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Abstract: The Korean government has implemented a pilot project that introduces a new type of
hospice care program called “Consultative Hospice Care” (COHC) since August 2017. The COHC is a
new type of hospice program for terminally ill patients in acute care wards, which is different from the
Independent Hospice Unit (IHU) care. This study aimed to compare the characteristics of two groups
of hospice patients: COHC care only and both IHU care and COHC groups. Healthcare claim data
from 1 April 2018 to 31 March 2020 were retrieved from the HIRA data warehouse system. The main
outcome variable was patients receiving COHC only or both COHC and IHU care. The total number
of hospice patients was 6482. A multivariate logistic regression analysis was used. Of 6482 hospice
care recipients, 3789 (58.5%) received both COHC and IHU care. Those who received both COHC
and IHU care were significantly associated with several factors: period from the first evaluation to
death (adjusted odds ratio (aOR), 1.026; 95% confidence internal (CI), 1.024–1.029; p < 0.0001), disease
severity measured by the Charlson Comorbidity Index (aOR, 1.032; CI, 1.017–1.047; p < 0.0001),
consciousness (aOR, 3.654; CI, 3.269–4.085; p < 0.0001), and awareness of end-stage disease (aOR,
1.422; CI, 1.226–1.650; p < 0.0001). The COHC program had a critical role in hospice delivery to
terminally ill patients. Policymakers on hospice care need to establish plans that promote efficient
hospice care delivery systems.

Keywords: hospice; palliative care; hospice shared care; hospice units; terminal illness

1. Introduction

The Ministry of Health and Welfare in South Korea has implemented a pilot project
that introduces a new type of hospice care program called “consultation-based hospices”
(“Consultative Hospice Care”, Hereafter “COHC”) since August 2017. The COHC has
been known as “hospice shared care” in Taiwan [1,2]. The COHC is a new type of hospice
program for terminally ill patients in an acute care unit, which is different from hospice
care in an Independent Hospice Unit (IHU). In the COHC, hospice care team is providing
hospice care and consultations to patients with terminal illness in acute care units [3,4].

In addition to the COHC, there are two other types of hospice programs in Korea. One
is the hospice care provided in the IHU. The IHU is one of the hospital units that implement
professional hospice care programs. This program was authorized to be covered by the
national health insurance program in July 2015. The other is the hospice care provided
at home or in community settings by the hospice team dispatched from a hospital. This
program is generally called “home-based hospice care” [5,6] or “home hospice care” [7].
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This program was authorized to be covered by the national health insurance program in
September 2020.

According to the guideline booklet of the Korean government on the COHC pilot
project [8], it was anticipated that the COHC program would help patients with terminal
illness receive better end-of-life care by registering them to the IHU program earlier. In
other words, the Korean government expected the COHC program to serve as the forefront
gateway or bridge for early entry into IHU hospice care. This aim was also expected in
the pilot project on home hospice care, which was applied as a nationwide program in
2020. According to a study analyzing the pilot project, the home hospice care program was
effective in early enrollment of patients into the hospice care program [7]. As mentioned
above, since COHC was used as a bridge to IHU hospice entry, patients using both COHC
and IHU would have a longer stay period from entry to hospice to death compared to
patients using only COHC. This longer period of stay in hospice care programs may suggest
that both users be mentally and physically better than those using only COHC program at
the time of hospice enrollment, and as a result, the degree of awareness on their end-stage
diseases would be high. For mental and physical status of patients, this study selected
three factors: disease severity, patient’s consciousness, and their awareness of end-stage
disease. Investigating the relationships between use of different hospice programs and
these factors is one of major features of this study. However, no previous study evaluated
its relationships of the pilot project in these standpoints. Accordingly, it is necessary to
evaluate whether early entry into the IHU was achieved and whether there were any
relationships between use of different hospice programs such as COHC only or both
hospice programs (COHC and IHU) and characteristics of patients in the standpoint of
disease severity, patient’s consciousness, and their awareness of end-stage disease. This
study hypothesized that hospice recipients who use both would have longer stays in the
hospice program and better physical and mental status compared to those recipients with
COHC only. For readers’ better understanding, this study constructed the presentation of
the study results in the order of patients’ enrollment period of hospice program, which is
the main purpose of pilot project followed by disease severity, patient’s consciousness, and
their awareness of end-stage disease.

