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A B S T R A C T

Objective:While there are limited studies addressing palliative care quality in China, the availability of an effective
set of care quality indicators is scarce. This study aimed to develop a comprehensive set of quality indicators for
palliative care in China.
Methods: Conducting a systematic literature search across databases and guideline websites from inception to
October 2020, combined with qualitative interviews, we established a preliminary pool of indicators. Subse-
quently, two rounds of Delphi expert consultation surveys were administered to 19 multidisciplinary experts
(specializing in clinical nursing/medicine, nursing/medicine management, and health care administration, as well
as those engaged in teaching and research) from 12 provinces in Mainland China (three each from North, East,
and South China, and four from Central China) via email from March to June 2021. The analytic hierarchy process
was employed to determine indicator weights.
Results: Both rounds of expert consultation yielded a 100% positive coefficient, with expert authority coefficient
values of 0.91 and 0.93, respectively. Kendall coefficient of concordance values for the two rounds were 0.148
and 0.253 (P < 0.001), indicating consensus among experts. Consequently, 71 quality indicators deemed
important in the Chinese palliative care setting were identified, comprising 22 structure indicators, 35 process
indicators, and 14 outcome indicators.
Conclusions: This study established an evidence-based set of quality indicators, addressing previously unmet needs
and providing a novel approach to assessing and monitoring palliative care quality. Furthermore, ongoing
refinement and integration with the evolving social context are warranted.
Introduction

Palliative care is an integrated approach involving physical, psycho-
logical, social, and spiritual support to help patients with serious illnesses
and their families improve their quality of life.1 With an increasing
number of people diagnosedwith progressive diseases, palliative care has
a high potential for demand.2 These patients’ physical, psychological,
social, and spiritual needs differ from those of patients with general ill-
nesses. Consequently, they need additional care services from others.

Quality indicators are standardized, evidence-based measures and
can provide targeted care content3 to provide patients and health
ier Inc. on behalf of Asian Oncolo
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workers with relevant data to systematically monitor and improve the
quality of medical care and support services.4–7 The most commonly used
theoretical framework in studies on quality indicators was developed by
Avedis Donabedian, and it includes service structures, processes, and
outcomes of care.8 The three aspects both complement and influence one
another and can be more comprehensive and reflect care details.
High-quality service structures and processes are likely to contribute to
high-quality outcomes.9

In recent years, studies on quality indicators for palliative or end-of-
life care have been increasing globally. However, these studies have
some weaknesses. First, most focus on specific disease groups such as
gy Nursing Society. This is an open access article under the CC BY-NC-ND license

mailto:414700595@qq.com
http://crossmark.crossref.org/dialog/?doi=10.1016/j.apjon.2023.100324&domain=pdf
www.sciencedirect.com/science/journal/23475625
http://www.apjon.org
https://doi.org/10.1016/j.apjon.2023.100324
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1016/j.apjon.2023.100324


H. Zheng et al. Asia-Pacific Journal of Oncology Nursing 10 (2023) 100324
heart disease, cancer, end-stage liver disease, etc.,10–13 which lack gen-
erality. Second, Virdun14 integrated national quality indicators and pol-
icies from 15 leading countries in adult end-of-life care; however, the
studies particularly focus on outcome indicators (account for 62% of total
quality indicators). Third, McCorry7 developed the first set of quality
indicators (comprising seven structural, 21 process, and two outcome
indicators) to evaluate the quality of palliative-care day service; however,
this indicator set is not sufficiently comprehensive and some indicators
are not suitable for China's national conditions and are difficult to
implement in clinical practice.

In mainland China, Yang developed 36 indicators aimed at patients
with cancer based on the theory of comfort care in 2018.15 However,
these quality indicators were restricted to process, with no indicators for
the necessary resources and how to evaluate patient-care outcomes. In
2019, Liu developed 38 indicators for palliative care in mainland China
based on the structure-process-outcome theory.16 However, these in-
dicators predominantly focused on outcomes. Therefore, more compre-
hensive quality indicators for palliative care in mainland China are
required.

Despite the increasing attention paid to quality indicators for palliative
care in China, studies on care-quality indicators for palliative care remain
scarce due to the influence of traditional culture and the deficiency of
relevant policies.17As thehealth care professionalswith the closest contact
with patients and caregivers in palliative care, nurses are responsible for
enhancing care quality. Integrating the Donabedian model with the Chi-
nese context, this study aimed to develop a quality-indicator system for
palliative care for hospitals and nurses in China.

