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Abstract  

Early identification of palliative care needs in hospitalized patients is critical for clinicians to 

provide timely and effective interventions at the specific level of palliative care required by the 

patient and their family. The CAPC developed a set of criteria to identify patients at hospital 

admission that are appropriate to receive primary palliative care assessment. No study has 

examined the reliability and other psychometric properties of CAPC criteria. A retrospective, 

descriptive, exploratory study design allowed for examination of the interrater reliability of 

CAPC criteria to identify palliative care needs in patients at hospital admission. Nurse 

investigators independently reviewed medical records of 100 randomly selected patients 

admitted to oncology and progressive care units who received palliative care.  Interrater 

reliability was examined with the kappa statistic, along with a 95% confidence interval. The 

nurse investigators had perfect to substantial agreement for the majority of CAPC criteria. The 

study findings suggest it is realistic and suitable for nurses to administer and score CAPC criteria 

at hospital admission. Implementation of an established instrument to trigger primary palliative 

care assessment at hospital admission will provide the structure and process needed to ensure 

consistent identification of patients at risk for having unmet palliative care needs. 
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Examination of the Interrater Reliability of a Palliative Care Assessment  

Tool in Patients at Hospital Admission: A Pilot Study 

The goal of palliative care is to achieve the best quality of life for patients and their families 

who are facing the problems associated with serious or life-threatening illness.
1  

Palliative care 

teams utilize an interdisciplinary approach in which physicians, nurses, chaplains, social 

workers, and other allied health professionals provide care.
1  

Palliative care is comprised of three 

levels of care: primary, secondary, and tertiary.
1  

Primary palliative care is the basic skills and 

competencies required by nurses and other healthcare providers to manage the day-to-day patient 

care.
2, 3  

Primary palliative care competencies include relief of pain and other symptoms, 

establishing goals for care, communicating bad news, and supporting patients and families 

throughout the continuum of care.
2, 3  

Secondary palliative care occurs when the treating 

physician refers to a specialist-level palliative care provider for ongoing counseling and/or 

management of complex problems, for example, refractory pain or other symptoms.
2, 3  

In 

addition to the specialist-level palliative care, tertiary palliative care includes education and 

research, such as this study, to generate new knowledge to inform palliative care practice in the 

hospital setting.
2, 3  

Although palliative care services have grown rapidly in hospitals throughout the United 

States,
1, 4   

it is not essential or pragmatic for a palliative care specialist to manage all palliative 

care needs of hospitalized patients.
2, 3  

For this reason, there is a need to improve primary 

palliative care assessment skills of clinicians caring for hospitalized patients, with the goal of 

reserving specialty-level palliative care provision for problems beyond the scope of primary 

palliative care.
2, 3  

Evidence suggests patients with serious or life-threatening illness who received 

palliative care interventions along with standard care reported improved physical and 
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psychological symptoms,
 6, 7

 quality of life, 
5, 6, 7 

family caregiver well-being,
 5, 6, 8  

and had a 

longer median survival time.
7  

Despite this evidence,
5-8  

transition from disease-directed treatment 

to an emphasis on palliative care often occurs within days of end of life, if at all.
9, 10, 11 

 Early 

identification of palliative care needs is critical for clinicians to provide appropriate and timely 

interventions directed at the specific level of palliative care required by the patient and their 

family. However, there is a general lack of assessment techniques that would equip providers to 

identify palliative care needs in hospitalized patients. Although ranges of palliative care 

assessment instruments have been developed, none have established reliability or validity, to 

date.
 12-15

 Establishing reliability of an existing palliative care assessment instrument is the first 

step toward enabling providers to identify and address unmet palliative care needs in hospitalized 

patients. 

The Center to Advance Palliative Care (CAPC) developed a set of criteria to identify patients 

at hospital admission that would be appropriate to receive further palliative care assessment and 

interventions.
2
 However, no study has examined the reliability and other psychometric properties 

of the CAPC criteria. Reliability is a prerequisite for any kind of validity, and is the degree to 

which measurement error is absent from data.
16

 Interrater reliability is a specific type of 

reliability referring to the amount of error due to different raters or observers rating the same 

object or attribute.
16

  

In the case of the CAPC criteria, interrater reliability is useful to measure whether two (or 

more) raters independently come to an exact or nearly exact agreement when scoring a patient.
16 

 

