Ref.
Male 1.14 

(0.83-1.56)
1.09 
(0.80-1.50)

Health insurance Universal government insurance coverage for Songklanagarind Hospital Ref. Ref.
Civil servant medical benefits scheme (CSMBS)/State enterprise 0.12 

(0.01-1.16)
0.12 
(0.02-2.41)

Cash 0.27 
(0.02-3.22)

0.30 
(0.03-6.57)

Social security system (Referred) 0.00 0.00
Universal coverage card (Referred) 0.36 

(0.03-3.73)
0.51 
(0.07-10.42)

Local government 0.18 
(0.02-1.83)

0.17 
(0.02-3.40)

Religion Buddhist Ref. Ref.
Christian 0.00 0.00
Muslim 1.53* 

(1.03-2.27)
1.62* 
(1.09-2.37)

Primary cancer 
site (ICD-10)

C00-14 malignant neoplasms of lip, oral cavity and pharynx Ref. Ref.
C15-26 malignant neoplasms of digestive organs 1.25 

(0.65-2.43)
1.24 
(0.73-2.22)

C30-39 malignant neoplasms of respiratory and intrathoracic organs 0.83 
(0.42-1.65)

1.29 
(0.71-2.44)

C40-41 malignant neoplasms of bone and articular cartilage 2.87 
(0.41-20.32)

5.35 
(0.69-29.40)

C43-44 melanoma and other malignant neoplasms of skin 0.13 
(0.02-1.05)

0.10 
(0.01-0.53)

C45-49 malignant neoplasms of mesothelial and soft tissue 1.07 
(0.39-2.99)

1.16 
(0.43-2.90)

C50-50 malignant neoplasms of breast 0.55 
(0.26-1.14)

0.45 
(0.24-0.87)

C51-58 malignant neoplasms of female genital organs 1.12 
(0.41-3.03)

0.61 
(0.29-1.27)

C60-63 malignant neoplasms of male genital organs 0.55 
(0.23-1.31)

0.45 
(0.20-0.97)
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Discussion
 The overall prevalence of palliative care need by 

SPICT-LIS in this study was 7.8%, which is less than the 

study of Hamano13 (9.2%) in 2018, which examined the 

palliative care need of inpatients over 65 years of age using 

the SPICT Japanese version at a primary care unit.Cancer 

patients with intact physical functions might not require 

palliative care. Our study had a larger sample size and 

used a new SPICT-LIS questionnaire which was developed 

from the original SPICT questionnaire to be more suited for 

the assessment of palliative care-requiring patients in low-

income countries such as Thailand, and collected data from 

many clinics, so there are differences in context between 

the studies. In addition, the median age of cancer patients 

(58.7 years old) in this study was slightly lower.

 Our study found that the needs for palliative care in 

cancer patients increased with age (OR=1.02-1.04). This 

finding is not surprising, a study by Teunissen S. and team 

found that elderly patients with cancer had more symptoms 

such as depressed mood, urinary tract problems and 

drowsiness than younger patients so they had a higher 

need for palliative care than younger patients, especially 

in terms of symptoms management.16 A large proportion of 

elderly people tend to suffer from multiple medical conditions 

including cardiovascular disease and neurodegenerative 

disease including cancer17, and these age-associated 

diseases likely impose large burdens which result in 

decreased quality of life. Therefore, more comorbidities are 

associated with a higher need for palliative care in elderly 

patients than younger ones.18 

 Our study found that Muslim patients had significantly 

higher palliative care needs than Buddhists (OR=1.09-2.37). 