Methods

Initial construction of potential indicators

A set of potential indicators was drafted according to the following
steps: First, quality indicators were extracted from a literature review.
The search terms were ‘palliative care/end-of-life/terminal ill/advanced
cancer’ and ‘quality indicator/nursing quality/care quality/quality
assessment/quality of life/quality management’. From inception to
December 2020, a comprehensive search of the literature and guidelines
for quality indicators in palliative care was performed, including on the
Embase, PubMed, CINAHL, CNKI, WeiPu, and WanFang databases and
those of the National Guideline Clearinghouse, Registered Nurses Asso-
ciation of Ontario, and National Institute for Health and Clinical Excel-
lence. Second, qualitative interviews with six palliative-care managers
(who were excluded from the Delphi consultation) and six clinical nurses
in palliative wards were conducted to explore the understanding of
quality indicators from a first-hand perspective and to obtain valuable
advice for establishing an effective set of quality indicators. Third, before
we began our Delphi process, we held a meeting with our research team
to refine the potential quality indicators. Six interdisciplinary experts in
nursing education, nursing quality control, and health education dis-
cussed the importance of the items, which were presented based on
Donabedian's theory. Consequently, three primary (ie, structure, process,
and outcome), 15 secondary, and 66 tertiary indicators were developed
for the Delphi expert consultation.

Expert selection

We selected 19 experts (major in clinical nursing/medicine, nursing/
medicine management, and health care administration, and those who
specialized in teaching and research) from 12 provinces in China (three
from North China, three from East China, two from South China, and four
from Central China) for consultation. The inclusion criteria for experts
were as follows: at least eight years of working experience in palliative or
end-of-life care; a bachelor's degree or above; an intermediate title of
nursing or above; willingness to provide ideas and advice about quality
indicators for palliative care.
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Data collection

The survey comprised three parts: (1) description of the question-
naire. In this part, we described the purpose of the research, purpose of
expert consultation, and requirements for filling in the form, the time
limit for returning questionnaires, and requirements for anonymity; (2)
experts' basic information. In this part, we mainly collected data on the
experts' gender, age, educational background, position, title, mentor
qualification, and working field; and (3) evaluation questionnaire. This
part primarily aimed to ask the experts to evaluate the importance and
expression of each quality indicator to indicate its significance using 5-
point Likert scales ranging from extremely important (5 points) to
extremely unimportant (1 point).

The Delphi procedure
There were two ways to maintain anonymity. First, we instructed

survey respondents to maintain anonymity by not writing their name or
any special signs on the surveys. Second, the corresponding author
distributed the survey to all experts and asked them to return the survey by
email to the first author. The first author was only aware that the sample
consisted of expert consultations and knew nothing about the individual
experts themselves. Therefore, the first author could not recognize the
experts through the basic information provided in the survey.

Two rounds of Delphi consultation took place from March to June
2021 to reach an agreement on the importance of each indicator. All 19
experts responded in both rounds. In the first round, the experts rated the
importance of the 66 potential indicators on a five-point Likert scale.
Each indicator was clearly defined to ensure that the experts fully un-
derstood them. We also advised the experts to suggest revising, adding,
or deleting specific indicators. We compiled the results of the two rounds
and the comments received.

Our research team comprised six interdisciplinary experts in nursing
education, nursing quality control, and health education, who were
excluded from the expert consultation. Following our research team's
discussion and revision, the second round of indicators was developed. In
round two, any modifications based on round one were highlighted and
the reasons for modification were presented. The same 19 experts were
invited to participate in the second round to complete the questionnaires.

Determining consensus
After each Delphi round, the mean, median, standard deviation (SD),

and coefficient of variation (CV) were calculated for every indicator. The
cutoff points for deletion were an importance rating below 4 (5-point
Likert scale) and a CV greater than 0.25, and deletion was arrived at by a
joint discussion of the experts. If an expert recommended deleting a
quality indicator, it would be modified or deleted following discussion by
the expert team.

Data analysis

The results of the surveys were double-checked for accuracy and
inputted into Statistical Product and Service Solutions (SPSS) 22.0.
Descriptive data were used to analyze the experts' demographic charac-
teristics and authoritative coefficients as well as the concentration of and
variations in their opinions.

Active coefficients
The response rate measured the experts’ active coefficients in each

round. A higher active coefficient indicated that the expert was more
concerned about the research topic.

Authoritative coefficients
The experts' familiarity with the problem (Cs) and basis for judgment

(Ca) determined their authoritative coefficient (Cr), that is,
Cr¼ (Csþ Ca)/2. The acquaintance level was categorized as five possible
answers that were assigned scores of 0.9 (very familiar), 0.7 (relatively



Table 2
Characteristics of experts (N ¼ 19).