Regarding the period from the initial registration of hospice to death, a study con-
ducted in 2020 showed that the percentage of patients with less than 7 days of hospice
length of stay was highest in hospital-referred patients than those referred from any other
location [9]. Thus, a hospice program, COHC, was introduced with a relatively short
period to help early entry into hospice care, and patients receiving both COHC and IHU
care would have a high possibility of longer length of stay compared to those receiving
only COHC.

For disease severity, a study conducted in Australia found that patients with cancer
had died more in hospice care compared to those without cancer [10]. According to a
hospice utilization study in the United States of America, the odds of receiving hospice care
were associated with the presence of cancer [11]. The most prevalently observed primary
diagnosis in hospice care was cancer [9]. These studies suggest that patients using both
programs would be more likely severely ill. The Charlson Comorbidity Index (CCI) is used
to evaluate disease severity, but a study conducted in Taiwan showed that the CCI had a
limited role for severity evaluations of hospice care [12].

Regarding patients’ consciousness, a study conducted in 2016, which compared pa-
tients who were referred to hospice care more than 7 days before death, found that late
referral (referral within 7 days before death) was associated with patient characteristics,
such as “bedbound at admission”, “aphasic”, “unresponsive”, or “dyspneic” [13]. In a
multivariable analysis, patients discharged to hospice care were older, had higher a Na-
tional Institute of Health Stroke Scale score, and were present with altered mental status
compared to those discharged to non-hospice care [14]. These study results indicate that
referrals from COHC to IHU mean that both users may be related to patients’ mental status.
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Regarding the awareness of end-stage disease, a study investigated the features of
patients using hospice palliative care units and found that older age and awareness of
terminal illness were positively associated with utilization of a hospice palliative care
unit [15]. According to another study, patients who were aware of their terminal illness
showed lower anxiety and depression scores and were more likely to sign the do not
resuscitate consent than those who were unaware or partially aware [16,17]. These studies
indirectly suggest that patients receiving both COHC and IHU care are more likely aware
of end-stage disease.

This study aimed to investigate the relationships between the use of different hospice
programs and the four characteristics of hospice care recipients: the enrollment period of
hospice program, disease severity, patient’s consciousness, and their awareness of end-
stage diseases.

2. Materials and Methods
2.1. Study Design

The units of analysis were individual patients who received COHC. This study had
a cross-sectional study design using hospice utilization data between 1 April 2018 and
31 March 2020. There were 97 hospitals implementing any types of hospice programs as
of 31 December 2020. Among them, 70 hospitals were providing hospice care with IHU,
9 were offering COHC only, and 18 hospitals had both programs with COHC and IHU.
The main study was conducted in the Health Insurance Review and Assessment (HIRA)
Service in Korea. For the study purpose, this study was approved by the Institutional
Review Board on 14 April 2020 (IRB No: 2020-026-002).

2.2. Data Sources

Three main sources of data were used: HIRA, National Hospice Center, and Statistics
Korea (Figure 1). Most data regarding demographic information, except the patient’s
location of residence, were from the National Hospice Center, one of departments of the
National Cancer Center in Korea. The National Hospice Center has the Korean Hospice Reg-
istry Database. Any patients who want to receive hospice care are obligated to submit their
demographic data to the Korean Hospice Registry Database with the Case Report Form.
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Figure 1. Flow of the data processing procedure. Figure 1. Flow of the data processing procedure.

Information on date of death and residential location of patients was obtained from the
National Statistics Korea. The rest of the information was obtained from HIRA, including
data on IHU and disease severity. Table 1 presents the overall data sources. The national
residents’ identification numbers were used for data linkage and data merge.
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Table 1. Description of major dependent and independent variables.

Variable Measures Source a

Types of hospice Binary scale: use of COHC only or use
of both COHC and IHU 1, 2

Sex Male versus female 1
Age Actual age of hospice care patients 1

Marital status Having a spouse living (no spouse
bereavement) versus the others 2

Medical coverage Health insurance beneficiaries versus
national medical assistance 1

Urban/rural b Urban versus rural areas 3
Main care providers Having main care providers or not 2

Period between the first hospice
registration and death c

Number of days from the first
registration to date of death 2

Disease severity c Using the Deyo method, this study
calculated Charlson Comorbidity Index 1

Consciousness c Mental status of the initial registration 2

Awareness: terminal illness c Hospice patients were aware of their
terminal illness or not 2

a 1, HIRA’s data warehouse system; 2, National Hospice Center; 3, National Statistics Korea; b urban, an area with
a population of more than 100,000; c Main target independent variables