Although exact agreement of independent raters is ideal, a small difference in rating is of minor 

clinical relevance.
16 

Conversely, if the difference in assessment and scoring between raters 

increases, it is very likely this will have implications for clinical practice.
16 

 For example, while 
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one nurse considers a patient at risk for having unmet palliative care needs and provides 

interventions to address the specific level of palliative care required by the patient and their 

family, another nurse may regard the patient as not at risk and will not consider any further 

interventions.
16

 Regardless of the question of which assessment is “correct”, an appropriate 

interrater reliability measure should indicate if and to what extent nurses agree or disagree as to 

whether a given patient meets CAPC criteria for further palliative care assessment and 

intervention.
16

 In order to examine which criteria are more difficult to rate than others, it is also 

important to determine the interrater reliability of each individual CAPC criterion. With regard to 

rating scales such as the CAPC criteria, interrater reliability is influenced by the operational 

definition of each criterion, by the raters attributes (training, knowledge), and by the rated 

patients’ traits.
16

  

Purpose 

Investigating and establishing the psychometric properties of an instrument is the common 

standard prior to implementing the tool in clinical practice. Presently, the Centers for Medicare 

and Medicaid
17

 and Joint Commission on Accreditation of Healthcare Organizations
18

 support 

the use of evidence based instruments and practices by clinicians caring for hospitalized patients. 

The purposes of this pilot research study were twofold: 

1. To establish the interrater reliability of CAPC criteria that identify and trigger primary 

palliative care assessment at hospital admission in adult patients admitted to oncology 

and progressive care units and who received palliative care services during their 

hospitalization; and  

2. To describe the CAPC criteria identified most frequently in study patients who met 

CAPC criteria at hospital admission. 



INTERRATER RELIABILITY OF A PALLIATIVE CARE ASSESSMENT TOOL 6 

 

Methods 

Design 

A retrospective, descriptive, exploratory study design allowed for the examination of the 

interrater reliability of the CAPC criteria to identify primary palliative care needs in patients at 

hospital admission. The Institutional Review Board approved the study protocol.  

Setting and Sample 

This pilot study took place in a Midwestern academic medical center. The study team utilized 

a randomized, purposive sampling strategy to obtain a sample of 100 patients who received 

palliative care services during their hospitalization. Using a sample of patients known to have 

received palliative care services strengthened the study design and enhanced the study team’s 

ability to determine the interrater reliability of the CAPC criteria. A random sample of patients 

admitted to oncology and progressive care units who received palliative care services between 

January 1 and December 31, 2011 were selected. A sample size of 100 was adequate to 

determine the instrument’s reliability using the kappa statistic, along with a 95% confidence 

interval.   

Instrument 

The CAPC criteria comprise an instrument for use at hospital admission to identify patients 

whose conditions warrant a primary palliative care assessment
2
 (Table 1).

  
A national consensus 

panel developed the CAPC criteria from national standards, research findings, and expert 

opinion.
2  

The instrument has primary and secondary criteria to facilitate identification of patients 

appropriate for primary palliative care assessment (Table 1). The primary criteria include the five 

most important indicators identified by the consensus panel. These criteria are global indicators 

(e.g., frequent admissions, difficult-to-control physical or psychological symptoms) that 
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represent the minimum that nurses and other clinicians should use to screen patients at risk for 

unmet palliative care needs at hospital admission.
2  

The secondary criteria are more specific 

indicators of a higher likelihood of unmet palliative care needs (e.g., chronic home oxygen use, 

limited social support) and are designed to be used as supplemental criteria in hospitals with 

more comprehensive palliative care services available.
2 

  

The starting point for assessing any given patient using the primary and secondary criteria is 

the identification of patients with potentially life-limiting or life-threatening conditions.
2  

The 

primary and secondary criteria are categorical data that are rated by the presence or absence of 

each criterion. The presence of one or more criteria triggers the need for further primary 

palliative care assessment in patients at hospital admission. 