Characteristics n (%)

Gender
Male 1 (5.3)
Female 18 (94.7)

Age
31–40 years 3 (15.8)
41–50 years 9 (47.4)
51–60 years 6 (31.6)
60 years above 1 (5.3)

Working experience
Below 10 years 1 (5.3)
10–20 years 3 (15.8)
21–30 years 5 (26.3)
30 years above 10 (52.6)

Title
Intermediate level 3 (15.8)
Associate senior level 4 (21.1)
Senior level 12 (63.2)

Educational background
Bachelor's degree 10 (52.6)
Master's degree 7 (36.8)
Doctoral degree 2 (10.5)

Mater's mentorship
Not qualified 8 (42.1)
Qualified 11 (57.9)

Field of specialization
Clinical nursing/medicine 5 (26.3)
Nursing/medicine management 12 (63.2)
Health care administration department 1 (5.3)
Specialized in teaching and research 1 (5.3)
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familiar), 0.5 (generally familiar), 0.3 (not very familiar), and 0.1 (not
familiar).

Concentration and variation
The CV and Kendall's coefficient of concordance (Kendall's W) re-

flected the degree of coordination among the experts' opinions. A smaller
CV value and a larger value of Kendall's W indicated a higher degree of
coordination among the experts’ opinions.

Relative importance of quality indicators
The analytic hierarchy process (AHP) was used to determine the rela-

tive importance of each quality indicator based on the result of the second
Delphi round. We conducted a pairwise comparison (Aij�Aji) of indicators
for each level and then determined the corresponding values on the Saaty
1–9 scale (Table 1). The Saaty scale values for each level of indicators were
entered into Yaahp 10.3, which is a software that calculates each in-
dicator's weight and performs a consistency-test value. The combined
weight is the result of multiplying the weight of the initial indicator by that
of the upper indicator. If the random consistency ratio (CR) was less than
0.1, the comparisons were considered acceptable through a consistency
test. A CR value greater than 0.1 indicated inconsistent judgments and
suggested that the pairwise comparisons should be revised. A higher
weighting demonstrated a more important indicator.

Ethical considerations

This project was approved by the Ethics Committee of Hunan Cancer
Hospital (IRB No. 2021-02). We informed participants of the information
about the study and that they could withdrawwhenever they wanted. We
have obtained informed consent orally or in writing from all participants.
Participants were assured of the confidentiality of their data and were
granted anonymity in all documents related to the research.

Results

Experts’ characteristics

The 19 participants’ characteristics are shown in Table 2. Ten
(52.6%) of them had worked for more than 30 years; 12 (63.2%) had a
senior title; and 11 (57.9%) were master tutors. The experts were from 12
different provinces (or municipalities) and 16 different workplaces.

Experts’ active and authoritative coefficients

All 19 experts provided valid, complete responses in both Delphi
rounds. Thus, the active coefficient was 100%. The Ca and Cs for the first
round were 0.96 and 0.85, respectively, whereas those for the second
round were 0.96 and 0.90, respectively. Consequently, the average Cr was
0.92.

Concentration and coordination in experts' opinions

In the first round, the mean score for importance ranged from 4.16 to
5.00, with CVs ranging from 0.00 to 0.26. The percentage of the full score
Table 1
The Saaty scale.

Scale Mean difference Interpretation

1 Aij�Aji ¼ 0 Both factors are equally important
3 0.25 < Aij�Aji � 0.5 The first factor is slightly more important than

the second
5 0.75 < Aij�Aji � 1 The first factor is notably more important than

the second
7 1.25 < Aij�Aji � 1.5 The first factor is more important than the

second
9 Aij�Aji > 1.75 The first factor is considerably more important

than the second
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for potential indicators ranged from 53% to 100%. In the second round,
the mean score for importance ranged from 4.68 to 5.00, with CVs
ranging from 0.00 to 0.16. The percentage of the full score for potential
indicators ranged from 79% to 100%. Kendall's coefficient of concor-
dance values for the two rounds were 0.148 and 0.253 (P < 0.001),
respectively, reflecting consensus among the experts.
Indicator modification

After the first round, three primary, 15 secondary, and 71 tertiary
indicators were generated for the second round of consultation. The re-
sults of the second round are presented in Table 3. One secondary and
four tertiary indicators were revised after the second round. The final set
included three primary, 15 secondary, and 71 tertiary indicators.
The relative importance of quality indicators

Following the AHP procedure, the experts assigned each indicator a
relative importance weight (Table 4). The structure, process, and
outcome weights were 0.30, 0.40, and 0.31, respectively, with
CR ¼ 0.01. Among the secondary indicators, the composed weights
ranged from 0.07 to 0.51, with CR ranging from 0.01 to 0.02. Among the
tertiary indicators, the composed weights ranged from 0.00 to 0.04, with
CR ranging from 0.00 to 0.01. The secondary indicators for the structure
were as follows: human resources; physical environment; instrument and
equipment; management standards; andmorality, ethics, and law, among
which ‘morality, ethics, and law’ carried the highest weight and ‘in-
strument and equipment’ the lowest weight. The secondary indicators for
process quality comprised the following: symptom control; comfortable
care; psychological care; social support; spiritual care; caregiver support;
and communication and information. Of these, symptom control carries
the highest weight. The secondary indicators for outcome comprised the
following: satisfaction rate, quality of life, and adverse events, of which
quality of life carried the highest weight. Of these, quality of life carries
the highest weight.