2.3. Outcome Variables and Independent Variables

The unique outcome variable of this study is whether hospice patients received only
COHC or both COHC and IHU care. Although HIRA has all information on patients’
healthcare utilization and costs, it did not have any further detailed information on patient’s
demographic information, such as main caregiver and living status with others. Therefore,
this study mainly used patient data from the National Hospice Center. By collecting all
data on COHC and linking them with data from HIRA’s main data warehouse systems,
patients were grouped whether they received only COHC or both COHC and IHU care.
The National Hospice Center data contained a Case Report Form including two types of
information: registration and enrollment data. Patients who wanted to receive hospice
care were supposed to complete initially the registration data and then the enrollment data
whenever they were hospitalized in the hospice facility or received COHC.

This study had four target independent variables: period between the first hospice
registration and death, disease severity of patients measured by the CCI, consciousness
of patients at the time of the first registration, and awareness of end-stage disease. This
information was from the Korean Hospice Registry Database of the National Hospice
Center, except the CCI. Patients who wanted to enroll into the hospice program the first
time or at the beginning of any hospice program should fill out the Case Report Form, and
the information was sent to the Korean Hospice Registry Database.

For the disease severity of patients, this study used the CCI. The study retrieved
all health insurance claims of the study subjects from HIRA’s data warehouse system
for the last two years before the patient’s death, including hospice care, hospitals, and
clinics. The diagnosis code of the claims used the seventh version of Korean Standard
Classification of Diseases and Causes of Death, which is equal to the 10th extension version
of the International Classification of Disease codes [18]. By using all diagnosis codes of
patients, this study calculated the CCI score as it was conducted by Quan et al. [19].

The period between the first hospice registration and death means the number of days
from the first registration of patients in the hospice care unit (COHC or IHU) to death.
Consciousness is defined as a patient’s mental status and measured by four categories:
“alert”, “drowsy”, “stupor”, and “coma”. In this study, it was classified into two categories:
alert versus not alert. Awareness of end-stage disease indicates whether a patient is aware
of end-stage disease, which is measured as “aware” or “not aware” of the disease.
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2.4. Statistical Analysis

The dependent variable was a binary scale: COHC only or both COHC and IHU
(COHC only: 0 vs. both COHC and IHU: 1). By establishing this outcome variable,
this study analyzed the general characteristics of the independent variables using cross-
tabulation, chi-square test, and t-test of mean difference. Before conducting the main
analysis, this study examined the correlations among independent variables to check the
multicollinearity issue of independent variables. There was a high correlation among target
independent variables, leading the study to establish separate models to consider this effect.
This study used multivariate logistic regression and suggested 95% confidence intervals for
each independent variable. SAS version 9.4 (SAS Institute Inc., North Carolina, NC, USA)
was used for the data analysis.

3. Results
3.1. General Characteristics of the Study Subjects

Table 2 presents the general characteristics of the study subject. There were a total of
6482 patients who received COHC and IHU care in the records. Among them, 58.5% of
patients received both COHC and IHU care. Most patients receiving both COHC and IHU
care were female (43.0%), did not have a spouse (30.6%), had medical assistance (9.2%),
had alert consciousness status (79.8%), were aware of end-stage disease (88.3%), had high
CCI, and had long stay at the hospice unit (49.6 days).

Table 2. Characteristics of study subjects (n = 6482).

Variables
All

(n = 6482)
COHC Only

(n = 2693)
Both COHC and IHU

(n = 3789) p Value

n (%) or M ± SD n (%) or M ± SD n (%) or M ± SD

Sex
0.0007Male 3809 (58.8) 1649 (61.2) 2160 (57.0)

Female 2673 (41.2) 1044 (38.8) 1629 (43.0)

Age- 66.6 ± 12.6 66.1 ± 12.7 66.9 ± 12.5 0.3212

Marital status
0.0249Yes (no spouse bereavement) 4567 (70.5) 1938 (72.0) 2629 (69.4)

No (the others) 1915 (29.5) 755 (28.0) 1160 (30.6)

Medical coverage
0.0192Health insurance 5931 (91.5) 2490 (92.5) 3441 (90.8)

Medical assistance 551 (8.5) 203 (7.5) 348 (9.2)

Urban/rural
0.4208Urban 5779 (89.2) 2391 (88.8) 3388 (89.4)