Procedure 

The data collection team consisted of the principal investigator and two nurse co-

investigators who reviewed the medical records of randomly selected subjects. Pairs of nurse 

investigators independently reviewed the medical record of each patient at hospital admission, 

which was defined in this study as within 48 hours of the patient’s admission to the unit. The 

nurse investigators determined the presence of one or more CAPC criteria that trigger the need 

for further primary palliative care assessment. The principal investigator reviewed all 100 

medical records and each co-investigator reviewed 50. The investigators reviewed the admission 

note, daily progress notes, and the history and physical summary for content and presence of 

CAPC criteria.  In addition, the investigators recorded demographic data (age, gender, and 

ethnicity/race) from the chart. The investigators recorded their findings on the data collection 

form (Table 1).  
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Data Analysis 

To ensure consistency and reliability of the data collection processes among study team 

members, the principal investigator compared her data collection results with each of the co-

investigators on the first 10 medical records reviewed.  The nurse investigators obtained 100% 

reliability of their data collection processes on the first10 medical records. Upon completion of 

data collection with all 100 medical records, interrater reliability was examined with the kappa 

statistic, with a 95% confidence interval that indicates likely values for the true kappa value with 

95% confidence.
19

 A test for whether kappa is different from zero was also calculated.
19

 If the p-

value < 0.05, then the difference was sigificant.
19

 

Results 

Characteristics of the study sample are summarized in Table 2. The calculated interrater 

reliability coefficients for each CAPC criterion are presented in Tables 3 and 4.  The nurse 

investigators had perfect to substantial agreement for the majority of the CAPC criteria. In 

addition,  the CAPC criteria identified most frequently by nurse investigators in the study 

patients who received palliative care services during their hospitalization included “life-limiting 

condition”, “surprise question”, “complex home support for ventilator”, “complex home support 

for antibiotics”, “cognitively impaired elderly with hip fracture”, and “hospice program”. 

Oncology Unit 

In patients admitted to the oncology unit, perfect agreement (kappa 1.00) was achieved 

between nurse investigators for “life-limiting condition”, “surprise question”, “complex home 

support for ventilator”, “complex home support for antibiotics”, “complex home support for 

feedings”, “cognitively impaired elderly with hip fracture”, “metastatic or incurable cancer”, and 

“hospice program” (Table 3). Almost perfect agreement (kappa 0.99 - 0.81) was observed for 
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“frequent admissions” (kappa = 0.85, p < .0001), “functional dependency” (kappa = 0.83, p < 

.0001), “last 3 months, feeding intolerance” (kappa = 0.82, p < .0001), and “admission from 

long-term care facility” (kappa = 0.91, p < .0001) (Table 3). Substantial agreement (kappa 0.80-

0.61) was observed for “admit difficult to control symptoms” (kappa = 0.65, p < .0001), “last 3 

months, decline in function” (kappa = 0.74, p < .0001), “last 3 months, decline in weight” (kappa 

= 0.76, p < .0001), and “chronic home oxygen” (kappa = 0.77, p < .0001) (Table 3). In general, 

kappa values for all other criteria were much lower. The lowest exact agreement occurred for the 

criterion “limited social support” (kappa = 0.39, p < .0025).    

Progressive Care Unit 

In patients admitted to the progressive care unit, perfect agreement (kappa 1.00) was 

achieved between nurse investigators  for “life-limiting condition”, “surprise question”, “admit 

difficult-to-control symptoms “, complex home support for ventilator”, “complex home support 

for antibiotics”, “cognitively impaired elderly with hip fracture”, and “hospice program” (Table 

4).  Almost perfect agreement (kappa 0.99 - 0.81) was observed for “complex home support 

feedings” (kappa = 0.84, p < .0001), “admission from long-term care facility” (kappa = 0.92, p < 

.0001), “metastatic or incurable cancer” (kappa = 0.93, p < .0001), “chronic home oxygen” 

(kappa = 0.85, p < .0001), and “no history advance care planning” (kappa = 0.82, p < .0001) 

(Table 4).  Substantial agreement (kappa 0.80-0.61) was observed for “frequent admissions” 

(kappa = 0.70, p < .0001), “last 3 months, feeding intolerance” (kappa = 0.71, p < .0001), “out-

of-hospital cardiac arrest” (kappa = 0.65, p < .0001) (Table 4).  The lowest exact agreement 

occurred for the following criteria “functional dependency” (kappa = 0.31, p < .0067), “in the 

last 3 months decline in function” (kappa = 0.39, p < .0001), and “in the last 3 months decline in 

weight” (kappa = 0.48, p < .0001) (Table 4).   
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Discussion 

The results indicate that nurse investigators had perfect to substantial agreement for the 

majority of the CAPC criteria in patients admitted to the oncology and progressive care units. 