Table 3
The result of the second round of Delphi consultation.

Indicators Median Mean (SD) Variation Percentage
of the full
score

Outcome Modified indicator

Structure 5.00 5.00 (0.00) 0.00 100 Retained
I-1 Human resource 5.00 4.79 (0.69) 0.14 90 Retained
I-1-1 Physician configuration meets national standards 5.00 5.00 (0.00) 0.00 100 Retained
I-1-2 Nurse configuration meets national standards 5.00 5.00 (0.00) 0.00 100 Retained
I-1-3 Assistant nurse configuration meets national standards 5.00 4.89 (0.31) 0.06 90 Retained
I-1-4 Appropriate staffing: pharmacists, dietitians, therapists, social
workers, volunteers based on patient needs

5.00 4.95 (0.22) 0.05 95 Retained

I-1-5 Regular training for multidisciplinary teams on palliative care 5.00 5.00 (0.00) 0.00 100 Retained
I-2 Physical environment 5.00 4.89 (0.31) 0.06 90 Retained
I-2-1 Ward design meets fire safety and accessibility standards 5.00 5.00 (0.00) 0.00 100 Retained
I-2-2 Ward environment meets infection control standards 5.00 4.95 (0.22) 0.05 95 Retained
I-2-3 Ward environment satisfies sensory comfort needs 5.00 4.89 (0.31) 0.06 90 Retained
I-2-4 Ward environment satisfies psychological comfort needs 5.00 4.79 (0.52) 0.11 84 Retained
I-2-5 Ward environment addresses individual patient needs (eg,
dining room, farewell room)

5.00 4.95 (0.22) 0.05 95 Retained

I-3 Instruments and equipment 5.00 4.95 (0.22) 0.05 95 Retained
I-3-1 Equipment meets national standards for basic medical care 5.00 5.00 (0.00) 0.00 100 Retained
I-3-2 Adequate analgesia pumps based on patient needs 5.00 4.79 (0.41) 0.09 79 Retained
I-3-3 Relevant comfort care equipment available (eg, bathing aids) 5.00 5.00 (0.00) 0.00 100 Retained
I-4 Management standards 5.00 4.95 (0.22) 0.05 95 Retained
I-4-1 Clear job descriptions and team regulations 5.00 4.95 (0.22) 0.05 95 Retained
I-4-2 Established informed consent process for ward admission 5.00 4.95 (0.22) 0.05 95 Retained
I-4-3 Evidence-based transfer criteria 5.00 4.95 (0.22) 0.05 95 Retained
I-4-4 Process & time frame for patient information 5.00 4.95 (0.22) 0.05 95 Retained
I-4-5 Dedicated nurse for coordination & referrals 5.00 4.68 (0.73) 0.16 79 Retained
I-5 Morality, ethics, and law 5.00 4.89 (0.31) 0.06 89 Retained
I-5-1 Respecting patient's wishes & decisions 5.00 5.00 (0.00) 0.00 100 Retained
I-5-2 Safeguarding patient privacy & rights 5.00 5.00 (0.00) 0.00 100 Retained
I-5-3 Respecting wishes & decisions of caregivers & surrogates 5.00 5.00 (0.00) 0.00 100 Retained
I-5-4 Professional ethics observed by a multidisciplinary team 5.00 5.00 (0.00) 0.00 100 Retained
Process indicators 5.00 5.00 (0.00) 0.00 100 Retained
II-1 Symptom management 5.00 5.00 (0.00) 0.00 100 Revised II-1 Symptom control
II-1-1 Dynamic pain assessment & management 5.00 5.00 (0.00) 0.00 100 Retained
II-1-2 Dynamic dyspnea assessment & management 5.00 5.00 (0.00) 0.00 100 Retained
II-1-3 Dynamic delirium assessment & management 5.00 5.00 (0.00) 0.00 100 Retained
II-1-4 Dynamic Gastrointestinal Symptom Assessment &
Management