Rural 703 (10.8) 302 (11.2) 401 (10.6)

Main care provider
0.6433Spouse + sibling 5792 (89.4) 2412 (89.6) 3380 (89.2)

Others 690 (10.6) 281 (10.4) 409 (10.8)

Period between the first
registration and death (days) * 36.2 ± 53.4 17.4 ± 39.1 49.6 ± 58.1 <0.0001

Charlson Comorbidity Index score 10.1 ± 3.4 9.9 ± 3.5 10.3 ± 3.4 <0.0001

Consciousness
<0.0001Alert 4450 (68.6) 1425 (52.9) 3025 (79.8)

CNot alert (drowsy, coma) 2032 (31.4) 1268 (47.1) 764 (20.2)

Awareness of end-stage diseases
<0.0001Aware 5635 (86.9) 2288 (85.0) 3347 (88.3)

Not aware 847 (13.1) 405 (15.0) 442 (11.7)

Note: * days from the first hospice registration to death; M: mean; SD: standard deviation.
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3.2. Hospice Stay and Types of Hospice Care

Table 3 shows the association between the type of hospice care and period or days
from the first registration date to death. The period was associated with the type of hospice
care (aOR, 1.026; 1.024–1.029, p < 0.0001). The odds of receiving both hospice care types
increased by 2.6% for one-unit increase in the day of hospice care.

Table 3. Factors associated with receiving both hospice care types: days from the first evaluation
to death.

Variables aOR
95% CI

p Value
LL UL

Sex: male (Ref = Female) 0.964 0.861 1.078 0.5189
Age 1.005 1.001 1.009 0.0274

Marital status (Ref = No) 0.983 0.861 1.122 0.7999
Medical coverage: HI (Ref = MA) 0.867 0.708 1.061 0.1669

Urban location (Ref = Rural) 0.996 0.842 1.177 0.9593
Main care provider: SS (Ref = The others) 0.967 0.802 1.168 0.7299

Period between the first hospital
registration and death 1.026 1.024 1.029 <0.0001

aOR, adjusted odds ratio; HI, health insurance; MA, medical assistance; SS, spouse or sibling; CI, confidence
interval; LL, lower limit; UL, upper limit.

3.3. Disease Severity and Type of Hospice Care

Table 4 shows the association between types of hospice care and patient’s disease
severity status measured by the CCI. Patients’ disease severity was significantly associated
with the type of hospice care (aOR, 1.032; 1.017–1.047, p < 0.0001). The odds of receiving
both hospice care types increased by 3.2% for one unit increase in the CCI.

Table 4. Factors associated with receiving both hospice care types: CCI.

Variables aOR
95% CI

p Value
LL UL

Sex: male (Ref = Female) 0.837 0.753 0.930 0.0009
Age 1.005 1.001 1.009 0.0142

Marital status (Ref = No) 0.956 0.845 1.083 0.4810
Medical coverage: HI (Ref = MA) 0.819 0.677 0.990 0.0389

Urban location (Ref = Rural) 1.066 0.909 1.249 0.4321
Main care provider: SS (Ref = The others) 1.007 0.843 1.203 0.9375

Charlson Comorbidity Index 1.032 1.017 1.047 <0.0001
aOR, adjusted odds ratio; HI, health insurance; MA, medical assistance; SS, spouse or sibling; CI, confidence
interval; LL, lower limit; UL, upper limit.

3.4. Mental Stability, Awareness of End-Stage Disease, and Type of Hospice Care

Table 5 shows the relationship between the types of hospice care and consciousness of
patients. Consciousness at the time of hospitalization in the hospice unit was associated
with the type of hospice care (aOR, 3.654; 3.269–4.085, p < 0.001). The odds of receiving
both hospice care types were 3.654 times higher in alert patients compared to those who
were not alert.

Table 6 shows the association between the types of hospice care and patient’s status on
awareness of terminal illness. Awareness of end-stage diseases was associated with types
of hospice care (aOR, 1.422; 1.226–1.650, p < 0.0001). The odds of receiving both hospice
care types in the group with awareness were 1.422 times higher in patients who were aware
compared to those who were not aware of terminal illness.
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Table 5. Factors associated with receiving both hospice care types: consciousness.