Perfect to substantial agreement provides confidence in nurses’ abilities to administer and score 

the CAPC instrument for the study population. However, prior to making inferences about 

interrater reliability of CAPC criteria, it is important to note the limitations of the CAPC 

instrument. Poor level of agreement was achieved between nurse investigators for the criteria 

“limited social support”, “functional dependency”, “in the last 3 months decline in function”, and 

“in the last 3 months decline in weight. With regard to the poor level of agreement for these four 

criteria, one quality is particularly notable; compared with the remaining criteria these four 

criteria contain short and ambiguous descriptions. Short and ambiguous descriptions may lead to 

more difficulties in understanding what the criterion is intended to measure and, in fact, increase 

the probability of misunderstanding.
12 

  Furthermore, the CAPC do not provide operational 

definitions to describe hospital admission or any of the specific criteria, adding to the difficulties 

in understanding what each criterion is intended to measure. 

In clinical practice, it is common that a team of interdisciplinary clinicians provide care to 

patients and their families. Nurses on the team have an essential role in identifying unmet needs 

of patients, and coordinating services to address those needs in the hospital setting. Therefore, it 

is vital that any instrument used to assess patients for palliative care needs at hospital admission 

yields results that are repeatable between nurses.  Based on the study findings, it is realistic and 

suitable for nurses to administer and score the CAPC instrument in adult oncology and 

progressive care patients at hospital admission. The oncology and progressive care patient 

populations are complex patients, often with pain and other distressing symptoms, multiple 
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chronic conditions, functional dependencies, and terminal diagnosis. Palliative care programs 

targeting these complex patient populations in hospitals, have been shown to increase value by 

both improving quality and reducing cost of care.
5-8, 20-25

 Addressing pain and other distressing 

symptoms that might otherwise increase hospital complications and length of stay, establishing 

clear care goals in collaboration with the patients and their families, and developing 

comprehensive discharge plans in a timely and efficient manner can reduce costly and 

preventable hospitalizations and prevent readmissions.
5-8, , 20-25. 

Implications 

Early identification of palliative care needs is critical for clinicians to be able to provide 

timely and effective interventions directed at the specific level of palliative care (primary, 

secondary, or tertiary) required by the patient and their family. However, there is a general lack 

of assessment techniques that allow clinicians to identify palliative care needs in hospitalized 

patients. Although various palliative care assessment tools have been developed, to date none has 

established reliability or validity.  Establishing interrater reliability of the CAPC criteria is a 

necessary first step in determining the utility of having registered nurses conduct this screening 

at hospital admission of patients who are at risk for having unmet palliative care needs. 

Implementation of a standardized tool to identify palliative care needs and trigger palliative care 

assessment at hospital admission will provide the structure and process needed to ensure 

consistent identification of patients at risk for having unmet needs. Early recognition enables 

nurses and other clinicians to integrate palliative care principles into holistic, compassionate care 

of patients and their families during their hospitalization and throughout the continuum of care. 

Establishing the interrater reliability of CAPC criteria is the beginning of a process that will 

contribute to the availability of data that describe the characteristics of hospitalized patients 
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appropriate for further palliative care assessment and intervention. The future examination of the 

interrater reliability of CAPC criteria should be directed at other patient populations, formal 

education of nurse investigators to increase their understanding of what each criterion is intended 

to measure, and describe clinically relevant differences between nurses’ disagreements.  

Limitations 

The study design may have contributed to the nurse investigators’ inability to determine the 

presence or absence of each CAPC criterion. The nurses’ clinical judgment may have been 

hindered by the quality of documentation found in the medical records or by their own level of 

clinical knowledge and experience. Failure of the nurses to have the required documentation or 

hold the necessary knowledge to make a confident clinical decision may have led to scores of 

low agreement between nurse investigators, or assignment of criteria into the “unable to 

determine” category. The generalizability of study findings may be limited due to the inclusion 

of patients admitted only to adult oncology and progressive care units who received palliative 

care.  Furthermore, the arbitrary selection of within 48 hours of the patient’s admission to the 

unit as the definition of “hospital admission” may also limit the generalizability of study 

findings. 