5.00 4.95 (0.22) 0.05 95 Retained

II-1-5 Dynamic sleep disorder assessment & management 5.00 4.95 (0.22) 0.05 95 Retained
II-1-6 Dynamic malnutrition assessment & management 5.00 4.89 (0.31) 0.06 89 Retained
II-1-7 Dynamic fatigue assessment & management 5.00 4.89 (0.31) 0.06 89 Retained
II-1-8 Dynamic cough & sputum assessment & management 5.00 4.89 (0.31) 0.06 89 Retained
II-2 Comfortable care 5.00 5.00 (0.00) 0.00 100 Retained
II-2-1 Assist the caregiver to change the patient's position regularly 5.00 5.00 (0.00) 0.00 100 Revised II-2-1 Assist caregiver in regular

patient positioning
II-2-2 Maintain patient cleanliness (eg, bed hair wash, oral care) 5.00 4.95 (0.22) 0.05 95 Retained
II-2-3Proper patient pipeline care (eg, feeding tube, catheter) 5.00 5.00 (0.00) 0.00 100 Retained
II-3 Psychological care 5.00 5.00 (0.00) 0.00 100 Retained
II-3-1 Screen for patient psychological distress 5.00 4.95 (0.22) 0.05 95 Retained
II-3-2 Assess the degree of patient's psychological distress or not 5.00 4.95 (0.22) 0.05 95 Revised II-3-2 Assess the degree of patient's

psychological distress
II-3-3 Psychological intervention for moderate/severe distress 5.00 4.79 (0.61) 0.13 89 Retained
II-3-4 According to the patient's condition, follow-up patients with
psychological distress

5.00 4.89 (0.45) 0.09 95 Revised II-3-4 Follow-up for patients with
psychological distress

II-3-5 Document & continuously improve psychological distress
symptoms

5.00 4.95 (0.22) 0.05 95 Retained

II-4 Social support 5.00 4.89 (0.31) 0.06 89 Retained
II-4-1 Assess patient's social support status 5.00 4.89 (0.31) 0.06 89 Retained
II-4-2 Develop & implement a comprehensive social support plan 5.00 4.74 (0.71) 0.15 84 Retained
II-4-3 Guide patients to choose social support methods by disease
stage

5.00 4.74 (0.55) 0.12 79 Retained

II-4-4 Guide patients/families to actively seek social support 5.00 4.89 (0.45) 0.09 95 Retained
II-4-5 Engage social workers & volunteers in patient care 5.00 4.89 (0.45) 0.09 95 Retained
II-4-6 Encourage family & friends to care for& accompany patients 5.00 4.89 (0.31) 0.06 89 Retained
II-5 Spiritual care 5.00 4.95 (0.22) 0.05 95 Retained
II-5-1 Assess patient's spiritual needs & support status 5.00 4.95 (0.22) 0.05 95 Retained
II-5-2 Respect patients’ beliefs and values 5.00 4.95 (0.22) 0.05 95 Retained
II-5-3 Assist patients in fulfilling their wishes 5.00 4.95 (0.22) 0.05 95 Retained
II-5-4 Guide patients to seek life's meaning via life review 5.00 4.95 (0.22) 0.05 95 Retained
II-6 Caregiver support 5.00 5.00 (0.00) 0.00 100 Retained
II-6-1 Assess the needs & support status of caregivers 5.00 5.00 (0.00) 0.00 100 Retained
II-6-2 Offer respite services for family members 5.00 4.89 (0.45) 0.09 95 Retained
II-6-3 Offer grief support for caregivers 5.00 4.95 (0.22) 0.05 95 Retained
II-6-4 Guide caregivers on patient care 5.00 4.95 (0.22) 0.05 95 Retained
II-6-5 Guide caregivers on self-health 5.00 4.95 (0.22) 0.05 95 Retained

(continued on next page)
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Table 3 (continued )

Indicators Median Mean (SD) Variation Percentage
of the full
score

Outcome Modified indicator

II-7 Communication and information 5.00 4.95 (0.22) 0.05 95 Retained
II-7-1 Discuss patient's condition & prognosis with patients &
family

5.00 4.95 (0.22) 0.05 95 Retained

II-7-2 Discuss the end-stage treatment plan with patients & family 5.00 4.95 (0.22) 0.05 95 Retained
II-7-3 Provide disease-related information to patients & family 5.00 4.95 (0.22) 0.05 95 Retained
II-7-4 Provide death education for patients and family members 5.00 5.00 (0.00) 0.00 100 Revised II-7-4 Educate patients & family on

end-of-life matters
Outcome indicators 5.00 5.00 (0.00) 0.00 100 Retained
III-1 Satisfaction rate 5.00 4.95 (0.22) 0.05 95 Retained
III-1-1 Patient satisfaction with nursing services 5.00 5.00 (0.00) 0.00 100 Retained
III-1-2 Family& surrogate decision-maker satisfaction with nursing
care