Variables aOR
95% CI

p Value
LL UL

Sex: male (Ref = Female) 0.849 0.760 0.947 0.0034
Age 1.011 1.007 1.016 <0.0001

Marital status (Ref = No) 0.956 0.839 1.088 0.4925
Medical coverage: HI (Ref = MA) 0.856 0.703 1.042 0.1215

Urban location (Ref = Rural) 1.078 0.914 1.273 0.3725
Main care provider: SS (Ref = The others) 1.082 0.899 1.302 0.4045

Consciousness (Ref = not alert) 3.654 3.269 4.085 <0.0001
aOR, adjusted odds ratio; HI, health insurance; MA, medical assistance; SS, spouse or sibling; CI, confidence
interval; LL, lower limit; UL, upper limit.

Table 6. Factors associated with receiving both hospice care types: awareness of terminal illness.

Variables aOR
95% CI

p Value
LL UL

Sex: male (Ref = Female) 0.837 0.753 0.930 0.0009
Age 1.007 1.003 1.011 0.0005

Marital status (Ref = No) 0.947 0.837 1.073 0.3954
Medical coverage: HI (Ref = MA) 0.808 0.669 0.977 0.0278

Urban location (Ref = Rural) 1.052 0.897 1.233 0.5357
Main care provider: SS (Ref = The others) 1.028 0.861 1.229 0.7576

Awareness of end-stage diseases (Ref = No) 1.422 1.226 1.650 <0.0001
aOR, adjusted odds ratio; HI, health insurance; MA, medical assistance; SS, spouse or sibling; CI, confidence
interval; LL, lower limit; UL, upper limit.

4. Discussion

This study confirmed that more than half of hospice patients used both types of
hospice care and that COHC played a critical role in hospice patient delivery systems. The
study also found that using hospice services was critically associated with the physical and
mental condition of patients: hospice care period from the first evaluation to death, disease
severity, consciousness, and awareness of end-stage diseases.

For the percentage of hospice patients receiving both COHC and IHU care, this study
found that 58.5% of patients received both COHC and IHU care. This is similar to the
study conducted in Netherlands in 2016 stating that 52.4% of hospice users had a history of
hospitalization in the hospice care unit [20]. According to a study, the most frequent hospice
referral was from the hospital [9]. The study conducted in the United States showed that
the hospice utilization rate was 70.8% for patients with cancer and 45.4% for noncancer-
related deaths [11]. Accordingly, the COHC implemented in the pilot study for two years
made remarkable achievement that greater than half of hospice patients received both
hospice programs.

For the period from the first registration to death, this study found that the length
of stay in the hospice program was significantly associated with receiving both types of
hospice programs. This might be because those receiving both types were initially enrolled
to the COHC and then transferred to the IHU. Accordingly, this process may have attributed
to the positive relationship between undergoing both programs and period from the first
registration to death. Compared to patients who died in the hospital, hospice patients were
older, had a shorter length of stay at the hospital, and had more comorbidity [21].

For disease severity, this study found that the CCI was positively associated with both
types of hospice care received. However, this study result is not aligned with other study
results. For example, according to a study conducted in the United States, a low CCI was
associated with decreased hospice enrollment [22]. This difference is presumed to occur
due to the different pathological conditions of the study subjects such as lung cancer in the
study conducted in the United States.
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For consciousness at the first registration, this study found that mental consciousness
of being alert at the time of the first registration was higher in both users, which presents
an opportunity to compare this study results with the previous study findings. Generally
speaking, presentation of altered mental status was significantly associated with discharge
to hospice care [14]. According to a study targeting patients with primary malignant brain
tumors enrolled late in hospice care, a greater proportion of those with late referral were
aphasic, unresponsive, and dyspneic compared with patients referred to hospice care more
than 7 days before death [13].

For patient’s awareness of end-stage disease, this study found that patients who were
aware of end-stage disease were more likely to move to IHU hospice programs or be users
of both programs. This study finding is consistent with the result of a previous study
in which most patients who received hospice care were aware of their end-stage disease
(89.5%) [23]. In Korea, a hospice program was introduced into the national health insurance
program two decades ago. Thus, many patients and their family might know that hospice
program could alleviate patient’s pain and provide better care at the end-stage of life.
Hospice facilities have developed several good programs that many patients with terminal
illness want to know [24]. This social demand might motivate patients to be aware of their
disease status and select early IHU.