Conclusions 

The CAPC instrument provides a set of criteria to identify patients at hospital admission that 

would be appropriate to receive further palliative care assessment and interventions. Previously, 

no studies have examined the psychometric properties of these CAPC criteria. Reliability is a 

necessary first step in determining the utility of having registered nurses conduct screening of 

patients at hospital admission for further palliative care needs. In addition, interrater reliability is 

prerequisite for further establishment of psychometric properties of the CAPC criteria. Nurses 
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play an essential role in identifying hospitalized patients who are at risk for having unmet 

palliative care needs. Establishing interrater reliability of the CAPC criteria is essential to 

determining the utility of having registered nurses conduct the screening at hospital admission of 

patients who are at risk for unmet palliative care needs. Based on the study findings, it is realistic 

and suitable for nurses to administer and score the CAPC criteria at hospital admission. This 

study is a first attempt at establishing psychometric properties of the CAPC criteria to identify 

and trigger further palliative care assessment at hospital admission. Establishing reliability of an 

existing palliative care assessment instrument is the initial step toward enabling nurses and other 

clinicians to identify and address unmet palliative care needs in hospitalized patients.  
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26.  

 

 

Table 1 - CAPC Data Collection Tool 

 

MRN: _________   Age:  ____ 

Sex: check box 

           Female               Male   

  Race/Ethnicity: check box 

       White               Black or African American          Asian 

       Hispanic           American Indian or Alaska Native  

       Native Hawaiian or Pacific Islander  

 

 

A potentially life-limiting or life-threatening condition. 

present in chart 

documentation 

Yes  No  UTD  

Primary Criteria 

Surprise Question: You would not be surprised if the patient died within 12 months. Yes No  UTD  

Frequent admissions (more than one admission for same condition within 3 months). Yes  No  UTD 

Admission prompted by difficult-to-control physical or psychological symptoms 

(e.g., moderate-to-severe symptom intensity for more than 24 hours). 

 

Yes  

 

No  

 

UTD 

Complex care requirements: 

 Functional dependency 

 Complex home support for ventilator 

 Complex home support for antibiotics 

 Complex home support feedings 

 

Yes 

Yes  

Yes  

Yes  

 

No  

No  

No  

No  

 

UTD  

UTD  

UTD  

UTD  

In last 3 months, decline in: 

 Function (mobility or mental capacity) 

 Feeding intolerance (nausea, vomiting, or bloating) 

 Unintended decline in weight (e.g., failure-to-thrive) 

 

Yes 

Yes 

Yes  

 

No  

No  

No  

 

UTD 

UTD  

UTD  

Secondary Criteria 

Admission from long-term care facility or medical foster home Yes  No  UTD  

Cognitively impaired elderly (> 70 years) patient with acute hip fracture Yes  No  UTD  

Metastatic or locally advanced incurable cancer  Yes  No  UTD  

Chronic home oxygen use   Yes  No  UTD  

Out-of-hospital cardiac arrest Yes  No UTD  

Current or past hospice program enrollee Yes  No  UTD  

Limited social support  Yes  No  UTD  

No history of completing an advanced care planning discussion/document  Yes  No  UTD  

UTD = Unable to determine 
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Table 2 – Patient Characteristics 

Admission Unit N Female 

Count (%) 

Male 

Count (%) 

White 

Count 

(%) 

Black 

Count 

(%) 

Other 

Count 

(%) 

Oncology  50 19 (38%) 31 (62%) 47 (94%) 1 (2%) 2 (4%) 

Progressive 

Care  

37 15 (40%) 22 (59%) 33 (89%) 3 (8%) 1 (3%) 
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Table 3 – Oncology Unit 

Interrater Reliability 
 

Primary Criteria  

N= 50  

Yes 

Count (%) 

No 

Count (%) 

1
UTD 

Count (%) 

Kappa 

Value 

95% CI p-value 

Life-limiting/threatening condition 50 (100%) 0 0  1.000 - - 

Surprise question 2 (4%) 48 (96%) 0  1.000 1.0000-1.0000  .0001 

Frequent admissions 35 (70%) 15 (30%) 0  0.854 0.6951-1.0000 < .0001 

Admit difficult-to-control symptoms 46 (92%) 4 (8%) 0  0.646 0.2004-1.0000 < .0001 

Functional dependency 22 (44%) 23 (23%) 5 (10%) 0.825 0.6827-0.9676 < .0001 

Complex home support for ventilator 

 

0 50 (100%) 0 1.000 - - 

Complex home support antibiotics 

 

0 50 (100%) 0 1.000 - - 

Complex home support feedings 6 (12%) 44 (88%) 0 1.000 1.0000-1.0000  < .0001 

Last 3 months, decline in function  43 (86%) 5 (20%) 2 (4%) 0.742 0.5042-0.9791 < .0001 