5.00 5.00 (0.00) 0.00 100 Retained

III-1-3 Patient's willingness to recommend palliative care services 5.00 5.00 (0.00) 0.00 100 Retained
III-1-4 Multi-disciplinary team member satisfaction 5.00 5.00 (0.00) 0.00 100 Retained
III-2 Quality of life 5.00 5.00 (0.00) 0.00 100 Retained
III-2-1 Relief or elimination of patient's physical discomfort 5.00 5.00 (0.00) 0.00 100 Retained
III-2-2 Relief of patient's negative emotions 5.00 5.00 (0.00) 0.00 100 Retained
III-2-3 Effective social support received by patients 5.00 4.95 (0.22) 0.05 95 Retained
III-2-4 Fulfillment of patients' spiritual needs 5.00 4.95 (0.22) 0.05 95 Retained
III-2-5 Alignment of treatment & care with patient's wishes 5.00 5.00 (0.00) 0.00 100 Retained
III-3 Adverse events 5.00 4.74 (0.55) 0.12 79 Retained
III-3-1 No accidental extubation 5.00 5.00 (0.00) 0.00 100 Retained
III-3-2 No falls 5.00 5.00 (0.00) 0.00 100 Retained
III-3-3 No pressure ulcers 5.00 5.00 (0.00) 0.00 100 Retained
III-3-4 No incidents of suicide or self-harm 5.00 5.00 (0.00) 0.00 100 Retained
III-3-5 No complaints or other adverse events 5.00 5.00 (0.00) 0.00 100 Retained

SD, standard deviation.
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Discussion

Statement of principal findings

Evaluating the complex quality of palliative care is imperative for
clinicians to adeptly and routinely perform quality improvement. Based
on the learning experience from previous studies and local policies, we
employed an evidence-based approach to develop a set of quality in-
dicators for palliative care in the context of mainland China. This set of
quality indicators included 22 structure, 35 process, and 14 outcome-
quality indicators. These indicators cover all aspects of quality in palli-
ative care and may apply to a palliative-care ward.
Interpretation within the context of the broader literature

The present study organized a systematic research, qualitative in-
terviews, and two rounds of Delphi questionnaire surveys. Through a
search of the literature and guidelines, we obtained a comprehensive
understanding of the strengths and limitations of these quality indicators
and a guide to building a more scientific set of quality indicators. The
qualitative interviews revealed the required quality indicators from the
perspectives of clinical nurses and nurse managers, who are key actors in
palliative care. Using the structure-process-outcome theory as the
framework, the research team divided the indicators extracted from the
literature search and qualitative study into three types: structure,
process, and outcome. Through two rounds of Delphi surveys, we
summarized 19 experts' views, confirmed the phrasing and expression of
indicators, and finally reached a consensus on 71 quality indicators that
were deemed appropriate for evaluating and monitoring the quality
of palliative care. These key quality indicators suit the Chinese
socio-economic, legislative, and cultural contexts. The proposed in-
dicators are intended to develop an environment to assure and improve
the quality of palliative care in mainland China.

Ethical issues in palliative care include maintaining a patient's au-
tonomy and dignity, respecting the patient's choice, and informing the
5

patient of the true condition and prognosis.18 When nurses cannot
appropriately address ethical issues such as when they must provide care
that is inconsistent with their personal or professional values, moral
distress may occur. Although some studies have explored how to develop
moral education, moral distress remains a neglected issue in most palli-
ative education programs19–22; in the future, researchers can consider the
scientific framework and, based on previous studies, develop an ethical
education program that is appropriate for Chinese conditions.20

Indeed, symptom management plays a critical role in palliative care
and is the basis for providing other aspects of services. However, it is often
not systematically performed innursingpracticeor routinely incorporated
into the clinical decision-making processes.23 Andreas24 et al have con-
ducted a systematic review to assess the efficacy and safety of pharma-
cological and non-pharmacological interventions for palliative symptom
control, while clinical-decision support systems (CDSSs) have become
increasingly crucial for assisting health workers in choosing the most
efficient method to manage symptom.25 However, further research uti-
lizing multi-disciplinary methods is required to develop guideline-based
actions and verify the impact on patients’ symptom control.

Quality of life is a multidimensional concept used to evaluate the level
of human-health indicators, and it involves physical, mental, and social
health as well as environmental aspects.26 Quality of life has now become
the most important outcome measure in studies, and many studies have
explored intervention strategies to improve patients' quality of life in
palliative care.27–31
Implications for policy, practice, and research

In 2017, to promote the development of Chinese palliative care, the
Chinese government issued the Chinese Palliative Care Practice Guide-
line.32 It was a landmark in palliative-care quality management and
provided significant reference value for our research. However, at pre-
sent, currently on mainland China, there remains a lack of policies and
regulations on palliative care. The biggest obstacle to the development of
palliative care in China is that it is not included in the scope of



Table 4
The weight of each indicator.