This study has several limitations. First, the hospice registry data from the Korean
Hospice Center were duplicative because the center collected information from the patient
whenever the patient visited the hospice facility. Depending on the selection of the regis-
tration record, the study result may have led to different findings. To minimize possible
discrepancies from using different registration records, we used the last record of the patient
registry before death. Despite this effort, this might not fully exclude flaws of the study.
Second, this study did not include other healthcare utilization of patients. If the data were
included, there would be more valid and significant information. Third, when this study
recorded both users, it did not differentiate the order of hospice care type use on whether
they moved from the IHU to COHC or COHC to IHU. According to unreported research
data, most trends or patterns were from COHC to IHU. Accordingly, categorization would
lead to different results.

This study verified that there was high demand on COHC and various patient char-
acteristics affected their stay at COHC or both COHC and IHU. Therefore, if hospitals
considered patients’ significant characteristics (period between the first hospice registra-
tion and death, disease severity, consciousness status, awareness of end-stage disease)
from these study findings during screening for hospice care consultation, more patients
who need hospice care will receive sufficient hospice care in a timely manner without
unnecessary burdens.

5. Conclusions

This study suggests that various patient characteristics are closely related to hospice
referral. The study verified that the pilot study project on the COHC had remarkable
achievement in that almost 50% of patients had early registration on hospice care and
received both COHC and IHU. Both users had different characteristics compared to those
using COHC only in standpoints of hospice care period, disease severity, consciousness,
and awareness of end-stage diseases. No previous studies had evaluated the government-
initiated project on COHC. We hope that the study findings will promote various ideas
and insights to effectively utilize hospice care for those with end-stage disease and their
families. The study results would also support the government to establish a new policy
regarding COHC and to provide ample insight to international colleagues.

Author Contributions: Conceptualization, Y.-T.P., D.K. and S.M.K.; methodology, Y.-T.P., D.K., S.-J.K.
and S.M.K.; formal analysis, Y.-T.P. and S.M.K.; investigation, Y.-T.P., S.-J.K., D.K., Y.S.K. and S.M.K.;
data retrieval, Y.-T.P.; writing—original draft preparation, Y.-T.P., Y.S.K. and S.M.K.; writing—review
and editing, Y.-T.P., D.K., S.-J.K. and Y.S.K.; visualization, S.M.K.; supervision, Y.-T.P. All authors have
read and agreed to the published version of the manuscript.



Int. J. Environ. Res. Public Health 2022, 19, 1566 9 of 10

Funding: This manuscript was part of a study project titled “A study on the evaluation of the national
hospice pilot project providing Consultative Hospice Services in general wards and the plan for
the national health insurance program” and was completed on 31 December 2020. The project was
supported by the Health Insurance Review and Assessment Service (HIRA) and conducted by the
HIRA Research Institute, a department of HIRA. The funder had no role in the design of the study,
the collection, analysis or interpretation of data, or writing of the manuscript.

Institutional Review Board Statement: The study was approved by the Institutional Review Board
of Health Insurance Review and Assessment Service (IRB No: 2020-026-002).

Informed Consent Statement: Not applicable.

Data Availability Statement: The datasets used and/or analyzed in this study are available from the
corresponding author on reasonable request.

Acknowledgments: We deeply thank two research assistants, Yangjun Shin and Dahee Lee, HIRA
Research Institute, and the Health Insurance Review and Assessment Service (HIRA) for retrieving
hospice institution data and helping other administrative supports for this study.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Lin, W.-Y.; Chiu, T.-Y.; Ho, C.-T.; Davidson, L.; Hsu, H.-S.; Liu, C.-S.; Chiu, C.-F.; Peng, C.-T.; Chen, C.-Y.; Hu, W.-Y.; et al. Hospice

shared-care saved medical expenditure and reduced the likelihood of intensive medical utilization among advanced cancer
patients in Taiwan—A nationwide survey. Support. Care Cancer 2014, 22, 1907–1914. [CrossRef]

2. Huang, K.-S.; Wang, S.-H.; Chuah, S.-K.; Rau, K.-M.; Lin, Y.-H.; Hsieh, M.-C.; Shih, L.-H.; Chen, Y.-H. The effects of hospice-shared
care for gastric cancer patients. PLoS ONE 2017, 12, e0171365. [CrossRef] [PubMed]

3. Kim, C.G. Hospice & Palliative Care Policy in Korea. Korean J. Hosp. Palliat. Care 2017, 20, 8–17. [CrossRef]
4. Park, M.; Yeom, H.-A.; Yong, S.J. Hospice care education needs of nursing home staff in South Korea: A cross-sectional study.