Last 3 months, feeding intolerance 28 (56%) 18 (36%) 4 (8%) 0.817 0.6621-0.9718 < .0001 

Last 3 months, decline in weight 16 (23%) 15 (30%) 19 (38%) 0.757 0.6045-0.9092 < .0001 

Secondary Criteria 

 N= 50 

Yes 

Count (%) 

No 

Count (%) 

1
UTD 

Count (%) 

Kappa 

Value 

95% CI  p-value 

Admission long-term care facility 7 (14%) 43 (86%) 0 0.912 0.7409-1.0000 <. 0001 

Cognitively impaired elderly hip fx. 0 50 (100%) 0 1.000 - - 

Metastatic or incurable cancer 50 (100%) 0 0 1.000 - - 

Chronic home oxygen 8 (16%) 42 (84%) 0 0.702 0.4289-0.9758 < .0001 

Out-of-hospital cardiac arrest 0 50 (100%) 0 1.000 - - 

Hospice program 0 50 (100%) 0 1.000 - - 

Limited social support 12 (24%) 38 (76%) 0 0.390 0.0929-0.6876 < .0025 

No history advance care planning 15 (30%) 70 (53%) 0 0.594 0.3594-0.8298 < .0001 

1
Unable to determine 

 

Kappa:  1.000 = perfect agreement; 0.99- 0.81 = almost perfect agreement; 0.80-0.61= substantial agreement; 0.81-0.61 = 

moderate agreement; 0.60 or less = poor agreement. 
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Table 4 - Progressive Care Unit 

Interrater Reliability 

 

Primary Criteria  

N= 37  

Yes 

Count (%) 

No 

Count (%) 

1
UTD 

Count(%) 

Kappa 

Value 

95% CI  p-value 

Life-limiting/threatening condition 37 (100%) 0 0  1.000 - - 

Surprise question 0 36 (97%) 1 (3%)  1.000 -  - 

Frequent admissions 9 (24%) 25 (68%) 3 (8%)  0.703 0.4705-0.9347 < .0001 

Admit difficult-to-control symptoms 36 (97%) 1 (3%) 0  1.000 - - 

Functional dependency 24 (65%) 10 (27%) 3 (8%) 0.311 0.0534-0.5686 0.0067 

Complex home support for ventilator 

 

0 50 (100%) 0 1.000 - - 

Complex home support antibiotics 

 

0 50 (100%) 0 1.000 - - 

Complex home support feedings 3 (8%) 33 (89%) 1 (3%) 0.844 0.5504- 1.0000  < .0001 

Last 3 months, decline in function  24 (65%) 8 (22%) 5 (13%) 0.392 0.1100-0.6747 < .0001 

Last 3 months, feeding intolerance 13 (35%) 21 (57%) 3 (8%) 0.712 0.5059-0.9190 < .0001 

Last 3 months, decline in weight 9 (24%) 21 (57%) 7 (19%) 0.479 0.2607-0.6982 < .0001 

Secondary Criteria 

 N= 37 

Yes 

Count (%) 

No 

Count (%) 

1
UTD 

Count (%) 

Kappa 

Value 

95% CI  p-value 

Admission long-term care facility 9 (24%) 28 (76%) 0 0.924 0.7767-1.0000 < .0001 

Cognitively impaired elderly hip fx. 1 (3%) 36 (97%) 0 1.000 1.0000-1.0000 < .0001 

Metastatic or incurable cancer 10 (28%) 26 (72%) 0 0.931 0.8033- 1.0000 < .0001 

Chronic home oxygen 9 (24%) 28 (76%) 0 0.853 0.6559-1.0000 < .0001 

Out-of-hospital cardiac arrest 1 (3%) 36 (97%) 0 0.654 0.0269-1.0000 < .0001 

Hospice program 0 37 (100%) 0 1.000 - - 

Limited social support 10 (27%) 17 (46%) 10 (27%) 0.510 0.3106-0.7098 < .0001 

No history advance care planning 19 (51%) 18 (49%) 0 0.837 0.6626-1.0000 < .0001 

1
Unable to determine 

 

Kappa:  1.000 = perfect agreement; 0.99- 0.81 = almost perfect agreement; 0.80-0.61= substantial agreement; 0.81-0.61 = 

moderate agreement; 0.60 or less = poor agreement. 