First-level indicators (initial
weight)

Second-level indicators (initial
weight)

Third-level indicators (initial weight) Composed
weight

I Structure quality (0.30) I-1 Human resource (0.23) I-1-1 Physician configuration meets national standards (0.25) 0.02
I-1-2 Nurse configuration meets national standards (0.25) 0.02
I-1-3 Assistant nurse configuration meets national standards (0.11) 0.01
I-1-4 Appropriate staffing: pharmacists, dietitians, therapists, social workers, volunteers
based on patient needs (0.15)

0.01

I-1-5 Regular training for multidisciplinary team on palliative care (0.25) 0.02
I-2 Physical environment (0.13) I-2-1 Ward design meets fire safety and accessibility standards (0.33) 0.01

I-2-2 Ward environment meets infection control standards (0.21) 0.01
I-2-3 Ward environment satisfies sensory comfort needs (0.14) 0.01
I-2-4 Ward environment satisfies psychological comfort needs (0.11) 0.00
I-2-5 Ward environment addresses individual patient's needs (eg, dining room, farewell
room) (0.21)

0.01

I-3 Instrument and equipment
(0.10)

I-3-1 Equipment meets national standards for basic medical care (0.40) 0.01
I-3-2 Adequate analgesia pumps based on patient needs (0.20) 0.01
I-3-3 Relevant comfort care equipment available (eg, bathing aids) (0.40) 0.01

I-4 Management standards (0.24) I-4-1 Clear job descriptions and team regulations (0.23) 0.02
I-4-2 Established informed consent process forward admission (0.08) 0.01
I-4-3 Evidence-based transfer criteria (0.23) 0.02
I-4-4 Process & time frame for patient information (0.23) 0.02
I-4-5 Dedicated nurse for coordination & referrals (0.23) 0.02

I-5 Morality, ethics, and law (0.30) I-5-1 Respecting patient's wishes & decisions (0.25) 0.02
I-5-2 Safeguarding patient privacy & rights (0.25) 0.02
I-5-3 Respecting wishes & decisions of caregivers & surrogates (0.25) 0.02
I-5-4 Professional ethics observed by a multidisciplinary team (0.25) 0.02

II Process quality (0.40) II-1 Symptom control (0.28) II-1-1 Dynamic pain assessment & management (0.18) 0.02
II-1-2 Dynamic dyspnea assessment & management (0.18) 0.02
II-1-3 Dynamic delirium assessment & management (0.18) 0.02
II-1-4 Dynamic gastrointestinal symptom assessment & management (0.12) 0.01
II-1-5 Dynamic sleep disorder assessment & management (0.12) 0.01
II-1-6 Dynamic malnutrition assessment & management (0.08) 0.01
II-1-7 Dynamic fatigue assessment & management (0.08) 0.01
II-1-8 Dynamic cough & sputum assessment & management (0.08) 0.01

II-2 Comfortable care (0.20) II-2-1 Assist caregiver in regular patient positioning (0.40) 0.03
II-2-2 Maintain patient cleanliness (eg, bed hair wash, oral care) (0.20) 0.02
II-2-3 Proper patient pipeline care (eg, feeding tube, catheter) (0.40) 0.03

II-3 Psychological care (0.12) II-3-1 Screen for patient psychological distress (0.25) 0.01
II-3-2 Assess the degree of patient's psychological distress (0.25) 0.01
II-3-3 Psychological intervention for moderate/severe distress (0.11) 0.01
II-3-4 Follow-up for patients with psychological distress (0.15) 0.01
II-3-5 Document & continuously improve psychological distress symptoms (0.25) 0.01

II-4 Social support (0.07) II-4-1 Assess patient's social support status (0.20) 0.01
II-4-2 Develop & implement a comprehensive social support plan (0.10) 0.00
II-4-3 Guide patients to choose social support methods by disease stage (0.10) 0.00
II-4-4 Guide patients/families to actively seek social support (0.20) 0.01
II-4-5 Engage social workers & volunteers in patient care (0.20) 0.01
II-4-6 Encourage family & friends to care for & accompany patients (0.20) 0.01

II-5 Spiritual care (0.11) II-5-1 Assess patient's spiritual needs & support status (0.25) 0.01
II-5-2 Respect patients’ beliefs and values (0.25) 0.01
II-5-3 Assist patients in fulfilling their wishes (0.25) 0.01
II-5-4 Guide patients to seek life's meaning via life review (0.25) 0.01

II-6 Caregiver support (0.09) II-6-1 Assess the needs & support status of caregivers (0.33) 0.01
II-6-2 Offer respite services for family members (0.11) 0.00
II-6-3 Offer grief support for caregivers (0.19) 0.01
II-6-4 Guide caregivers on patient care (0.19) 0.01
II-6-5 Guide caregivers on self-health (0.19) 0.01

II-7 Communication and
information (0.13)

II-7-1 Discuss patient's condition & prognosis with patients & family (0.20) 0.01
II-7-2 Discuss the end-stage treatment plan with patients & family (0.20) 0.01
II-7-3 Provide disease-related information to patients & family (0.20) 0.01
II-7-4 Educate patients & family on end-of-life matters (0.40) 0.02