BMC Palliat. Care 2019, 18, 20. [CrossRef]
5. Kim, S.H.; Chung, B.Y.; Xu, Y. Evaluation of a Home-Based Hospice and Palliative Care Program in a Community Health Center

in Korea. Asian Nurs. Res. 2009, 3, 24–30. [CrossRef]
6. Park, C.S.; Yoon, S.; Jung, Y. The status of home-based hospice care in Korea. Korean J. Hosp. Palliat. Care 2013, 16, 98–107.

[CrossRef]
7. Ahn, E.; Song, I.G.; Choi, J.Y.; Jho, H.J.; Park, I.; Sung, S.; Shin, S.; Park, S.-J.; Nam, E.J.; Jeong, S.H.; et al. Effectiveness of home

hospice care: A nationwide prospective observational study. Support. Care Cancer 2020, 28, 2713–2719. [CrossRef]
8. Ministry of Health and Welfare (Korea). 2018 Consultative Hospice Pilot Project: Guidelines for Technical Support and Services; Ministry

of Health and Welfare: Sejong City, Korea, 2018.
9. Furuno, J.P.; Noble, B.N.; McPherson, M.L.; Lapane, K.L.; Sera, L.; Izumi, S.; Tjia, J. Variation in Hospice Patient and Admission

Characteristics by Referral Location. Med. Care 2020, 58, 1069–1074. [CrossRef]
10. Currow, D.; Burns, C.M.; Abernethy, A.P. Place of Death for People with Noncancer and Cancer Illness in South Australia: A

Population-Based Survey. J. Palliat. Care 2008, 24, 144–150. [CrossRef]
11. Cagle, J.G.; Lee, J.; Ornstein, K.A.; Guralnik, J.M. Hospice Utilization in the United States: A Prospective Cohort Study Comparing

Cancer and Noncancer Deaths. J. Am. Geriatr. Soc. 2020, 68, 783–793. [CrossRef]
12. Kang, S.-C.; Pai, F.-T.; Hwang, S.-J.; Tsao, H.-M.; Liou, D.-M.; Lin, I.-F. Noncancer Hospice Care in Taiwan: A Nationwide Dataset

Analysis from 2005 to 2010. J. Palliat. Med. 2014, 17, 407–414. [CrossRef]
13. Diamond, E.L.; Russell, D.; Kryza-Lacombe, M.; Bowles, K.H.; Applebaum, A.J.; Dennis, J.; DeAngelis, L.M.; Prigerson, H.G.

Rates and risks for late referral to hospice in patients with primary malignant brain tumors. Neuro-Oncology 2015, 18, 78–86.
[CrossRef] [PubMed]

14. Chauhan, N.; Ali, S.F.; Hannawi, Y.; Hinduja, A. Utilization of Hospice Care in Patients with Acute Ischemic Stroke. Am. J. Hosp.
Palliat. Med. 2019, 36, 28–32. [CrossRef]

15. Park, S.-J.; Nam, E.J.; Chang, Y.J.; Lee, Y.-J.; Jho, H.J. Factors Related with Utilizing Hospice Palliative Care Unit among Terminal
Cancer Patients in Korea between 2010 and 2014: A Single Institution Study. J. Korean Med. Sci. 2018, 33. [CrossRef]

16. Lai, C.; Luciani, M.; Galli, F.; Morelli, E.; Del Prete, F.; Ginobbi, P.; Penco, I.; Aceto, P.; Lombardo, L. Spirituality and Awareness of
Diagnoses in Terminally Ill Patients With Cancer. Am. J. Hosp. Palliat. Med. 2017, 34, 505–509. [CrossRef] [PubMed]

17. Kao, C.-Y.; Cheng, S.-Y.; Chiu, T.-Y.; Chen, C.-Y.; Hu, W.-Y. Does the Awareness of Terminal Illness Influence Cancer Patients’
Psycho-spiritual State, and Their DNR Signing: A Survey in Taiwan. Jpn. J. Clin. Oncol. 2013, 43, 910–916. [CrossRef] [PubMed]