According to the study of Aasim et al., Muslim patients have 

many beliefs about health care that lead them to not fully 

utilize available health care systems. For example, they 

believe that if they contract a disease or illness, that is 

their fate and they should not attempt to avoid their fate by 

seeking medical attention. They also believe that religious 

activities such as praying or fasting can heal their illnesses, 

thus leading them to delay seeking allopathic treatment even 

when they are sick.19 So, in terms of palliative care, such 

delays in seeking treatment will make their status worse 

Table 3 (continued)

Variable Category 
Univariable 
analysis 
(95% CI)

Multivariable 
analysis 
(95% CI)

C64-68 malignant neoplasms of urinary tract 1.10 
(0.42-2.85)

0.74 
(0.30-1.72)

C69-72 malignant neoplasms of eye, brain and other parts of central 
nervous system

1.66 
(0.54-5.16)

1.97 
(0.65-5.34)

C73-75 malignant neoplasms of thyroid and other endocrine glands 0.00 0.00
C76-80 malignant neoplasms of ill-defined, secondary and unspecified 
sites

1.63 
(0.64-4.16)

2.14 
(0.87-5.06)

C81-96 malignant neoplasms, stated or presumed to be primary, of 
lymphoid, haematopoietic and related tissue

0.36 
(0.16-0.81)

0.66 
(0.32-1.35)

C97-97 malignant neoplasms of independent (primary) multiple sites 0.00 0.00

ICD-10=International Classification of Diseases and Related Health Problem 10th Revision
*indicating statistically significant factors with p-value less than 0.050
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than other groups of patients when they do finally seek 

medical care, and the palliative care requirements will also 

be greater. Further evaluation is needed to understand this 

association. 

 Although not statistically significant, malignant 

neoplasms of bone and articular cartilage showed higher 

palliative care need than lip, oral cavity and pharynx 

cancers. In addition, in those patients requiring palliative 

care, the largest group was those with malignant neoplasms 

of the bone and articular cartilage. We hypothesize that the 

reason for this is that the treatment for bone and cartilage 

cancers has a greater negative effect on the overall health 

status of these patients than the treatment for other cancers, 

leading to a higher need for palliative care than other cancer 

groups. Bone and soft tissue sarcomas are known to have 

moderate to high risk of developing distant metastases 

before initiation or during the course of treatment. These 

aggressive bone and soft tissue sarcomas affect patients 

physically, psychologically, and spiritually, thus requiring a 

holistic approach to addressing their needs.20 As reported 

by Ana Martins et al.21, patients diagnosed with primary 

bone cancer in the United Kingdom had a wide range of 

physical and mental problems arising from their condition. 

 The results of our study should be interpreted 

cautiously, taking into account the following limitations. 

First, some patients might not have been diagnosed with an 

ICD-10 category related to cancer because of healthcare 

personnel error and would thus have been excluded from 

the research. Second, there were some missing data 

in the hospital information system (HIS) concerning the 

general indicators of the SPICT-LISTM including the primary 

caregiver and how the patient accessed their healthcare. 

And there are 2 potential biases in the study. First, there 

is a potential information bias, as the questionnaire part 

of the SPICT-LISTM was completed by more than one 

researcher, which could have involved different types of data 

analyses, and also the medical records in the outpatient 

departments were recorded by more than one physician 

which may have led to different data being recorded, and/

or different interpretations of their findings. And second, 

we would note a possible selection bias, as the research 

sample group included only patients who came to our 

tertiary hospital, therefor their diseases may have been 

more complicated than the diseases seen in primary or 

secondary hospitals. However, we believe these potential 

biases would have a minimal effect on this research, as we 

took careful precautions to mitigate as much as possible 

these potential biases by clarifying all of the indicators in 

the SPICT-LIS prior to assigning the researchers their data 

collection duties.  

Conclusion 
 Our study found that the prevalence of palliative 

care needs in cancer patients in the outpatient clinics in 

Songklanagarind Hospital was high. The most common 

cancers requiring palliative care were cancers of the 

digestive organs, respiratory and intrathoracic organs and 

malignant neoplasms of the lips, oral cavity and pharynx. 

We conclude that screening with the SPICT-LIS to estimate 

palliative care needs could be usefully implemented in the 

internal medicine, surgery and ENT outpatient clinics, and 

we would also suggest including the orthopedics clinic 

because of the high need of palliative care revealed by the 

statistical analysis in various bone cancers, even though 

the prevalence of these was statistically small.
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