III Outcome quality (0.31) III-1 Satisfaction rate (0.29) III-1-1 Patient satisfaction with nursing services (0.25) 0.02
III-1-2 Family & surrogate decision-maker satisfaction with nursing care (0.25) 0.02
III-1-3 Patient's willingness to recommend palliative care services (0.25) 0.02
III-1-4 Multi-disciplinary team member satisfaction (0.25) 0.02

III-2 Quality of life (0.51) III-2-1 Relief or elimination of patient's physical discomfort (0.25) 0.04
III-2-2 Relief of patient's negative emotions (0.25) 0.04
III-2-3 Effective social support received by patients (0.13) 0.02
III-2-4 Fulfillment of patients' spiritual needs (0.13) 0.02
III-2-5 Alignment of treatment &care with patient's wishes (0.25) 0.04

III-3 Adverse event (0.20) III-3-1 No accidental extubation (0.20) 0.01
III-3-2 No falls (0.20) 0.01
III-3-3 No pressure ulcers (0.20) 0.01
III-3-4 No incidents of suicide or self-harm (0.20) 0.01
III-3-5 No complaints or other adverse events (0.20) 0.01
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medical-insurance reimbursement, and uniform charges and pro-
grammes have not been established.

On the one hand, most of the medical staff in a hospital are unwilling
to work in the palliative-care ward because the patients usually have
critical conditions, the medical staff have a heavy workload, and there
are many humanistic-care services that cannot be charged. Consequently,
the medical-staff salaries are lower than those in most of the de-
partments. To develop palliative care, it must be included in the scope of
health insurance; thus, policy support is urgently needed. On the other
hand, increasingly more services in palliative care are not reimbursable
(eg, hair washing in bed), which adds to patients’ financial burden. Thus,
the patients usually choose to be discharged back to their homes to spend
the last days of their lives if there is no hope of survival. At present, the
prevalence rate of telemedicine and home care in China is low, the role of
the community in the home care of terminal patients is not obvious, the
family lacks the relevant knowledge and skills to take care of terminal
patients, and the symptoms of patients are difficult to be effectively
controlled, so the quality of life of terminal patients at home is not high.
To address these issues, a palliative care quality committee could be
established, as in the U.K., to develop a national palliative care quality
management training program that offers, for example, qualifications for
palliative care practitioners. Moreover, it is essential to develop and
monitor the implementation of palliative care quality management pro-
tocols for hospitals, health care organizations, and the community. It
would also ensure that palliative-care service items were included in the
reimbursement scope for medical insurance to reduce patients’ economic
pressure, increase medical-staff salaries, and improve patients’ enthu-
siasm and that of medical staff to participate in palliative care.

In terms of legislation, living wills and decision-making agents are
crucial elements in palliative care. However, although some provinces
have been experimenting with related matters, there is still a lack of
identification at the national legal level, which may result in disputes or
legal violations. Thus, national legislative support is the most important
step to improve the quality of palliative care, and this study helps pro-
mote this legislative process.

Due to insufficient policies and laws, the current research on pallia-
tive care in China consists mainly of reviews; experimental research is
extremely lacking, and much research needs to be conducted in the
future. Directions for future research include the following: How can we
promote the popularization of science education on hospice care? How
can we improve the referral service between different hospice service
organizations? How can we boost the accuracy of patient prognosis
assessment? How can we enhance physical, psychological, social, and
spiritual support for patients?
Strengths and limitations

This study possesses several notable strengths. Firstly, the Delphi
experts, all recognized for their exceptional contributions to palliative
care, offered valuable insights and guidance for our research. Secondly,
the proposed indicators, derived from a systematic and comprehensive
literature and guideline review, exhibit broad applicability and gener-
ality. Thirdly, given China's vast territory and large population, the in-
clusion of a substantial consultation panel enhances the scientific rigor of
this study. However, it is imperative to acknowledge the study's limita-
tions. Firstly, while the panel included a diverse range of stakeholders,
certain groups, such as patients, family caregivers, and experts from
underdeveloped provinces, were underrepresented. This could poten-
tially limit the generalizability of the results. Further investigations are
warranted to explore indicator integration in low-resource regions and
collaboration across countries and regions.33 Secondly, owing to the
impact of COVID-19, interviews were conducted via voice calls, pre-
venting the precise observation of participants' facial expressions and
7

body language. Lastly, the experimental analysis of the reliability and
validity of the proposed palliative care quality indicators requires
exploration in subsequent studies.

Conclusions

Based on the structure-process-outcome theoretical model, 71
evidence-based quality indicators established through a joint effort of our
research team may serve as a reference to guide palliative care in China.
Empirical studies are required to examine the quality indicators among
in-patients receiving palliative care in the future.
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