18. Seong, Y.; You, S.C.; Ostropolets, A.; Rho, Y.; Park, J.; Cho, J.; Dymshyts, D.; Reich, C.G.; Heo, Y.; Park, R.W. Incorporation of
Korean Electronic Data Interchange Vocabulary into Observational Medical Outcomes Partnership Vocabulary. Healthc. Inform.
Res. 2021, 27, 29–38. [CrossRef] [PubMed]

http://doi.org/10.1007/s00520-014-2168-5
http://doi.org/10.1371/journal.pone.0171365
http://www.ncbi.nlm.nih.gov/pubmed/28158232
http://doi.org/10.14475/kjhpc.2017.20.1.8
http://doi.org/10.1186/s12904-019-0405-x
http://doi.org/10.1016/S1976-1317(09)60013-X
http://doi.org/10.14475/kjhpc.2013.16.2.98
http://doi.org/10.1007/s00520-019-05091-7
http://doi.org/10.1097/MLR.0000000000001415
http://doi.org/10.1177/082585970802400303
http://doi.org/10.1111/jgs.16294
http://doi.org/10.1089/jpm.2013.0528
http://doi.org/10.1093/neuonc/nov156
http://www.ncbi.nlm.nih.gov/pubmed/26261221
http://doi.org/10.1177/1049909118796796
http://doi.org/10.3346/jkms.2018.33.e263
http://doi.org/10.1177/1049909116630985
http://www.ncbi.nlm.nih.gov/pubmed/26858171
http://doi.org/10.1093/jjco/hyt095
http://www.ncbi.nlm.nih.gov/pubmed/23894203
http://doi.org/10.4258/hir.2021.27.1.29
http://www.ncbi.nlm.nih.gov/pubmed/33611874


Int. J. Environ. Res. Public Health 2022, 19, 1566 10 of 10

19. Quan, H.; Sundararajan, V.; Halfon, P.; Fong, A.; Burnand, B.; Luthi, J.-C.; Saunders, L.D.; Beck, C.A.; Feasby, T.E.; Ghali, W.A.
Coding Algorithms for Defining Comorbidities in ICD-9-CM and ICD-10 Administrative Data. Med. Care 2005, 43, 1130–1139.
[CrossRef]

20. West, E.; Pasman, H.R.; Galesloot, C.; Lokker, M.E.; Onwuteaka-Philipsen, B.; Impact, E. Hospice care in the Netherlands: Who
applies and who is admitted to inpatient care? BMC Health Serv. Res. 2015, 16, 33. [CrossRef]

21. Schorr, C.A.; Angelo, M.; John, G.; LeCompte, K.; Dellinger, R.P. The Association of Increasing Hospice Use with Decreasing
Hospital Mortality. J. Healthc. Manag. 2020, 65, 107–120. [CrossRef]

22. Sullivan, D.R.; Ganzini, L.; Lapidus, J.A.; Hansen, L.; Carney, P.A.; Osborne, M.L.; Fromme, E.K.; Izumi, S.; Slatore, C.G.
Improvements in hospice utilization among patients with advanced-stage lung cancer in an integrated health care system. Cancer
2017, 124, 426–433. [CrossRef] [PubMed]

23. Xiong, B.; Freeman, S.; Banner, D.; Spirgiene, L. Hospice Utilization among Residents in Long-Term Care Facilities. J. Palliat. Care
2021, 36, 50–60. [CrossRef] [PubMed]

24. Bajwah, S.; Koffman, J.; Higginson, I.J.; Ross, J.R.; Wells, A.U.; Birring, S.S.; Riley, J. ‘I wish I knew more’ the end-of-life planning
and information needs for end-stage fibrotic interstitial lung disease: Views of patients, carers and health professionals. BMJ
Support. Palliat. Care 2013, 3, 84–90. [CrossRef] [PubMed]

http://doi.org/10.1097/01.mlr.0000182534.19832.83
http://doi.org/10.1186/s12913-016-1273-1
http://doi.org/10.1097/JHM-D-18-00280
http://doi.org/10.1002/cncr.31047
http://www.ncbi.nlm.nih.gov/pubmed/29023648
http://doi.org/10.1177/0825859720907415
http://www.ncbi.nlm.nih.gov/pubmed/32093589
http://doi.org/10.1136/bmjspcare-2012-000263
http://www.ncbi.nlm.nih.gov/pubmed/24644332

	Introduction 
	Materials and Methods 
	Study Design 
	Data Sources 
	Outcome Variables and Independent Variables 
	Statistical Analysis 

	Results 
	General Characteristics of the Study Subjects 
	Hospice Stay and Types of Hospice Care 
	Disease Severity and Type of Hospice Care 
	Mental Stability, Awareness of End-Stage Disease, and Type of Hospice Care 

	Discussion 
	Conclusions 
	References

